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INDIANA STATE DEPARTMENT OF HEALTH

CERTIFICATE OF DEATH State No.

THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-19-3
1. DECEASED—NAME (Firm, Middle. Last) 2. SEX 3a. TIME OF DEATH 3b. DATE OF DEATH (Month, Day. Yr)
GENEVIEVE E. HREHA FEMALE [8:00 P.. | NOVEMBER 18, 1996
4. ®SOCIAL SECURITY RUMBER So. AGE—LastBithday | b UNDER1 YEAR | Sc UNDER1 DAY |6 DATE OF BIRTH (Mo Day. v | 7. BIRTRPLAGE (Giy and Siata or Forergn Country)
311-01-8147 e MoesBevs [ Hews w0y 9, 1917 Gary, Indiana

9a. PLACE OF DEATH (Chack only one. See mstructions))

OTHER. [ Nursing Home [J Other(Spm
Lo

8b. YEAR LAST SERVED IN
U.S. ARMED FORCES?

8s. WAS DECEDENT
A US. VETERAN?

HOSPITAL  CXinpatien

No - J er/oupsvent T DOA [ Residence
9b. FACILITY NAME U not institution, give street and numbaer) 9c. CITY. TOWN, OR LOCATION OF DEATH 9d. COUKITYIoF DEATH

THE COMMUNITY HOSPITAL MUNSTER CIAKE
10. MARITAL STATUS 1. SUHVNING SPOUSE 12a. DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS/INDUSTRY

{Specity) wife, give maiden name) done during most of working life. Do not use retired)
Widowed - Homemaker 0 ome
13a. RESIDENCE—STATE 13b. COUNTY 13¢. CITY. TOWN, OR LOCATION 13d. STREET AND NUMBER —_
Indiana Lake Munster 211 Sycamore(Lgne
13e. 2IP CODE | 13f. INSIDE CITY LIMITS | 14. CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American indian, DﬁEDENTS EDUCATION
O Ne m Yes WHAT COUNTRY? No (O Yes (If yes. specify Cuban, Black. White, etc. (& Ay Snly highest grade compieted)
13g. ON A FARM? Mexican. Puerto Rican. etc) (Specify) Elementary/Sederiidry (0-12) | College (1-4 or 5 +

46321 Bio I Yes U.S.A. White 10
18. FATHER'S NAME (First Middle, Last) 19. MOTHER'S NAME (First Middle, Maiden Surname)
Jan Mikos Eleanora Osika

20b. MAILING ADDRESS (Street and Number or Rural Route Number. City or Town. State, Zip Code) 20c. Relationship

6745 Nebraska Avenue, Hammond, Indiana 46323 mn Daughter

208 INFORMANT'S NAME { Type/Print)

Cynthia J. Cunningham

21c. Léﬂnou-. lsyor Town State "

215, DATE AND PLACE OF DISPOSITION (Name of cemaetery. crematory, or P8

omersc  November 23, 1996
Chapel Lawn Memorial Gardens

21a. METHOD OF DISPOSITION 1] Entombment

m Burial

3 ponation

3 cremation a Removal from State

O other (Specify)

DISPOSITION

- 292-3 (18)

oA

CAUSE OF
DEATH

7

/¥

22a. EMBALMER'S NAME: 22b. EMBALMER'S LICENSE NO. 23. WAS DEATH REPORT' >

Thomas G. Pruzin __— 1009893 Rro O :
24a. SIGN, 24b. LICENSE NUMBER 25, NAME. ADDRESS, AND UCENS: NUMBER OF FIYNERAL lﬂME
(of Licensae) PRUZIN BROS. FUNERAL SEvaccE:#3002453
1009893 6360 Broadway, Merr11“lv1llz' ‘I”N 46410

26. PART I Enter the diseases. injuries. Gflcomplications that caused the death.Do.not enter nonspecific terms. such as cardisg of respiratar A roxi
AR S A 11 s ),ﬂ 1S Ch Z "EECOUPLETECOPY OF THE g%rcc%g“; 5:;( Bm::gm
nset and Death
IMMEDIATE CAUSE (Finai ﬂu W 774{ el HEALTH DEPY

disease or condition
resulting in death)

da‘é’z‘* BLTiRL Dndoan 4/
/ t/ﬁs TO (OR AS w’oﬁycs OF) W

woy 21 1655

Conditions. if any. which gave
rise to the immediate cause,

-2

%?

stating the underiying
i .»D:E TS (OR AS A CONSEQUENC :’; ; _/ i M E ég % n »
PART |J. contributing to death but not previously stated in Part | 2. WAS DECEDENT 28a. WAS AN AUTOPSY 28b. WERE AUTOPSY FINDINGS
M} m PREGNANT OR S0 DAYS PERFORMED? AVAILABLE PRIOR TO
POSTPARTUM? (Yes or o) COMPLETION OF G2
(Yes or no) OF DEATH? (Ve @
%1 A ; No No ’

29a. CERTIFIER
(Check only
one)

QCEHTIFVING PHYSICIAN  Ta the best of my knowledge. death occurred at the time. date. and place. and due to the cause(s) as stated.

(] HEALTH QFFICER On the basis of and/or . Inmy Cpinion, death occurred at the time, date. and piace. and due to the cause(s) as stated.

3 CORONER  On the basis of

and/or .0 my opinion, death occurred at the time. date. and place, and due to the cause(s) and manner as stated.

CERTIFIER

29¢c. MEDICAL LICENSE NO.

26494

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

NOVEMBER /4 1996
/

29b. SIGNATURE AND OF CERTIFIEM

30 NAME AND £DDRESE OF PERSON WHO COMPLETED CAUSE OF DEATH (TEM 26 (Typa/Frmd
JUAN (T 9038 COLUMBIA AVENPE

HEALTH
OFFICER

INDIANA 46321
32. DATE FILED (Mannh Day.

31. HEALTH OFFICER'S SIGNATURE

N

33. MANNER OF DEATH 34a. DATE OF INJURY

{Month, Day, Year)

34b. TIME OF 34c INJURY AT Wi
INJURY %

34d. DESCRIBE HOW INJURY OCCURRED
(Yes or,

O Netwrat ] Pending
O investigation ¢
Accident :
34e. PLACE OF INJURY—At home, farm. street. ce MATIO and Number or Aural Route Number, City or Town, State)
D Suicide D Couid not be building, etc. (Specify)
Determined .
O Homicide “fL P o‘\@ &
a

34g. DATE PRONOQUNCED DEAD (Month, Day. Year) 34h. MOTOR VEHICLE ACCIDENT? (Yes or no) Qy:;

spﬂ {TM pedestrian, etc.

,«?“\e »

SDH06-004 State Form 10110 (R4/3-93) Deathcer/PD 1

;}‘(s

TICORTITLE = SCHERERVILE 20049147





