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INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

State No.

Local No. ,
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10 w l ;;2 - (0 ]
TYPEIPRI NT 1. DECEASED-NAME (First, Middle, Last} 2. SEX 3a. TIME OF D 3b. DATE OF DEATH (Month, Day, Yr.)
IN Edward Olenik Male 3:40 AM January 9, 2005
PERMANENT 4. SOCIAL SECURITY NUMBER 5a. AGE-Last Birthday 5b. UNDER 1 YEAR 5c. UNDER 1 DAY | 6. DATE OF BIRTH (Mo, Day, Yr.} 7. BIRTHPLACE (City and State or Foreign Country)
(Years) Months  Days Hours Minutes .
BLACK INK | 305-20-2456 October 22, 1922 Indiana Harbor, IN
B8a. WAS DECEDENT 8b. YEAR LAST SERVED IN 9a. PLACE OF DEATH (Check only one. See mstmcllons )
A U.S. VETERAN? U.S. ARMED FORCES? .
soseira Inpatient omer [ Nursing Home 3 other ﬁiﬁﬁlfy)
No None [ eroutpatient [ poa [ Residence
9b. FACILITY NAME (If not institution, give street and number) 9c. CITY, TOWN, OR LOCATION OF DEATH MNTY OF DEATH
DECEDENT . . v
St. Margaret Mercy Hospital-South Dyer, IN fie
10. MARITAL STATUS 11. SURVIVING SPOUSE 12a. DECEDENT S USUAL OCCUPATION (Give kind of work 12b£5|3 OF BUSINESS/INDUSTRY
{Specify) (if wife, give maiden name) done duﬁng maost of working life. Do not use retired}
Married Jean Olenik Millwright Steel
13a. RESIDENCE-STATE 13b. COUNTY 13¢. CITY, TOWN, OR LOCATION 13d. STREET AND NUMBER oy
Indiana Lake Griffith 1699 S. Cline Aves-
13a. ZIP CODE | 13f. INSIDE CITY LIMITS 14. CITIZEN OF 15. AS DECEDENT OF HISPANIC ORIGIN? 16. RACE-American Indian, {:3 17. DECEDENT'S EDUCATION
ONo DA ves WHAT COUNTRY? B No Yes (If yes, specify Cuban, Black, White, efc. P@pec}fy only highest grade completed)
13g. ON A FARM? Mexican, Puerto Rican, etc.) (Specify) Elementary/Secondary (0-12) | College (1-4 or 5+)
46319 BNo [ ves USA White 10
PARENTS 18. FATHER'S NAME (First, Middle, Last) 19. MOTHER'S NAME (First, Middle, Maiden Surname)
John Olenik Anna Gajda
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
— Jean Olenik 7 1699 S. Cline Ave., Griffith, IN 46319 3 Wife
21a. METHOD OF DISPOSITION D Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery, crematory, or - _21c. LO?_‘CV_A*:('ION-Ci:tzE’fr Towvj, State
™ surial [ cremation [ Removat from state otherplace) January 13, 2005 -
i ther (Specii :
03 oonaton L] otver (specity) Chapel Lawn Memorial Gardens i Scherervﬂle IN
DISPOSITION |22a. EMBALMER'S NAME 22b, EMBALMER'S LICENSE NO 23, WAS DEATH. REPORTED TO CORONER? “""
N e
Jody Zeese FD20100056 R v
24a. SIGNATURE OF FUNERAL DIRECTOR 24b. LICENSE NUMBER 25) NAME, ADDRESS, AND LICENSE NUMBER OF F
(or Licensee) Kuiper Funeral Home - ,
9039 Kleinman Road i
FDO08800305 Highlapd, IN 46322 - -~ FH10300021
26. PART L. Enter the di injuries, or licati that caused the death. Do not enter nonspecific terms, such as cardiac or respiratory Approximate
arrest, shock, or heart failure. List only se on each line. Interval Between
Onset and Death
iIMMEDIATE CAUSE (Final a.
disease or conditian DUE TO (OR AS A CONSEQUENC!
CAUSE OF resuiting in death)
DEAT .
H Conditions if any, which gave DUE TO (OR AS A CONSEQUENCEARY
rise to the immediate cause,
stating the underfying ©
cause last. DUE TO (OR AS A CONSEQUENCE OF):
d.
PART 1l. Other significant conditions - Conditions contributing to death but not previously stated in Part |. 27. WAS DECEDENT 28a. WAS AN AUTOPSY 28b. WERE AUTOPSY FINDINGS
PREGNANT OR 80 DAYS PERFORMED? AVAILABLE PRIOR TO
POSTPARTUM? (Yes or no} COMPLETION OF CAUSE
{Yes or no) OF DEATH? (Yes or no)
No No
29a. CERTIFIER m CERTIFYING PHYSICIAN To the best of my knowledge, death occurred at the time, date, and place, and due to the cause(s) as stated.
{check only
one) D HEALTH OFFICER On the basis of and/or i in my opinion, death occurred at the time, date, and place, and due 1o the cause(s) as stated.
D CORONER On the bas,'Q of 7 and/or i in my opinion, death accurred at the time, date, and place, and due to the cause(s) and manner as stated.
CERTIFIER 29b. SIGNATURE AND TITLE OF FIER/\/ d@> 29¢. MEDICAL LICENSE NO 29d. DATE SIGNED (Month, Dsy Year)
; : i 0o 988 7 VEY T
30. NAME AND ADDRESS ({F PER / WH® COMPLETED CAU: DEATH (ITEM 26) (Type/Print) ?‘ B
Dr. Makam 6 Columbia Ave.  Munster, IN 46321 219-836-5607 .
HEALTH 31. HEALTH OFFICER'S SIGNA ‘j& m— A ATE (Mofth, Day, y@ a S
ﬁ;% —— i o VE IS
OFFICER D.o. S CERTIFIES THE ABOVE ]S L{
‘ ‘ur(\: LT cOPY OF THE CA { / .
33. MANNER OF DEATH IME OF 34c. INJURY AT WORK? ‘é@mﬁqgmpﬂ_ﬁoﬁﬂr&uk‘ﬁ RER T ' f
NJ (Yes or no) MEALTH FP
[ Natrai  [] Pending |
Investigation 4 g . i
[ Accident M
3da. PLAceﬂ Rt Hom treet, factory, office wr | 345 LACATION (Street and Mmierlr RuFal éaute“humber. City or Towl} State) \
D Suicide D Could not be butldlng ete. (4 005 i
Determined B :
[ Homicide wm———

34g. DATE PRONOUNCED DEAD (Month, Day,
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