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pursde s statutory responsiony. Disciosare '« INDIANA STATE DEPARTMENT OF HEALTH
voluntary and there will be no penaity for refusal.

LocalNo. 0042 -0 CERTIFICATE OF DEATH State NO. ...

5'(07—7 THE RECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-19-3 N
TYPE/PRIN 1 DECEASED—NAME (First. Muidie. Last) 2. SEX ’ i > 3a TIME OF DEATH | 3b. DATE OF DEATH ‘Month Osy, ¥r)
IN Vladimir Haralovich Male! 8:57 ay | January 07, 2000
PERMANENT [+ *socuc secuamy numsen SOIACE—)Lln B:hday Sb UNDER 1 YEAR |  S5c UNDER | DAY sr ?ATF OF BIATH (Mo Day. ¥n) 7 BIRTHPLACE (City and State or Forengn Country)
BLACK INK | 308-12-1052 2008 (062L 59 ™ “hesier 11, 1919 7| East Chicago, Indiana
8s. WAS DECEDENT 8b. YEAR LAST SERVED IN 9a_PLACE OF DEATH (Check only one. See mnstructions )
A US. VETERAN? US. ARMED FORCES? ROSATAL G iowert ~ Jomen_ O nwang Horie, T omer (Spocry
Yes 1942 [ £r/Outpanens [ DOA 1777 O reserei

9b. FACILITY NAME (f not instituton, grve street and number) 9c. CITY. TOWN. OR LOCATION OF GEATH 9d. COUNTY OF DEATH

DECEDENT St. Margaret Mercy Medical Center Dyer Lake

10. MARITAL STATUS " SURVIV!NG SPOUSE 128 DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS/INDUSTRY
( rve maden name) done during most of working life. Do not use retwred)

ied sephlne Zych Mechanic Oil Refinery

13a. RESIDENCE—STATE 13b. COUNTY 13¢c. CITY. TOWN. OR LOCATION 13d. STREET AND NUMBER

Indiana Lake Crown Point 9021 Lee Place

13e. ZIP CODE | 313t INSIDE CITY LIMITS | 14 CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American Indian. 17. DECEDENT'S EDUCATION
XR No O Yes WHAT COUNTRY? No (O Yes f yes. specify Cuban. Black. White. etc (Specify only tughest grade compieted)

46307 Mexican. Puerto Rican. etc) (Specify) Eiementary/Secondary (0-12) | College (1-4 or 5 +)

13g ON A FARM? "
X5 No O ves USA Wh'lte 1 2

18 FATHER'S NAME (First Middie. Last) 19. MOTHER'S NAME (First. Middfe. Marden Surname)
Peter Haralovich Ljuba Markovich
208. INFORMANT'S NAME (Type/Print) . 20b. MAILING ADDRESS (Street and Number or Rurai Route Number. City or Town. State. Zip Code) 20c. Relstionship
Josephine Haralovich > 9021 Lee Place, Crown Point, IN 46307 Wife

21a. METHOD OF DISPOSITION D Entomomem 21b. DATE AND PLACE OF DISPOSITION (Name of cemstery. crematory. or 21c. LOCATION—City or Town. State

@@uml O crematon 0 Removai from State other place) January 10 ’ 2000
O coraton [T Other (Spacty) Chapel Lawn Memorial Gardens Schererville, Indiana

PARENTS

INFORMANT

D]SpOS[T‘ON 228 EMBALMER'S NAME 22b "EMBALMER'S LICENSE NO 23 WAS DEATH REPORTED TO CORCONER?
Robert P. Saul 29700098 Brvo  Oves

24b LICENSE NUMBER 25/NAME. ADDRESS. AND LICENSE NUMBER OF FUNERAL HOME

fof tisenase) Chapel Lawn Funeral Home FH19900051
29700098 8178 Clire Averve, Schererville, IN 46375

26 AT Enter the . injuries. or compli that ‘clusad the death Do not enter nonspecitic terms. such as cardiac or respiratory Approximate
arrest. shock, or heart fadure List only one cause on eachiine intervat Between

IMMEDIATE CAUSE (Finai . _Lopaea i Wepnt Pwlud < %&de Desth

?;:::;::.; Z‘::ot:;on . < B TO (OR AS A CONSEQUENCE OF) v
CAUSE OF

DEATH o
Conditions.  any. which gave DUE TO (OR AS A CONSEQUENCE OF)

rise to the immediate cause.

stating the underiying

cause last DQE TO(OR AS A CONSEQUENCE OF) 8

¢ PEGG y Hnl TP
SING
PART 1) Other significant condtions - Conaitions contributing to death but not previously stated in Part | 27 WA Qy fr A M\FON 28b. WERE AUTOPSY FINDINGS
PREGNANT OR 30 J \g{ﬁ ng:ﬂ"r AVAILABLE PRIOR TO
POSTPARTUM? (Yes or ni COMPLETION OF CAUSE
(Yes or no) OF DEATH? (Yes or no)

No No N/A

29s. CERTIFIER XX cerTiFYING PHYSICIAN  To the best of my knowiedge. death occurred at the time. date, and piace. snd due to the cause(s) as stated
(Check oniy
one)

] HEALTH OFFICER On the basis of and/or I my cpinion. desth occurred at the time. date. and place. and due to the cause{s) as stated

D CORONER On tha I8 of and/or .10 my opinion. death occurred at the time. date and place. and due to the cause(s) and manner as stated

296 SIGNATURE AND TITLE OF CEATIFIER @W/\ 29¢” MEDICAL LICENSE NO 29d DATE SIGNED (Month Day. Year)
CERTIFIER ~ ; _ -
<Z§ — O\C) “e ) -\ -0

30 NAME AND ADDRESS OF PEASON WHO COMPLETED AUSE OF DEATH (TEM 26) (Type/Printy

Arvind Gandhi, MD 9126 umbia Avenue, Munster, IN 46321
32\ DATE FILED (Monen. Day. Year)

HEALTH 31 HEALTH OFFICER'S SIGNATURE '
OFFICER . 2D | b
Ay z 74 L v /_3 210

33 MANNER OF DEATH 34s. DATE OF INJURY 34b TIME OF 34c INJURY AT WORK? 34d. DESCRIBE HOW INJURY OCCUj
(Month. Day. Year) INJURY (Yes or no)

D Naturai a Penaing
Investigation

0 Accigent
34s. PLACE OF INJURY —At home, farm street. factory. office 34f LOCATION (Street and Number or Rural Route Numbe ity or Town State)

O sucide 0 coutd not be builiding. etc (Specify)
Determined O '1. 1 9 o C/j

D Homicide

349 DATE PRONOUNCED DEAD (Month Day. Year) 34h MOTOR VEHICLE ACCIDENT? (Yas or no) If yes. specify driver. passeanger pedestrian etc /{ 00

SDHO06-004 State Form 10110 (R4/3-93) Deathcer/PD 1



