* ATTENTION ESTATE: The Social Security # is

being requested by this state agency in order to
pursue its statutory responsnbmty
voluntary and ther

isclosure

is

INDIANA STATE DEPARTMENT OF HEALTH

Local No. CERTIFICATE OF DEATH . StateNo. ........ccoo....... s
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10 — ) . )
TYPE/PRINT 1. DECEASED —NAME (First. Middle. Last) 2 SEx 3a. FIME'QF DEATH | 3b. DATE OF DEATH (Manen, Oey. Yr)
IN IRENE 2009 | %%Z@YM %%E 8225 Ap OCTOBER 24, 2002
SERMANENT | « *socut secuamy nuneern &= YhalUlcle Laxt Bh-al, s eRA YEAR |  5c UNDER [ 6/0ATE QF@RTHMS Dagf v J {77 BIRTHPLACE (City and State or Foreign Country)
. (Years) Months Days Hours Minutes .
BLACKINK | 311 (5 4981 A Jun 26 1919 [Rast Chicago In
8s. WAS DECEDENT 8b YEAR LAST SEAVED IN i \PMGE OFDEATH Mok ghly pne. See nstructions )
A US VETERAN? US ARMED FORCES?
HOSPITAL E Inpatient f ! mﬁsﬁ A Mllr\g Home [ Other (Specify)
\ :T o] ]\.Jr / A a ER/Qutpatient 0 poa a Residence
9b. FACILITY NAME (K not instiution, grve street snd number) 9c. CITY. TOWN. OR LOCATION OF DEATH 9d COUNTY OF DEATH
DECEDENT
n
THE COMMUNITY HOSPITAL MUNSTER LAKE
10. MARITAL STATUS 1. SURVIVING SPOUSE 12a. DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS/INDUSTRY
(Specity) {¥ wife. qve maiden name) done during most of working life. Do not use retired)
Widowed N Homemsker Own Home
13s. RESIDENCE—STATE 13b. COUNTY 13c. CITY. TOWN. OR LOCATION 13d. STREET AND NUMBER
Indiana Lake Sast Chicago 4226 Qlcott Ave
13e. 2P CODE | 13f. INSIDE C LIMITS | 14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American indian, 17. DECEDENT'S EDUCATION
0O No Yes WHAT COUNTRY? X No O Yes (if yes. specify Cuban. Black. White, etc (Specify only highest grade completed)
13g ON A FARM? Mexican. Puerto Ricen. etc) (Specify) Elemensry/Secondary (0-12) | College (14 or § +)
46312 Hno O ves USA White 12
PARENTS 18 FATHER'S NAME (First Middle. Last 19 MOTHER'S NAME (First Middle. Maiden Surname)
Stanislaw Baut tefania Onak
INFORMANT 20a INFORMANT'S NAME (Type/Print) 20b MAILING ADDRESS (Street and Number or Rural Route Number. City or Town. State. Zip Code) 20c. Relationship
athleen Retseck 0481 M 700 W LaPorte In 46350 Daughter
21a. METHOD OF DISPOSITION (O Entombment 21b DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory. or 21c. LOCATION—City or Town. State
& Burat O cremevon [0 Removai from State oherosce) Vot P28 2002
O Dorsson LI owr tSpecitn Holy Cross Cemetery Calumet City Il
DISPOSITION 220 EMBALMER'S NAME 22b. EMBALMER'S LICENSE NO 23 WAS DEATH REPORTED TO CORONER?
James W CGholston. 1004194 Lo e
24a. SIGNATURE OF:UNERAL DIRECTOR “ 24b LICENSEMNUMBER 25/ NAME ADDRESS. AND LICENSE NUMBER OF FUNERAL HOME
(of L ) N 3 . -
. « e Besniak PHABZ001601
e 5. —7 1005 491 4918f Vagoun E Chicago In 46312
26, RT | Enter the d . Injuries. or that caused the death Do not enter nonspaciic terms. such.as cardiac or respiratory Approximate
/ arrest shock. or heant failure. List ondy one cause on each line ] F Interval Batween
L . h & 7 E D Onset and Desth
IMMEDIATE CAUSE (Final . (. ayg )0 -'/'z_ﬁo P17 711 | WAL
Lll d'.:.k“ or cd‘:‘::;"" YO (OR AS ﬁOkSEO ENCE 6F)
resulting n
SEAK)& OF o g; p NE- o
& Condttions. # any. which gave Youe rq (QR AS A CONSEQUENCE OF) MLl /Zz J V4 OOZ
< g rise to the immediate cause. gf
1
E‘% @ natng :: underlying ﬂ)us 10 (on AS A CONSEQUENCE OF) PE TER BE NJ AM!N
- T
d
0 £ CAKE COUNTY 41 jmenes
AR . VLT
-_ PART I 0'"" 9 9 10 death but not n'-ww"v stated in Part 27 WAS DECEDENT 28a WAS AN AUTOPSY 28b. WERE AUTOPSY FINDINGS
u: s AN, .e/y\/)l a f\ C H F M i"Y M PREGNANT OR 80 DAYS PERFORMED? AVAILABLE PRIOR TO
J n » POSTPARTUM? {Yes or no) COMPLETION OF CAUSE
- c { 3’84 IM/Q, a,b \:,':24 Fro\ b . 7f'~ (Yes or no) OF DEATH? tYas or no)
[ No o No
o G 29s. CERTIFIER U(CERYIFVING PHYSICIAN  To the best of my knowisdge. death occurred st the time, date. and place. and due to the cause(s) as stated
2 (Cheack oni)
O m).c 4 D HEALTH OFFICER On the basis of and/or i my opinion. death occurred at the time. date. and piace. and dus to the causea(s) ag stated
9 O coroner On the basis of and/or MMy opiion. death occurred at the time date and place. and due to the cause(s) and manner as stated.
- 296 SIGNATURE AND TITLE OF CERTIFIER S ‘e Wv\t 29¢_MEDICAL LICENSE NO 29d. DATE SIGNED gMonth. Day. Year)
ZERTIFIER \/\} b l .
H 01045402 Lo/ 22002
30. NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (TEM 26) ( Typa/Prind ! !
BHARAT BHAVSAR, M.D. 8731 INDIANAPOLTS BLVD. HIGHLAND, INDIAN[}\ 46322‘
{EALTH 31 HEALTH OFFICER'S SIGNATURE ———e o arh ricedc Dy Yer
FFICER e oD L, T Do = £ ABOVE 8 ATGI Q (‘D,‘Q
RTLIAT JETHE CEX "f X 4
33 MANNER OF DEATH 34a DATE OF INJURY 340 TIME OF 34c INJURY AT WORK? 7105y’ DEBCRIBE HOW INJURF DEEUARED
(Month. Day. Year) INJURY (Yes or no} 1 }
i
a Natura! a Pending ‘
invastigation L
m . O accient i
34a PLACE OF INJURY —At home. farm. street. factory, office 34f LOCATION (Street lnd Numbei or Ruh oule Number, Cit
- a Suicide O coud not be building. etc (Specify) M
. . Determined
1 D Homicide T, e s it
2] 7000 v
M \J 349 DATE PRONOUNCED DEAD (Month. Day. Year) 34h MOTOR VEHICLE ACCIDENT? (Yes or no) ¥ yes. specify driver. passenger. pedestrian, etc
L i N q o8
Rt Ve 00160
#6355
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