; ATTENTIO? gstﬁgE 'trhe Social Secuntg # tss
requeste t 0
Yﬁ!rgge :?su estatutcnyy résspso?’;bixal?t?nc |slgloosru?er is IND;ANA STATE DEPARTMENT OF HEALTH

voluntary and there will be no penalty for refusal.

Nocaiho OS5 VS 99 CERTIFICATE OF DEATH SRS NO. v

#203014 THE AECORDS IN THIS SERIES ARE CONFIDENTIAL PER IC 16-1-193 /47" ?ﬂf %4 &

TYPE/PRINT 1. DECEASED—NAME (Firat. Middle. Last) 2. SEX 3a. TIME OF DEATH | 3b. DATE OF DEATH (Month Day. ¥r}
iN EDWIN LOUIS JAROSZ MALE 7:50 P,, | FEBRUARY 22, 1999
PEHMANENT 4. #SOCIAL SECURITY NUMBER Sa. AGE—Last Birthday 5b. UNDER 1 YEAR Sc. UNDER 1 DAY [ 6. DATE OF BIRTH (Mo, Dgy. Yr) 7. BIRTHPLACE (City and State or Foreign Country)
(Years) H Mi
BLACK INK | GUESEB-4692 73 Monns  Days|  ews Mol OCT. 28, 1925 | CALUMET CITY, ILLINOIS
Ba. WAS DECEDENT 8b. YEARLAST SERVED IN Sa. PLACE OF DEATH (Check only one. See instructions.)
A U.S. VETERAN? US. ARMED FORCES?
HOSPITAL | [ tnpatient oTreR [ Nursing Home ) Other (Specify)
YES 1946 O er/0 O poa XA Residence
9b. FACILITY NAME (i not institution. give strest and numbear) 9c. CITY. TOWN, OR LOCATION OF DEATH 9d. COUNTY OF DEATH
DECEDENT
9619 CRESTWOOD AVENUE MUNSTER LAKE
10. MARITAL STATUS 11. SURVIVING SPCUSE 12a. DECEDENT'S USUAL OCCUPATION (Give kind of work 12b. KIND OF BUSINESS/INDUSTRY
pecify. (K wife. give maiden name) done during most of working life. Do not use retired)
WIDOWED NONE POSTAL CLERK U.5. POST OFFICE
13a. RESIDENCE—STATE 13b. COUNTY 13c. CITY. TOWN. OR LOCATION 13d. STREET AND NUMBER
INDIANA LAKE MUNSTER 9619 CRESTWOOD AVENUE
13e ZIP CODE | 13f. INSIDE CITY LIMITS | 14. CITIZEN OF 15. WAS DECEDENT OF HISPANIC ORIGIN? 16. RACE—American Indian, 17. DECEDENT'S EDUCATION
O No }ﬁ(‘les WHAT COUNTRY? No [ Yes (if yes, specify Cuban, Black, White. etc. (Specify only highest grade completedh
13g. ON A FARM? Mexican, Puerto Rican. etc) (Specify) Elemenmry/Secomm-I?) College (1-40r5+)
46321 XKvo Oves | USA WHITE oo :
PARENTS 18. FATHER'S NAME (First. Middle, Las0 19. MOTHER'S NAME (First. Middle, Maiden Surname) Lo ]
LOUILS JAROSZ ANTOINETTE  MENDEK
LLd | 20m INFORMANT'S NAME (Type/Print) 20b. MAILING ADDRESS (Street and Number or Rural Route Number. City or Town. State. Zip Code) | 20c. Relationship
INFORMANT £
b= EDWIN R. JAROSZ 1702-170TH PLACE, HAMMOND, IN 46324 = SON
— — - §
(@] 21s. METHOD OF DISPOSITION D Entombment 21b. DATE AND PLACE OF DISPOSITION (Name of cemetary, crematory, or 21c. LOCATION—City or!TcwnA State
C X Buriat 3 cremation I Removai from State other pliacet - FEBRUARY 26 3 19 99
O | Coomon Domsmr ST. MICHAEL CEMETERY HAMMOND :jNDIANA
1
DISPOSITIONCD | 220 EMBALMER'S NAME: 22b | EMBALMERS LICENSE NO. 25, WAS DEATH REPORTED TO CORONER? gy
LARRY D. ANTHONY 01001447 e Rves
24a. SIGNATURE OF FUNEHAL DIRECTOR 24b. LICENSE NUMBER 25 NAME. ADDRESS, AND LICENSE NUMBER OF FUNERAL HOME
o i ANTHONY & DZIADOWICZ F.H. #83002916
P,
i “’;2 4/ é//)w 0T001u 7 9445 CALUMET AVE, MUNSTER, IN 46321
28. PART 1. Emer the di injuries, or 1 //a that caused the desth. Do, not enter nonspecific terms! such as cardiac or respiratory Approximate
arrest. shock, or heart failure. List only one cause on each line. » Interval Between
- Onsét'and Death
IMMEDIATE CAUSE (Final p ﬂ,!\,rd}\(') c ﬂ M&[ /\/WM 4 ﬂ7[ 7%( %} ;mﬁ‘ v y )
diseass or condition DUE TO (OR AS A CONSEQUENGE OF} -
CAUSE OF resuiting in death)
DEATH J
Conditions. if any. which gave QUENCE OF)
rise to the immediate cause, a
stating the underlying :
cause last CONSEQUENCE OF):
d.
" . i
PART Il. Other s -C centributing to desth but. (ﬁ}gﬂv sly state &‘ﬁ@% 27. WAS DECEDENT 28a. WAS AN AUTOPSY | WERE Au‘r@“esv FINBIRIGS
% @“\r PREGNANT OR 80 DAYS PERFORMED? AWBLE@OR ok
@ \’i POSTPARTUM? (Yes or no) Qgg_sno OF CAUSE
¢ %‘% @ (Yes or no) OF TH? (Yes or no)
AOM et NO NO NO
29a. CERTIFIER XXX certiFviNG PHYSICIAN, Lo @‘s)ay kriowladge, death occurred at the time, date, and place. and dus to the cause(s) as stated,
(Check only ?;@ fs
one) o 0 HeaLtH HEALTH OFFICER @n e, and/or 1. in my opinion. death occurred at the time, date, and place, and due to the cause(s) as stated.
D COARONER  On t%a&ny f and/or.inv . In my opinion. death occurred at the time. date, and place, and due to the cause(s) and manner as stated.

28b. SIGHATURE AND TITLE OF CW 29¢. MEDICAL LICENSE NO 29d. DATE SIGNED (Month, Day. Year)
coeen |\ aadan Ll D 01054 70) |3]a)a4

30 NAME AND ADDRESS OF PERSON WO COMPLETED CAUSE OF DEATH (TEM 26) (Type/Prind) MARGH" 2/, 1999 ﬁ , ,

BARBARA 1L, FULLER, M.D. 9305 CALUMET AVE, MUNSTER INDIANA 46321

HEALTH 31. HEALTH OFFICER'S SIGNATURE l'd [ - 28
OFFICER /\«g A (__

FILED (Month Day. v§ /

(’9

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) ‘ CA,Z -

[ Netural O Pending /

Investigation : A
O Accident T - " ;

34e. PLACE OF INJURY —At home. farm. sireet. factory. office 34f. LOCATION (Street and Nurhber or Rural Routé Number. City or Town. State}

O suicide 3 Could not be building, ete. (Specify) .

Datermined ;
D Homicide

34g DATE PRONOUNCED DEAD (Month. Day. Year) 34h MOTOR VEHICLE ACCIDENT? (Yes or no) If yes. specily driver, passenger. pedestrian, etc.

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



