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1 DECEASED-—NAME (Frst Middis. Las)

ISABELLE ROCHNER

2 SEX
Female

PERMANENT
BLACK INK

338-26-9906

4. "SOCIAL SECUAITY RUMBER

(Yeors)

72

Se AGE—Law Bicthday

Sc. UNDER | DAY | 6. DATE OF BIATH (AMo. Oey. Y1

Wows taumi] A pril 5, 1933

$b. UNDER 1 YEAR
Nonths  Days

Ciy and State or Forsegn Country

HICAGO ILLINOIS

8 WAS DECEDENT
A US VETERAN?

No

8b. YEAR LAST SERVED N
US. ARMED FORCES?

N/A

s PLACEO‘WTK(MWW See neructione)

HOSPITAL (3 Inowuer
3 er/Oupsvent_ ] 004

otHeR [ Nursing Homa %m-

DM- -

DECEDENT

90 FACRITY NAME (¥ not instifution. give strest and number)

ST.ANTHONY MEDICAL CENTER

9c. CITY. TOWN. ORLOCATION OF DEATH ™

CROWN POINT

LAKE

COUNTY OF DEATH

10. MARITAL STATUS
(Specdy)

Married

1 StﬁVIVlNG SPOUSE

wifs. Qive maschen neme)

JAMES ROCHNER

120. DECEDENT'S USUAL OCCUPATION (Grve kind of work
done most of working We Do not use rearad)

during
SWITCHBOARD OPERATOR |OFFICE

120, KIND OF BUSINESS/INDUSTRY

13s. RESFOENCE—STATE

INDIANA

13. COUNTY

LAKE

13c. CITY, TOWN. ORLOCATION 13d. STREET ANO NUMBER

HAMMOND

6431 RHODESLAND AVENUE

138 2IP CODE

13f INSIOE CITY LIMITS
ONo X Yes

14 CIMZEN OF

46323

13g. ON A FARM?

KN O ve

U.S.A.

WHAT COUNTRY?

16 MCE—MM%&A
Black Whhe. etc ¢

15 WAS DECEDENT OF HISPANIC ORIGINT
XNO 0 Yes (# yos soecdy Cuban.

=
s

11, DECEDENT'S EDUCATION
(Sﬂl}} only' W grade compieted)

(Specty)
WHITE

Maexican. Pusro Fecan. eec )

rle‘ RN

Ravh

"\"‘- .

mwylggg&\ﬁy(on)

College (14 or §

PARENTS

18 FATHER'S NAME (Frat Midgs, ( ast)

ANTONIO GENOVESE

12. MOTHERTS NAME (Firgt m{u. “Maiciert 5“"]‘0’ Y ]
MINNIE BASIL = Ty

R -

INFORMANT

20 INFORMANT'S NAME (Type/Prind

JAMES P. ROCHNER

206 MAILING ADDRESS (Smmm«ummm Chy or TowiEhare. 26 Cachr

6431 RHODE ISLAND AVENUE, FAMMOXD, IN:

_ JHusband

X o

[ cremacion

N
21a METHOD OF DISPOSITION [ Entombimens

[0 Remavai trom Stats

0 Doneon [ Other tSpecity

21b. DATE AND PLACE OF DISPOSITION (Neme of cemetery. crematory. or 2ic.
over o Mar 4, 2006 -
ELMWOOD CEMETERY

Ww%ny or Tgwn. Swale
HAMMOND IN

DISPOSITION

22a  EMBALMER'S NAME

JOSE G. CORONA

26 EMBALMER'S LICENSE NO

FDO8601373

23 WAS DEATH E_V
25 NAME. Ess‘mo uct_NSc Nwaen OF FUNERAL HOME

CAUSE OF
DEATH

TURE OF FUNERAL DIRECTOR

24b. LICENSE NUMBER
{of Licensas)}

Bocken F C.
FDO8601373 7042 KenWAvenue, Hamm

b e

FH83002801

, IN 46323

rise 10 the immediste couse.
siatng the underiying
cause st

1 Emvm‘

T apram Mhormnbbn hlmwnn}

Condions 4 sny. Wit geve (!’

.

d the desth Do Aot snter nonspaciiic terme. such 83 cardlec or respwatory
00 SaCh e

Cortlovovaoudhod ’Z/f/\}»o

Ho\_\

JPES G0

r)\T’\lF

Approximate
interval Betwee
Onuet snd Des

S o ik S T N

TOAOR AS A C&\?EQUENCE OF)

VNS

U

JOMHW\

Wl
L AL

DUE TOIOR AS A CONSEQUENCE OF

d

PRAT It Other mgnicant conddions -

AVAURT Y
&qmmm

ty stated n Past |

TR W&l

27 WAS DECEDENT
PREGNANT OR 80 DAYS
POSTRARTUM?

(Yes @

28s. WAS AN AUTOPSY
PERFORMED?
{You or n}

No

28b. WERE AUTOPBY FINDINGS
AVALABLE PAROR TO
COMPLETION OF CAUSE

OF DEATH? (Ve or 230

79« CERTFIER
(Check only
one)

0 HeALTH OFFICER On the bres o
00 CORONER  On the baws of

nd/oc

IX] CERTIEYRNG PHYSICIAN  To the best of my knowledgs, dasth occurred st the bme, date. snd place. and due 10 tha Causels) 88 sisted

n my oprvon. death occurred ot the brme. date #nd place. snd dua to the causs(s) e siated

. @ My Qpivon desth occurred of the tma. dats. snd place. snd dus to the ceuss(s) 8nd Manner 38 Mated.

CERTIFIER

200 SIGNATURE AND TITLE OF
‘('\
!

o 20¢c. MEDICAL UCENS? NO
T 0loSSSO8A

D

E SIGNED (Month Dey. Yes

ki

©G

J. Lopatniuk-Lope

30 NAME AND ADORESS OF PERSQN WHGO COMPLETED C%SE OF DEATH QTEM 26) (]

, M.D. 2068 Lucas Parkway, Lowell, IN 46356

brestn

HEALTH
OFFICER

31 HEALTH OFFICER'S SIGNATURE

o

—

33 MANNER OF DEATH

0O noturst

a Accrden

D romverde

D Panding
fnvestigatan

[ Swcwe [ cosd not ve
Determuned

{(Month. Day. Yee)

348 DATE OF INJURY |

34p TIME OF
IURY

e INJURY AT WORK?

A0t LA

ok,

FRED (Month. Day. Year)

D 00

34d. DESCRIBE HOW INJURY QCCURRED
(Yas or no)

i

buiickng. stc {Speciy)

J4a PLACE OF INJURY—AL bome farm. street fectory. othce

34t LOCATION (Strest and Number o Rucs! Rovte Number, Cay or Town. Sm)

piT

g DATE PRONOUNCED DEAD (Moneh, Dwy. Yeer}

340 MOTOR VEHICLE ACCIDENT? (Yae ar no) K yer specdy derver. passenger. pecesirun, et

/o ,PS’C 1/

(P
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