* ATTENTION ESTATE: The Social Security # is
being requested by this state agency in order to
pursue its statutory responsibility. Disclosure is
voluntary and there wnll be no penalty fo ref sal.

INDIANA STATE DEPARTMENT OF HEALTH
CATE OF DEATH

State No.

caiNo. .. (LT =S 7. CERTIF | SEONO.
55 LT
&gé % THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-19-3 j[ﬂ ’3 (f () ) J ( -
ﬂ(PE/PRINT 1. DECEASED—NAME (First. Middle. Last) 2. SEX 3a. TIME QF DEATH | 3b. DATE OF DEATH tMontn Day. Yr)
IN MIKE WINARSKI MALE 2:10 P.w FEBRUARY 12, 1997
PERM AN ENT 4. *SOCIAL SECURITY NUMBER Sa. AGE-—Last Birthday 5b. UNDER 1 YEAR Sc. UNDER 1 DAY | 6. DATE OF BIRTH (Mo, Day, Yr) 7. BIRTHPLACE (City and State or Foreign Country)
357 07 841 8 (Yeors) Months Days Hours Minutes ]
BLACK INK —V/- June 5, 1919 |Fast Chicago, Indiana
8a. WAS DECEDENT 8b. YEAR LAST SERVED IN Sa. PLACE OF DEATH (Check only one. See instructions.)
A US VETERAN? U.S. ARMED FORCES?
nosPiTaL O Inpatient otker O Nursing Home O other (Specify)
yes 1 94 6 X3 er/Outpanent J poa [J Residence
9b. FACILITY NAME (if not institution. give street and number) gc. CITY. TOWN, OR LOCATION OF DEATH 9d. COUNTY OF DEATH
DECEDENT
THE COMMUNITY HOSPITAL MUNSTER LAKE
10. MARITAL STATUS t1. SURVIVING SPOUSE 12a. DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS/INDUSTRY
(Specify) (¥ wite. give maiden name) done during most of working life. Do not use retired)
married Kathleen Pridavck Steel Manufacturir Steel production
13a RESIDENCE—STATE 13b. COUNTY 13c. CITY. TOWN. OR LOCATION [136" STREET AND NUMBER
Indiana Lake Hammond 7029 Osborn Street
t3e. ZiP CODE | 13f. INSIDE CITY LIMITS | 14 CITIZEN OF 15. W.AS DECEDENT OF HISPANIC ORIGINT 16. RACE—American indian, 17. DECEDENT'S EDUCATION
0O Ne g{‘les WHAT COUNTRY? o [ Yes (If yes. specify Cuban, Black. White. atc. {Specify only highest grade completed)
46323 13g. ON A FARM? Mexican. Puarto flican. etc) ('s’””yj Elemenmry/Secondarf\(\OS 2) | Collega (1-40r5 +)
®No O Yes USA white 8
PARENTS 18. FATHER'S NAME (First, Middla, Last 19. MOTHER'S NAME (First. Middle. Maiden Surname)
Domitrio Winarski Thelma Lechinski o i
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
Kathleen Winarski 7029 Osborn Street, Hammond Indiana i
21a. METHOD OF DISPOSITION [ Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemstery. crematory. or 21c. LOCATION-—-Ci@Town, State
g Burial O cremauon [ Removal from State other place) February 1 5 ’ 1 997 Cur.g;
O oonavon (I Other (Specry) . . 1
Catholic Cemeteries Heammond, ¥rdiana
DISPOSITION 228 EMBALMER'S NAME 22b | EMBALMER'S LICENSENO 23, WAS DEATH REPORTED TO CORONEW'\J
Ronald  Reed FDO1001087 Ko Oves NS
24s. SIGNATURE OF FUNERAL DIRECTOR 24b. LICENSE NUMBER 25. NAME. ADDRESS. AND LICENSE NUMBER OF FUNERAL HOME
. T ases) Kuiper Funeral Home 9039 Kleinman Road
FDOT014511 Highland, Indiana 46322 FH83007500
26. PARTY Enter the njuries, or thet caused the death Do/not anter nonspec:fic terma. such as cardiac or respiratory Approximate
arrest, shock. or heart failure. List only use on each line. LY Intervai Between
Vo R DAz 1 NFALA! - 3 Oset arsOoe
IMMEDIATE CAUSE (Final R ST
diseass or condition DUE TO (OR AS A CONSEQUENCE OF) " ; s
CAUSE OF resuiting in death) - o A
DEATH o. ) .
Conditions. if any. which gave DUE TO (OR AS A CONSEQUENCE OF): .
rise to the immediate cause. e ) !
stating the underlying = =
cause last DUE TO (OR AS A CONSEQUENCE OF): .
d ) .
PART Il. Other sig constions - C contributing to death but not previously stated in Part ; 27. WAS DECEDENT 283 'WAS AN AUTGP‘SY 28b. WERE AUTOPSY FINDINGS
PREGNANT OR 90 DAYS PERFORMED? : " AVAILABLEPRIQR TO
POSTPARTUM? {Yes or no) "~ COMPLETION OF CAUSE
(Yes or no) K. OF DEATH? (Yas or no)
no no n/a
29a. CERTIFIER D(CERTIFYING PHYSICIAN  To the best of my knowiedge. death occurred at the time. date. snd place. and due to the cause(s) as stated.
{Check only
one) D HEALTH OFFICER On the basis of and/or . in my opinion. death occurred at the time. date. and place. and due to the cause(s) as stated
D CORONER Or)'xha basis of a 1, 1N my opinion, death occurred at the time. date. and piace. and due to the cause{s) and manner as stated.
29b. SIGNATURE AND TITLE OF CERTIFIER ' 29¢. MEDICAL LICENSE NO 29d. DATE SIGNED (Month. Day. Year)
CERTIFIER W
A/W 01029300 FEBRUARY /%, 1997
30. NAME AND ADDRESS OF PERSO/HO COMPLETED ( OF BEATH (ITEM 26) (Type/Print}
NITIN SARDESAIL,” MJD 307 'CALUMET AVENUE MUNSTER, INDIANA 46321
e = Ty
Hi ) - IS . Day. Y
HEALTH 3 ;A TH QFFICER'S SIG?:JATURE v I FILED (Month. Day. Yesr)
OFFICER YT 7 o u /4 /0
2 VB, %fDEATK - 7 |~ 34a DATE OF INJURWSS BIURY AT WORK? 344. DESTRIBE HOW WJURY OCCURRED: 4
{Month. Day. Year) INJURY (Yes or no) ! ”
O Naturat a Pending NS
O investigation ¢ i'N “3 4 07 Abi -
Accid
cerdent ACE OF INJURY —At home, larm street, "icxory office 34f LOCATION (Street and Number or Rural Routs Number, City or Town. State) ’
0 sucide [ Could not be %y Y
Determined
D Homicide & é“j OL'N G A KATONA
ELC ’1! H‘\IT\/ At
34g. DATE PRONOQUNCED DEAD (Month. Day. Year) 34h. MOTOR VEHICLE ACCIDENV (ﬁuu' ,Iu}'_ioc:fy driver. passenger. pedestrian. eltc.
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