* ATTENTION ESTATE: The Social Security # is
being requested by this state agencg in order to
pursue its statutory responsibility. Disclosure is
voluntary and there will be no penaity for refusal.

Local No. / Ll"% (0 T00.

INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

59 0B~/  THERECORDS IN THIS SERES ARE CONFIDENTIAL PER IC 16-1-19-3

1. DECEASED—NAME (Firsz. Middie. Laet)

ROBIN GREEK

TYPE/PRINT
IN

2. SEX

FEMALE |[11:16 A,

3s. TIME OF DEATH

3b. DATE OF DEATH tvonmn Duy. Y7

JUNE 23, 2000

4. ¥SOCIAL SECURITY NUMBER

313-62-3330

PERMANENT
BLACK INK

(Yoors)

Se AGE—Laxt Bithdey

45

Sc. UNDER 1 DAY | 6. DATE OF BIRTH (Mo. Day. Y1)

et M bec.31, 1954

5b. UNDER t YEAR
Months Oays

7. BIRTHPLACE (City and State or Foregn Country)
Gary, Indiana

8a WAS DECEDENT

8b. YEAR LAST SERVED IN

Se.PLACE OF DEATH (Check oniy one. See nstructons.}

A US. VETERAN? US. ARMED FORCES?

rosairaL Xl ipeser

OoTHER [ Nursng Home [ Other (Specey)

NO

O en/Oupawent [ DOA O r

9b. FACILITY NAME (¥ not insttution. rve street and number)

DECEDENT THE COMMUNITY HOSPITAL

9¢c. CITY. TOWN. OR LOCATION OF DEATH

MUNSTER

9. COUNTY OF DEATH

E

10. MARITAL STATUS 11. SURVIVING SPOUSE
(Speciy) F wie.

Never Married

QIve masden nema)

12a. DECEDENT'S USUAL OCCUPATION (Give knd of work
done during most of working iife. Do not use retred)

Manager

126 K BUSINESS/INOUSTRY

Tige

13a. RESIDENCE—STATE 13b. COUNTY

Indiana Lake

13¢. CITY. TOWN. OR LOCATION

Merrillville 1526 W.

13d. STREET AND NUMBER

74the-Place

13e. ZIP CODE | 131 INSIDE CITY LMITS | 14 CITIZEN OF
O No Xdes

13g. ON A FARM?

46410 e O Yes

usa

WHAT COUNTRY?|

16. RACE—Amenicen indan.
Biack. Whate. stc.

15. WAS DECEDENT OF HISPANIC ORIGIN?
XMoo O Yes (f yes, specity Cuban.

+ReBECEDENT'S EDUCATION
(%awy highest grade compieted)

Mexicen Puerto Rican. stc) (Speciy)

White

amm/s‘.a;iary ©012) | Colege (1-40r5 +)

Fom o

PARENTS 18. FATHER'S NAME (First Middie. Last)

Johnnie Greek

19. MOTHER'S NAME (Frst Middie. Maxden Surname)

Barbara Shallberg

208. INFORMANT'S NAME (Type/Prind
Barbara Greek

INFORMANT

1526 W.

20b. MAILING ADDRESS (Street and Number or Rursi Route Number. City or Town. S, Fp &

Q)
74th. Pl. Merrillville,IN

20c. Relstonsip

Mother

21a METHOD OF DISPOSITION L] Entombment
X Buriai 3 cremation 7 Removat from Stae

;;q

21b. DATE AND PLACE OF DISPOSITION (Name of cemetery. cremetory, or 2

el June 26, 2000

¢. LOCATION~~City or Town. State

D Donation D Other (Speciy)

Calumet Park Cemetery

MerriE2ville,Indiana

DISPOSITION 220 EMBALMER'S NAME:

Leonard Gregorczvk

22b,_EMBALMER'S LICENSE NO:

FDOB8800305

23. WAS DEATH REPORTED TO.CORONERD - _
X No [ ves - ’:D!

-

24a. SIGNATURE OF FUNERAL DIRECTOR

(R A

24b, UCENSE NUMBER
(o/ Licanses)

FD08800305

25. NAME. ADDRESS. AND LICENSENUMBER OF FUNERAL HOMIE

STILINOVICH &> WIATROLIK FH83004¢

26. PART . Erver the

IMMEDIATE CAUSE(Rirfas
disease or condmon (Y
resuiting n desth) DEATH
A

Conddions. i any, w&ﬂbﬁﬁ*
nae to the immedciate cause.
swting the underlying
cause lant

CAUSE OF
DEATH

ful 4 - LR
iLE WiTH THE LAKE

or that causad the death Do not enter nonspecihc terms. such as cardiac or respiratory

srrest. shack. or heart fasiure. List ofity ane cause on esch line.

7535 Taft St.Merrillville,IN4641

Vo
i

4 IEW =

0

nEeT o
bl OUE TO (OR AS A CONSEQUENCE OF)

JUN é 8 (1B TO ©ORAS A cONsEQUENCE OF
d.

PART Il Other

LAKE

m@“ﬁmﬂﬁm previously stated m Part |

GUNTY HEALTH COMRMISSIONER

21. WAS DECEDENT
PREGNANT OR 90 DAYS
POSTPARTUM?

{Yes or no)

NO

28a. WAS AN AUTOPSY
PERFOAMED?

“‘BEC 12
NO

28b. WERE AUTOPSY FINDINGS
AVAKABLE PRIOR TO
COMPLETION OF CAUSE
OF DEATH? (Yes or no)

NO

29e. CERTIFIER
(Check only
one)

(J HEALTH OFFICER On the bass of

_~CT COBGNER _On the bass

and/or

£ CERTIFYING PHYSICIAN  To the best of my, knawiedgs. deein 6ccured g the tme. Gate, nd piace. and due 0 rREadbHRBENJAMIN
. i My opivon. death occurred st the MEH(EG %HMWCMW@R

in my opuvon, desth occurred at the tme. date. and place. and due to the cause(s) and menner as stated.

2% SIGNATURE T
CERTIFIER

[o) IF

ik

29¢. MEDICAL LICENSE NO

01047960

29d. DATE SIGNED (Month. Day. Year)

L=27-¢cd

0 e AlGIrGares or ison wio S caleler st e
DAVID ROTHBART, M.D., 9003 CALUAMET AVENUE, SUITE 501, MUNSTER, INDIANA 46321

HEALTH
OFFICER

31 HEALTH OFFICER'S SIGNATURE

)

. »
Py

ATE FILED (Month. Day. Yesr)

I,otoco

33 MANNER OF DEATH

O Netwrai

O accident
O sucide O coud

D Homicide

a Pending
Investigation

Oetermined

348 DATE OF INJURY
(Month. Day. Yesr)

34b TIME OF

INJURY (Yas or no)

J4c INJURY AT WORK?

34d. DESCRIBE HOW INJURY OCCURR|

00096¢

J4a PLACE OF INJURY—At home. farm. street. factory. office
Duwiding, stc. (Specrdy)

not be

34f LOCATION (Street and Number or Aursi Route Number. City or Town, State}

YRCA

34g DATE PRONOUNCED DI

EAD (Month. Day. Year)

34h MOTOR VEHICLE ACCIDENT? (Yes or no) !f yes. specify driver. passenger. pedesiran, etc

AP
(aain

SDH06-004 State Form 10110 (R4/3-33) Deathcer/PD 1






