* ATTENTION ESTATE: The Social Securi
being requested by this state agency in order to

#

is

BARLOYE VLS
INDIANA STATE DEPARTMENT OF HEALTH coweiere copr of peam o iz wimi e

'THIS CERTIFIES THE FOLLOWING IS A TRUE AND'

pursue its statutory responsibility. Disclosure is HAMMOND HEALTH DEPAR,
voluntary and there will be no penalty for refusal.
Local No (73 CERTIFICATE OF DEATH ) e
' THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10 Date Issued  Hammond Health Commissioner
1 DECEASED.—NAME (First, Mididle, Last} 2. SEX Ja. TIME OF DEATH 3b. DATE OF DEATH tMoner, Duy. ¥r}
o TYPEI/;’RINT DOROTHY M. BUDZIK Female 3:40 PM w |October 1, 2004
= "
<C - MBER S AGE—LamBrtndey | Sb UNDERIYEAR[ Sc UNOER | DAY [6 DATE OF BIRTH (Mo. Day, ¥ | 1. BIRTHPLAGE (Giy and State or Foretgn Counry)
% PERMT(NIE';T 4 35;’3"-1:5"’7';";? ég.m Days Hours  Minutes September 22, 1921 East Chicago, Indiana
BLACK IN -14- N
8 Ba. WAS DECEDENT 8b. YEAR LAST seaveo;n 9s. PLACE OF DEATH (Check only one. Seq Ritrydtons)
o A US. VETERAN? US. ARMED FORCES HOSPTAL ] irpetien ottn T Nurang tome. [ i Bpecy
(23 No N/A T er/oupstent [J'D0A O Residence [
é 95, FACKITY NAME U ot institution. give streat and number) gc. CITY. TOWN, ORLOCATION OF DEATH S¢_FYUNTY OF DEATH
= DECEDENT /ST MARGARET-MERCY HEALTH CARE HAMMOND LAKE
[9p]
. g ive Ki s F ESS/INDUSTRY
= 10, ag::x) STATUS 1 g{unvngx:; sPousE 120 352540.5;':; s\ L:'sg(Ai_o%:n%%g&oug?’mmf work | 12b *Tmé OF BUSINESS/IN
Ly Widowed N/A HOMEMAKER OW HOME
b= 13a. RESIDENCE—STATE 13b. COUNTY 13c. CITY. TOWN, OR LOCATION +3d. STREET AND NUMBER
S Indiana Lake Hammond 7343 Marshall Av%ﬁﬁhe
2 13¢. ZIP CODE | 13t INSIDE CITY LIMITS | 14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE-—Amarican indian, . 7, DECEDENT'S EDUCATION
') O Ne X Yes WHAT COUNTRY? N No T Yes (if yes. specify Cuban, Black. Whita, etc ify only highest grade compieted)
g 46323 |13 onaramwe U.S.A. Mexican Puerto Rcen, etc) WI;S;";‘”E) Elementary/Secondary (0-12) | College (14 or 5+)
Ko O Yes 4
PARENTS 18. FATHER'S NAME (First Middle, Lasd 19. MOTHER'S NAME (First Middle. Maiden Surname)
John Koaytkowski Sophia Jeleniecki
INFORMANT 208, INFORMANT'S NAME (Typa/Print 20b. MAILING ADDRESS (Street and Number or Fural Route Number. City or Town, State. Zig Gode) | 20c. Relationship
Steven Budzik, D.D.S. 454 Amhurst Road, Valparaiso, IN 46385
21a. METHOD OF DISPOSITION L] Ertombmant 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery, crematory, or
{J Buwia Kl cromaton (0 Removal trom State omer it Oct 7,2004 +
O3 ponation [T Other tSpecity) COMMUNITY CREMATION SERVICES (K
DISPOSITION | 228 EMBALMER'S NAME: 22b EMBALMER'S LICENSE NO 23 WAS DEATH REFORTED TQ CORONER?
JOSE G. CORONA FDO8601373 - v O YH . _—
| 24b. LICENSE NUMBER 25. NAME ADDRESS, AND LICENSE NUMBER OF FUNERALGIONE-]
po (ofticensee) BOCKEN FUNERAL HOME;INC. ‘;Fms.ﬁozsm
FDO01042047 7042 KENNEDY AVENUE;HAMMOND, IN
the that caused the death Do not enter nonspsciic tarms, such s cardisc or respiratory, Approximsts
wrrestahock, or hesrt fhilire List anly one 7« fnresch Jine / ( Interval Betwaen
: Onset and Desth
IMMEDIATE CAUSE (Fine) . M( Z‘ﬁ'é ﬁ gocdL__
disesse or condition DUE TO (OR AS A CONSEQUENCE OF¥
CAUSE OF rasuiting in deeth)
DEATH b

CERTIFIER

HEALTH
OFFICER

©

Conditiona, if any. which gave
rise {0 the immediste couse.

DUE TO (OR AS A CONSEQUENCE OF}

PREGNANT OR 90 OAYS PERFORMED? AVAILABLE PRIOR TO

POSTPARTUM? {Yes or no) COMPLETION OF CAUSE

{Yes or no} OF DEATH? (Yes or no)
No No No

niating the undeclyin
cause last snawine DUE TO (OR AS A CONSEQUENCE OF}
d.
PART it Other . Condi buting to death but not previously stated i Part 27 WAS DECEDENT 28a, WAS AN AUTOPSY 28b. WERE AUTOPSY FINOINGS

292 CERTIFIER
{Check only
one)

] HEALTH OFFICER On the basis of

a CORONER  On the ,ggnnd—exﬂhnmnon and/or investi

md/or i

M CERTVIFYING PHYSICIAN  To the bast of my knowlsdge. desth occurred at the time, dats, and place, snd dus to the causels) as stated.

0 my opmm(nrdaifﬁ'o‘a:w at the time, date. and place. and due to the causels) as stated

L m, y apirion. desth occurred at the tima. date. and place. and dus to the cause(s) and manner &9 stated.

29 SIGNATURE Aumg.or-ce_gjﬂﬁa_ ﬁ) W
)

29¢. MEDICAL LICENSE NO.

oY 274 &

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

R A

55'357~45

Y. Frantz Brignol,

30. NAME AND ADDRESS OF PERSON WHO COMPLETED C%SE OF DEATH (I M 26) (Type/Print}

, IN'46410

errillvi

OFben)

31 HEALTH OFFICER'S SIGNATURE

M.D. 8668-
{ ;

33 MANNER OF DEATH

0 Pending
Investigation

X Natwrst

] Accident
0 sucae [ Coutda not be

Determmned
[ Homcide

34 DATE OF INJURY
{Month. Day. Year)

32. DATE FILED (Month. Day, Yaar}

sven. T, 2004

no)

34: INJUHY T WORK?

344, DESCRIBE HOW INJURY OCCURRED

building, etc (Specify)

348 PLACE OF INJURY —At home, farm, sireet, factory, office

JAN 7

34F LOCATION (Streat snd Number or Rural Route Numbar, City or Town. State)

005

349 DATE PRONOUNCED DEAD (Month. Day. Year)

34h MOTOR VEHICLE Accmeu% (Yesof

Ce e

gF'M'H“SﬂGﬁ@Hm‘"M etc.

LIITOR

000315 7”,

SDH06-004 State Form 1

0110 (R5/1-99)

779—

Und





