* ATTENTION ESTATE: The Social Security # is

being requested by this state agency in order to |ND|ANA STATE DEPARTMENT OF HEALTH i

_ pursue its statutory responsibility. Disclosure is

: volumary and there wilbe enaity for refusal. : ‘
BT CERTIFICATE OF DEATH SR NO. ..o

Local No.....CAN
THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-37-1-10

TYPE/PRINT | DECEASED—NAME (First Middle. Last) P S
Emilia  Saweldl/ Lo Female |9:50a u |Sep 16 2005

LN
2 SEX 3a. TIME OF DEATH | 3b. DATE OF DEATH (Month Day, ¥r)

IN
35 4. *SOCIAL SECURITY NUMBER Sa AGE—Last Birthday Sb. UNDER t YEAR 5c_UNDER 1 DAY, | 6 DATE OF BIRTH (Mo. Day. YR 7. BIRTHPLACE (City and State or Foreign Country)
ERMANENT A% e e g o.067 N
BLACKINK | 310 38 5144 ar-15.1909 |Poland

9a PLACE OF DEATH (Check only one_See mstructions)

8a. WAS DECEDENT 8b YEARLAST SERVED IN
A US. VETERAN? US. ARMED FORCES?
HosPiTAL [ inpanent OTHER [ Nursing Home  [J Other (Specrfy)
NO N/A O ER/Qutpatient ] poa Residence
g¢c. CITY. TOWN. OR LOCATION OF DEATH 9d. COUNTY OF DEATH

9b FACILITY NAME (f not institution. give street and number)

DECEDENT 5026 Magoun Ave Bast Chicago Lake

10. MARITAL STATUS 11. SURVIVING SPOUSE 120 DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS/INDUSTRY

(Specify) (I wife. give ma:ds name) done during most of working iife Do not use retired)

]

Widow Homemaker Own Home

13a. RESIDENCE—STATE 13b COUNTY 13c. CITY. TOWN. OR LOCATION t3d. STREET AND NUMBER
Indiana Lake BEast Chicago 026 Magoun Ave
13e. ZIP CODE { 13f INSIDE CITY LIMITS | 14 CITIZEN OF 15, WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American Indian, 17. DECEDENT'S EDUCATION
ONo @ ves WHAT COUNTRY? B Ne (O Yes (If yes. specify Cuban. Black. White, etc (Specify only highest grade completed)

13g. ON A FARM? Mexican. Puerto Rican. etc) (Specify) Elementary/Secondary (0-12) College {1-4 0r 5 +)

46312| @x ove | USA White 12

PARENTS T 18. FATHER'S NAME (First Middle, Last 19 MOTHER'S NAME (First Middie. Maiden Surname)
—_—

INFORMANT 208. INFORMANT'S NAME (Type/Print) 20b MAILING ADDRESS (Streat and Number or Rural Route Number. City or Town. State. Zip Code) 20c. Relationship
Jeanie Szala 9542 Dogwood Dr Munster In 46321 |Daughter
21a. METHOD OF DISPOSITION O Entombment 21b DATE AND PLACE OF DISPOSITION (Name of cemetary. crematory. or 21c. LOCATION—City or Town. State
T Bural [é]l Crematon (] Removal from State other place) S e p 2 O 2 OO 5
O 7737 S —
Donaten ther (Specty Holy Ghost Cemeter Hammond In
Dlsposn"ow 22s. EMBALMER'S NAME 22b. EMBALMERS LICENSE NO 23 WAS DEATH REPORTED TO CORONER?
An Ov
)| James W Gholston 1004194 o O
~~"| 24a. SIGNATURE OF FUNERAL DIRECTOR 24b. LICENSE NUMBER 25, NAME. ADDRESS. AND LICENSE NUMBER OF FUNERAL HOME
: (of Licensee) Lesniak FH83001601
V4 10054914918 Magoun E Chicago In 46312
= j ART i Enter the diseases. injuries, or complications that causedthe death-Do not enter nonspecific.terms. such as cardiac orr ratory Approximate
arrest. shock. or heart failure. List only one cause on each line & Interval Between
j Onset and Death
IMMEDIATE CAUSE (Final . & M /14,4.1/ m,{v\,\;,
Cﬂ digease or condition DUE TO (OR AS A couseou@ce OF)
CAUSE OF ™ resulting in death) /
b.

DEATH ;
Conditions. if any. which gave DUE TO (OR AS A CONSEQUENCE OF} . %
rise to the iImmediate cause. . / Vi . . Q{q‘ b ~
stating the underlyin % &
9 vine DUE TO (OR AS A CONSEQUENCE OF) b/ >
cause last O o )
—_ ; Q. % .
QJ PART Il. Other significant condtions - Conditions contributing to death but not previously stated in Part | 27, WAS DECED * WAS AN AUTOPSY 28b. WERE AUTOPSY FINDINGS
Y, . ‘ REGNANT OR ?
J ) PREGN. OR 9 ERFORMED AVAILABLE PRIOR TO
- Wk Ty /;14‘0’*’"( POSTPARTUM? 'q ar no) COMPLETION OF CAUSE
% (Yes or no) OF DEATH? (Yes or no)
- 29a. CERTIFIER CERTIFYING PHYSICIAN  To the bast of my knowiedge. death occurred at the time. date. and place. and due to the cause(s) a5 stated
(Chack only
one) O HEALTH_ OFFICER On the basis of y and/or in my opinion, death occurred at the time, date. and piace. and due to the cause(s) as stated
O CORONER “On the basis of and/or . in my opinion. death occurred at the time. date. and place. and due to the cause(s) and manner as stated

29d. DATE SIGNED (Month, Duy Year)

29 SIGNATURE AND TITLEPF CERTIFIE (/J M 29c. MEDICAL LICENSE NO
-~ s - . o
CERTIFIER v jlf/tzv\m P RAZ e 0/UZ7»/X7 v Q ! Q

Cr
30. NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 261 (Type/Print)
- - i
R T oﬁFf WE%_
¢ +

James Walsh MD 5500 Hohman Ave Hammond In 46320

{EALTH 31 HEALTH OFFICER'S SIGNATURE @‘h'
JFFICER M o

33 MANNER OF DEATH 34a. DATE OF INJURY 34b TIME OF 34c INJURY AT WORK? 34d. DESCRIBE HOW INJURY OCCURRED
(Month, Day. Year) INJURY {Yes or no)
7
D Natural a Pending i I 4 D
Investigation ’ /
O Accdent . h R
34a. PLACE OF INJURY —At home. farm street. factory. oHice 34f LOCATION (Street and Number or Rursl Route Number City or Town, étJle) N }
O suieds [ Could not be building. etc (Specify) '
Determined , Ft
[ Homicide N 7
Ve Wa .o !A 4
349 DATE PRONOUNCED DEAD (Month. Day. Year) 34h MOTOR VEHICLE ACCIDENT? (Yes or no} If yes. specify driver. passenger. pedestrian. etc. U d‘s :) U

IVR
(5 G'SDHOG 004 State Form 10110 (R5/1-99)
VOID iF ALTERED OR ERASED - NOT VALID UNLESS CERTIFIED BY HEALTH DEPARTMENT




