TTENTION ESTATE: The Social Security # is
1g requested by this state agency in order to
sue its statutory responsibility. Disclosure is
intary and there will be no penaity for refusal.

cal No.

INDIANA STATE DEPARTMENT OF HEALTH

CERTIFICATE OF REATH

THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10

State No.

(First. Middle, Last)

EVA

1. DECEASED—NAME

PE/PRINT SOPHIE

IN

2. SEX 3a. TIME OF DEATH

FEMALE 13:39 Pw

BON

3b. DATE QF DEATH (Moneh. Day. ¥r)

DECEMBER 6,

2004

4. *SOCIAL SECURITY NUMBEF,

340-36-5718

IMANENT
ACK INK

{Years}

5a. AGE—Last Birthday

5¢c. UNDER 1 DAY | 6 DATE OF BIATH (Mo. Day. Yn

o MMUIAPRIL 11, 1924

5b. UNDER 1 YEAR
Months Days

7. BIRTHPLACE (City and State or Foreign Country)

CHICAGO, ILIINQIS

8a. WAS DECEDENT
A US. VETERAN?

NO N/A

8b. YEAR LAST SERVED IN
US. ARMED FORCES?

9a. PLACE OF DEATH (Check only one. Ses nstructions)

N Inpatient OTHER: O Nursing Home O
W] ER/Qutpatient ] poa O Residence

HOSPITAL

Other (Spac:fm

CEDENT

8b. FACILITY NAME (i not institution. give street and number)

ST MARGARET MFRCY HEALTHCARE SOUTH

9c. CITY. TOWN. OR LOCATION OF DEATH

DYER

9d CQUNTWDEATH

10. MARITAL STATUS

Mﬁﬁf{cfED JOHN

11. SURVIVING SPOUSE
ify) (Kf wife. give maiden name)

12a. DECEDENT'S USUAL OCCUPATION (Give kind of work
done during most of working life. Do not use retired}

TEACHER

BON

12b. KiND OF BUSI;JESS/INDUSTRY

13a. RESIDENCE—STATE 13b. COUNTY

INDIANA

LAKE

13c. CITY. TOWN. OR LOCATION 13d. STREET AND NUMBE

ST. JOHN

8836 PATTERSON

FDUEETTON
o

]

L

13e. ZIP CODE [ 13f. INSIDE CITY LIMITS

46373 ONo [ Yes

13g. ON A FARM?
B No [ ves

14 CITIZEN OF
WHAT COUNTRY?

USA

16. RACE—American indian,
Black. White. etc

15. WAS DECEDENT OF HISPANIC ORIGIN?
No [ Yes Uf yes. specify Cuban.

17. DECEDENT'S EDUCATION

(Specify owhesl grade completed)

(Specify)

WHITE

Mexican, Puerto Rican. etc}

Eigmery&’ry/ Secondary (§-12)
Lol

College {(1-4 0r 5 +)

4

18. FATHER'S NAME (First, Middie. Last)

FRANK BAJENSKI

ENTS

MARY  JAGIELSKI

19. MOTHER'S NAME (First Middle. Maiden Surname}

20a. INFORMANT'S NAME ( Type/Prind

MARYANN O'REILLY

JRMANT

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

318 HILIWICK IANE, SCHAUMBURG, IL 60193

NIFCE

20c. Relationship

21a. METHOD OF DISPOSITION [ Entombment

m Burial

{1 oonation

O cremation
D Other (Spacify)

O Removal from State

21b. DATE AND PLACE OF DISPOSITION (Name of cemetery. crematory, or 21c.

aneroaco DECEMBER 10, 2004
HOLY CROSS CEMETERY

LOCATION C«tyra;'%own S(au-,

22a. EMBALMER'S NAME

MARC MOSQUEDA

2OSITION

22b. EMBALMER'S LICENSE NO

FD008800240 B

D Yes

24a. SIGNATURE OF FUNERAL DIRECTOR

24b. LICENSE NUMBER
(of Licensee)

FDO1006861

580y

FR FUNF
ICKER AVENUE
SI. JOHN, TNDIANA 46373

25 NAME ADDRESS AND LICENSE NUMBER OF FUNERAL HOME..., —_

FH%&?@QO%

“16 pant |
arrest. shock. or heart failure. List only

IMMEDIATE CAUSE (Final

mcf the diseases. injuries, or complications that caused the death. Do not enter nonspecific terms, such as cardiac ‘ar respratory

one cause on each line

R EsPtpRtubye CEpriefE

ot d Ry

;:‘”a}pproxamate
Interval Between
Onset and Death

disease or condition
resulting in death)

ISE OF
™

M&J%O (OR A?/?CONSEC}(JENCE g ieﬂ Vi S

CrislS

HL‘W

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

DUE TO (OR AS A CONSEQUENCE OF):

JUN 152005

stating the underlying
cause last

d.

DUE 7O (OR AS A CONSEQUENCE OF)

¢ A TAINL

PART # Dmer sngmhcy Aauzp ; Zor}?/mons conmhutmg to de; (ﬁh § no:;j Spusly stated in Part |
JCinv Spa <
i@ irlLA Trenr

27 WAS DECEDENT
PREGNANT OR 90 DAYS
POSTPARTUM?

(Yes or no)

NO

(Yes or no)

NO

STEPH

28a. WAS A
PERFORNM KE C

NO

.
3 Y

CUNTEBIITOR

COMPLETION OF CAUSE

OF DEATH? (Yes or no)

29a. CERTIFIER
(Check only
one)

3 HEALTH OFFICER  On the basis of
a CORONER  On the basis of

1 and/ar,

and/or

R__(ERTIFYING PHYSICIAN  To the best of my knowledge. death occurred at the time. date. and place_ and due to the cause(s) as stated
. my opinion. death occurred at the time. date, and place. and due to the cause(s) as stated

. my opinion. death occurred at the time. date. and place. and due to the causels) and manner as stated

FIFIER

29b. SIGNATURE AND TITLE OF C HTIFIER/

28c. MEDICAL LICENSE NO

O [0 250732

ﬁ

~ (7

29d DATE SIG7ED (M/n!h. Day. Year)
¢ y

< A 15hAs W

30. NAME AND ADDRESS OF PER‘>ON WHO COMPLETED CAUSE OF DEATH (ITEM 26)(Type/Print)

) HER TNV e

et

TH 31. HEALTH OFFICER'S SIGNATURE

CER

Al ol 15T

THIS CERTIF)
.,OMPLETE C

Al QN L

e,

— )
\-,.,)W’{Q> ex A éw&‘ T Do

ES TG
CPY Of

Fedf

33 MANNER OF DEATH

a Pending
Invesugation

a Natural

34a. DATE OF INJURY
(Month, Day. Year)

34c INJURY AT WORK?
(Yes or no)

34b. TIME OF 34,

INJURY

R o T

: OF

DESHBLQE’H@WFNJURY occdRRé i

Lags 704

0 Accident

O svicide (3 couid not be
Determined

] Homicide

34e. PLACE OF INJURY —At home. farm, street. factory. office
building. etc. (Speciy)

£ R TR I e

34f LOCATIO’# {Street and Number or Rural Route Number. Ciy or Town State).

B e T | ~

34g DATE PRONOUNCED DEAD (Adonth, Day. Year)

34h MOTOR VEHICLE ACCIDENT? (Yes or no) yes. specify driver. passenger. pedestrian, etc

(012397

C\v

SDH06-004 State Form 10110 (R5/1 -99)

Lo
()% 9 \n\)\}\





