ATTENTION ESTATE: The Social Security # is
2ing requested by this state agency in order to
irsue its statutory responsibility. Disclosure is
luntary and there will be no penalty for refusal.

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

INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

4s-1|

State No.
A IS2 -0 2.0nN-OR D

1. DECEASED-NAME  (First, Middle, Last}

YRE/PRINT RUDY  HOJCUS

IN

! el

2. SEX

MALE

3a. TIME OF DEATH

2:30 P,

3b. DATE OF DEATH (Month, Day, Yr)

DECEMBER 24, 2007

4. *SGCIAL SECURITY NUMBER 5a. AGE - Last Birthday Sb. UNDER 1 YEAR

5¢c. UNDER 1 DAY 6. DATE OF BIRTH (Mo. Day, Yr)

ZRMANENT

Months Days

310-22-3682 w79

3LACK INK

Hours Minutes MAY 8 , 1928

7. BIRTHPLACE (City and State or foreign Country)

BURDOCK, PA.

8a. WAS DECEDENT 8b.YEAR LAST SERVED iN

9a. PLACE OF DEATH (Check only one. See instructions.)

HOSPITAL:

A U.SNHERAN? U.S.ﬁ/g} FORCES?

q inpatient

[ ER/Outpatient [] 0OA

OTHER;

[ Residence

D Nursing Home D Other(SM

o

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

ST. ANTHONY HOSPITAL

ECEDENT

9c¢. CITY, TOWN OR LOCATION OF DEATH

CROWN POINT

"9d COMNBY OF DEATH

TAKE

10. MSARI'II'AL STATUS 11. SURVIVING SPOUSE
ec|

12a. DECEDENT'S USUAL OCCUPATLON (Give kind of work

DORTSE ™ BATT IN

done dunnir‘nost O workmf life. Do not use retired}

12b. KIND

USINESS/ INDUSTRY

I STEEL COMP.

13a. RESIDENCE — STATE 13b. COUNTY 13c. CITY,TOWN, OR

LOCATION

13d. STREET AND NUMBER

= a)

INDIANA LAKE

CROWN POINT

8910 LEE ST. ¢,

14. CITIZEN OF
WHAT COUNTRY?

U.S.A.

15.WAS DECEDENT
No

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

O no Yes
46307

13g. ON A FARM?
XNo [ vYes

Mexican, Puerto Rican, etc.)

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

OF HISPANIC ORIGIN?
Yes {1t yes, specify Cuban,

ECEDENT’S EDUCATION

i 77
(Sp#EW only highest grade completed)

(Specify)

WHITE

EIementaryI&ondary (0-12)

Coliege (t-40r5+)

12

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

ANDI HOJCUS

ARENTS

MAGDA  OCEL

19. MOTHER'S NAME (First, Middle, Maiden Surname)

20a. INFORMANT'S NAME (Type/Print)

DORIS HOJCUS

{FORMANT

(—=

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

8910 LEE ST. CROWN POINT, IN, 46307 n

20c. Retationship

WIFE

[0 entombment 21b. DATE AND PLACE
other place)

21a. METHOD OF DISPOSITION

q Cremation

O other (specify

a Burial a Removal from State

[ oonation

DECEMBER 27, 2007
N.W. IND. CREMATTON SERVICE

OF DISPOSITION (Name of cemetery, crematory, or

21c. Lcmnoum:ny or"&wn State

ity

22a. EMBALMER'S NAME:

ISPOSITION

N/A

22b. EMBALMER'S LICENSE NO.

mNu

24b. LICENSE NUMBER

(of Licensee)

FD01008300

INCOLN RIDGE !

/607 W. LINCOLN HWY GROWN POINT IN.463(

J

26. PART I.

arrest, shock, or heart fail ~List only one cause on each fine.

IMMEDIATE CAUSE (Final

Enter the diseases, injurieg’.;réplmphcauons that caused the death Do not enter nonspecific terms,such as cardiac or respir
I

'?u\w\owwy e dema

disease or condition
resulting in death)

AUSE OF Aot ' Aand

DUE TO(OR AS A CONSEQUENCE OF):

Fedil and (04500 1€)

ﬁkl T

L 3 )
Approximate

Interval Between
2 (( ‘4 Onset and Death
v

‘w(at/s

EATH

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

M o Cheonic

DUE TO (OR AS A CONSEQUENCE OF):

Lot ot T gyt

Qday*

starting the underlying
cause last

DUETO (OR AS A CONSEQUENCE OF):

PART II. Other signifi

AJNMIJ \MéuFf\(ﬂ_’h[u& A(\(\Mj Chiak ow

to death but not previously stated-in Part i

l,‘s "1‘1 wask M g G'u,p"d:hs 2024 U"\IL' tclfﬂ"“ I'V,M“"
C “ 7 Aj

27.WAS DECEDENT
PREGNANT OR 90 DAYS
POSTPARTUM?
(Yes or No)

o

K4r
pERFoRWﬁé’ y

(Yes or No)

No

8b. WERE AUTOPSY FINDINGS
AVAILABLE PRIOR TO
COMPLETION OF CAUSE
OF DEATH? (Yes or No)

29a. CERTIFIER
{Check only

N CERTIF YING PHYSICIAN

[0 HEALTH OFFICER On the basis of and/or

in my

one)

[J coroNER  on the basis of and/or i

death

in my op

To the best of iny knowlirdge. death occurred at the time, date, and place, and due to the cause(s) as stated.

death occurred at the time, date, and place, and due to the cause(s) as stated.

at the time, date, and place, and due to the cause(s) and manner as stated.

ERTIFIER

29b. SIGNATURE AND TITLE OF CERTIFIER
/5 RS %{ ar & ’ﬁ Mo

29c. MEDICAL LICENSE NO.

Olo4 (970 A

29d. DATE SIGNED (Month, Day, Year)

12/27f26¢7

S0eween X Mackouw)tz

30. NAME AND ADDRESS OF PERSON WHO COMPLETED CAUSE OF DEATH (ITEM 26) (Type/Print)

%30 Cedav Tackuey

Sclerecoille, 1V 463951200

31. HEALTH OFFICER'S SIGNATURE
EALTH

FFICER

S D T 00

32. DATE FILED (Month, Day, Year)

DZL—LA«\bc/ 97‘ ')De:;?—

33. MANNER OF DEATH 34a. DATE OF INJURY

{Month, Day, Year)

34b. TIME OF
INJURY

EI Pending
Investigation

[ Natural

34c. INJURY AT WORK?
(Yes or No) a

34d. DESCRIBE HOW INJURY OCCURRED

<\ ast

TH Oiv & ILE witn Tr‘

O accident

O suicide [ coutd not be

Determined

building, etc. (Specify)

O Homicide

34e. PLACE OF INJURY—AL home, farm. street, factory, office

34f. LO

he ShATE
ATION (Stree( and Nun\ber moute Number, City or Town State\'/

34g. DATE PRONOUNCED DEAD (Month, Day, Year 34h. MOTOR VEHICLE ACCIDENT?

(Yes or No) I yes, specity driver, pafsenger,pedestrian, etc.

JEL 2 7 2007

o

018444

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




