ATTENTION ESTATE: The Social Security # is
ing requested by this state agency in order to
Tsue its statutory responsibllity Disclosure is
luntary and

xcal No. s

INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

State No.

THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-19-3

27436
/PE/PRINT 1 DECEASED—NAME (First. Middle. Last) 2. SEX 3a TIME OF DEATH | 3b DATE OF DEATH (Month. Day. ¥r)
iN WALTER FRANCIS FLORCZAK Male 10:31 A,, December 19, 2003
RMANENT 4. *SOCIAL SECURITY NUMBER Sa (AVGE—)Las( Birthday Sb. UNDER 1 YEAR Sc UNDER 1 DAY | 6 DATE OF BIRTH (Mo. Day. ¥r) 7 BIRTHPLACE (City and State or Foreign Country)
. ears. Months Deys Hours Minutes
LACK INK 049-32-8724 Sept. 24, 1942 Brooklyn, New York
. 8a WAS DECEDENT 8b YEARLAST SERVED IN 98 PLACE OF DEATH (Check only one_See mstructions )
A US VETERAN? US. ARMED FORCES? -~
HOSPITAL 0O Inpatient otHer Nursing Home O other (Spacxw
Ye S 1 9 7 4 D ER/Qutpatient D DOA XK] Residence O
9b FACIHITY NAME (¥ not institution. give street and number) 9c. CITY. TOWN. OR LOCATION OF DEATH 9d COUhmF DEATH
:CEDENT .y
9319 Magnolia Lane Munster Liake
10. MARITAL STATUS 11. SURVIVING SPOUSE 122 DECEDENT'S USUAL OCCUPATION (Grve kind of work 12b. KIND OF BUSINESS/INDUSTRY
(Specify) (f w:f's_ give maiden /zame) . done during most of working iife Do not use retired)} i::D
Married Judith Emily Kuziak Medical Doctor/Surgeon CardioVascular/Thoracic
13a RESIDENCE--STATE 13b COUNTY 13¢ CITY. TOWN OR LOCATION 13d STREET AND NUMBER N
[ 7 ]
Indiana Lake Munster 9319 Magnolia Lane
13¢ ZIP CODE | 13t INSIDE CITY LIMITS | 14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American Indian. 17. D DENT'S EDUCATION
O Ne [ ves WHAT COUNTRY? Mnve O ves (if yes. specty Cuban, Black. White_ etc (Spec: highest grade completed)
13g ON A FARM? Mexican. Puerto fican. etc) (Specity) Elementary/Secomry (0-12) | College (1-4 or 5 +)
46321 Ko O ves U.S.A. White 5+
RENTS 18 FATHER'S NAME (First Middle. Last) 18. MOTHER'S NAME (Frrst Middle. Maiden Surname)
August Florczak Felicia Skotnicki
ZORMANT. 20a INFORMANT'S NAME (Type/Print} 20b MAILING ADDRESS (Street anc Number or Rural Route Number. City or Town. State, Zip Code) 20c. Relatonship
by Judith E. Florczak 9319 Magnolia Lane, Munster, IN 46321 Wife

2

218 METHOD OF DISPOSITION

0 entombment

21c LOCATION—City-pr Tow

21b. DATE AND PLACE OF DISPQOSITION (Name of cemetery. crematory. or

{J sunat R Xrematon  [J Removal from State other place) December 23, 2003 - e o
O Dovavon LI Over cSpacry Community Cremation,Service Schererville, Indiana
3POSITION 220 EMBALMER'S NAME 226 EMBALMER'S LICENSE NO 23 WAS DEATH REPORTED T GORONER? 1
Larry D. Anthony 01001447 Oge B ve o
24e SIGNATL RE OF FUNERAY DIRECTOR 24b LICENSE NUMBER 25 NAME. ADDRESS AND LICENSE NUMBER OF FEINERAL HOME
" 1 (of Licensee) . e :
j/ /;) é/f/,gag/ Anthonyl & Dziadewicz F.H. #83002916
L ] 7 01001447 9445 Calumet Ave, Munster, IN. 46321
[l .
26. PART Enter the Injures. or |Km caused the death Do not enter nonspecific terms. such as cardiac or respiratory - Approximate
arrest. shock. or heart failure List onty one cause on each line Interval Between
N _ Onset and Death
IMMEDIATE CAUSE (Finai . Cﬁ/\-AJM M‘7 :
disease or condition DUE TO (OR AS A CONSEQUENCE OF)
\USE OF resultiog in doath) . Cetrviiiiey iy 7Scap
ATH
Conditions  any. which gave _DUE TO (QR AS A &Nsso ICE OF)
nse to the immediate cause D )
¢ \ )
18] stating the underiying
~ - cause last DUE TO (OR AS A CONSEOUENCE OF)
<
Lo QMuW‘M vVé’CM«L.M_. Hrsenaz
(03] 1
9 ‘g % PART Ii. Other significant condrttions - Conditions contributing to death but not previously stated in Part | 27 WAS DECEDENT 283, WAS AN AUTOPSY 28b. WERE AUTOPSY FINDINGS
~ O 0 PREGNANT OR 90 DAYS PERFORMED? AVAILABLE PRIOR TO
1 3 —_— POSTPARTUM? (Yes or no) COMPLETION OF CAUSE
[ve) (0 3 @ {Yes or no) OF DEATH? (Yes or no)
~ & —8 . No No No
m _j U €| 292 CERTIFIER HCERTIFYING PHYSICIAN  To the best of my knowledge death occurred at the ime. date. and place. and due to the cause(s) as stated
-+ £ (Check only — -
E W) C -~ one) [J HEALTH OFFICER On the basts of examna and/or if tn my opinion. death occurred at the time. date. and place. and due to the cause(s) as stated
= 0
D :"_ LS < D CORONER  On the basis of examination and/or investigation. in my opinion. death occurred at the tme. date and place. and due to the cause(s) and manner as statad
29b SIGNATURE AND TIR.E OF CERTIFI L/<‘L S 29¢” MEDICAL LICENSE NO 29d. DATE SIGNED (Month. Day. Yesr}
ATIFIER T » Yy
10 A94G9C  |pecember 22, 2003
30. NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 26) (Type/Print)
Vidyadhar R. Gandra, M.D., 1205 S. Main, Crown Point, Indiana _46307
31 HEALTH OFFICER'S SIGNATURE TN e 32, DATI FILED onth. Day. Year)
o ﬁMM .’ - Do R " ‘ 7
ZICER N o L. i , ‘/5
' L
33 MANNER OF DEATH 34a DATE OF INJURY INJURY AT WORK? 34d. DESCRIBE HOW INJURY OCCURRED
{Month. Day, Year) (Yes or no) ( ‘ w
0 natural O Pending -
Investigation é
D Accident l L
34e PLACE OF INJUR a 7’ tory. office 34f. LOCATION (Street and Number or Rural Route Number. City or Town. State)
O suicide [J Could not be buul’hgngﬁ&pecﬂy) /’7
Determined LI | ]
D Homicide i HQ, JNF‘ ‘f\ zrﬁ 7 y/\./\
; Tﬂﬁ\ﬁ A t

!‘, '4,-.

A% gy

34g DATE PRONOUNCED DEAD (Month. Day. Year)

34'1 MOTOR WH!(E!E‘ A(:C‘fDEQﬂ‘7 MW;‘Q") If yes. specify driver. psssenger. pedestrian. etc

001994

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



