* ATTENTION ESTATE: The Social Security # is
seing requested by this state agency in order to
sursue its statutory responsmmty

voluntary and there

INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

isclosure is

State No.

_ocal No. .....
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10
'YPE/PF“NT 1 DECEASED—NAME (First. Middle. Last) 2. SEX 3a. TIME OF DEATH { 3b. DATE OF DEATH (Month Day. vr)
IN John Wielgos Male 12:25pm [Mar 4 2004
) 4. ®SOCIAL SECURITY NUMBER S5a. AGE—Last Birthday 5b. UNDER 1 YEAR Sc. UNDER 1 DAY | 6. DATE OF BIRTH (Mo, Day. Yn) 7. BIRTHPLACE (City and State or Forewgn Country)
E RMAN ENT . {Years) Months Days Hours Minutes .
BLACKINK | 317 14 8055 Jun 9 1927% East Chicago In
8a. WAS DECEDENT 8b. YEAR LAST SERVED IN 9a. PLACE OF DEATH (Check only one_See instructions.)
A US. VETERAN? U.S. ARMED FORCES? T
‘ HOSPITAL Inpatient oTHER. [0 Nursing Home [J Other (Speciy)
Ye S l 9 4: 4 O er/Outpatent [ DOA 0 Residence
9b FACILITY NAME (ff not institution. give street and number) gc. CITY, TOWN. OR LOCATION OF DEATH 8d. COUNTY OF DEATH
DECEDENT . . .
Regency/St Catherine Hospital FEast Chicago Lake
10. MARITAL STATUS 11. SURVIVING SPOUSE 12a. DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS/INDUSTRY
(Specity) (I wife. give maiden name) done during most of working life. Do not use retired)
Single N/A Maintenance Worker Ci®Y Park Dept
13a. RESIDENCE—STATE 13b. COUNTY 13¢. CITY. TOWN. OR LOCATION 13d. STREET AND NUMBER
Indiana Lake Fast Chicago 4846 Magoun Ave
13e ZIP CODE | 13f INSIDE CITY LIMITS | 14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American Indian, bECEDENT'S EDUCATION
ONo @ VYes WHAT COUNTRY? B No 0O Yes (if yes. specfy Cuban. Biack, White. etc (Specity only highest grade completed)
139 ON A FARM? Mexican. Puerto Rican. etc) (Specify) Elememry/wdury 0-12) College (1-40r 5 +)
46312 g ove | USA White 128"
>SARENTS 18. FATHER'S NAME (First Middle, Lasd 19. MOTHER'S NAME (First Middle. Maiden Surname)  eded
Steve Wielgos Tekla Winiarski Dl
NEFORMANT 20a INFORMANT'S NAME (Type/Print) 20b. MAILING ADDRESS (Street and Number or Rursl Route Number. City or Town. State, Z:p‘!.',éﬂ‘) 20c. Relationship
L)
. . . o .
Bernice Wielgos 4846 Magoun E Chicago In 46312 Sister
21a. METHQD OF DISPOSITION D Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory. or 21c. LOCATION—City or Town, State
Bunal O Cremation [ Removal from State other place) Mar 8 2 O 04
O ooranon 0] other Speciy Holy Cross Cemetery Calumet City Il
NSPOSITION 22s. EMBALMERA'S NAME 22b. EMBALMER'S LICENSE NO 23 WA.S DEATH R‘EJPORTED TO CORONER?
&~ Y
James W Gholston 1004194 ° = )
24a SIGNATURE OF FUNERAL DIRECTOR 5 24b-LICENSE NUMBER 25. NAME. ADDRESS. AND LICENSE NﬁMBER OF FUNERAL H’ﬁM‘E
(of Licensee)
Lesniak FH830@1601
1005491 4918 lia
2 Enter the diseases, injuries. or complications that caused the death Do not enter nonspecii)terms, such-as cardiac ©r respiratory - . (Kbofi;inmate
e arrest. shock. of heart failure List only one cause on eac:i/ ey ‘Jnﬁwd Between
/ P o ey SR
IMMEDIATE CAUSE (Final a /&/7/ 7(4 . 0__,// W @C;/
disease or condition D TO (OR AS A CONEEQURNCE OF) .
SAUSE OF resulting n death) . o B}
JEATH -
Conditions. if any. which gave
rise to the Immediate cause. L
stating the underlying C
cause last
d
PART Il Other significant conditions - Conditions contributing to death but not previously stated in Part | 27 WAS DECEDENT 28a. WAS AN ADTOPSY 28b. WERE AUTOPSY FINDINGS
PREGNANT OR 90 DAYS PERFORMED? AVAILABLE PRIOR TO
POSTPARTUM? (Yes or no) COMPLETION OF CAUSE
(Yes or no) OF DEATH? (Yes or no)
No Bo No
29a. CERTIFIER B CERTIFYING PHYSICIAN  To the best of my knowledge. death occurred at the ime. date. and place. and due to the cause(s) as stated
(Chack ont;
one) i O HeaLTH OFFICEA On the basis of examination and/or investigation. in My opinicn. death occurred at the time, date, and place. and due to the cause(s) as stated
D CORONER . On the basis of anpia and/or 9 1. in my opinion, death occurred at the tme. date. and place. and due to the cause(s) and manner as stateu
29b SIGNATURE AND TITLE OF CERTIFIER 29¢. MEDICAL LICENSE NO 29d. DATE SIGNED (Month. Day. Year)
(ERTIFIER /\ @
A e 01022087 R v 3/870L
30 NAME AN DOHESS OF P ON WHO COMPLETED. CAUSE DEATH (ITEM.36) ( Type/Frint)
Y d 4035 Elm S Chicagd In 46312
IEALTH Wﬂ’s SIGNATURE k¥ DATE LED( th, Day Year)
JFFICER .

-

AA

34c INJRY AT WORK?
(Yes or no)

34d. DESCRIBE HO!

JUIV 7 J 200e

348 DATE OF INJURY UR URHED

(Month. Day. Year)

33 MANNER OF DEATH 34b

IN. Y

O Natwral O Pending
D Investigation A; VL

A

cordent 34e PLACE OF INJURY —At home. farm. street. factory. office (Street and Nurr%“d Aural Route Number City or Town. State)

O suicide D Could not be building. ete (Specify) Lq g é 7;
o Determined KEC H ST

Homicide

OUnr TG, (01078 |

34g DATE PRONOUNCED DEAD (Month. Day. Year) 34h MOTOR VEHICLE ACCIDENT? (Yes or no) If yes. speciy driver. passenger peduma

SDHO06-004 State Form 10110 (R5/1-99)





