“ ATTENTION ESTATE: The Social Security # is
being requested by this state agency in order to
pursue its statutory responsibility. Disclosure is

voluntary and there will be no penalty for refusal.

Local No. .......

(9990

G670 ‘A=) 7-DRA7 OO
INDIANA STATE DEPARTMENT OF HEALTH

CERTIFICATE OF DEATH

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

State No.

/OQ\Z

TYPE/PRINT |*
IN

DECEASED—NAME  (First Middle. Last)

ERWIN PIECZYNSKI

2. SEX

MALE

Ja. TIME OF DEATH

9:00 A

3b. OATE OF DEATH (Mone, Oay. vr}

SE’

EMBER 7, 2001

4

ERMANENT
BLACK INK

*SOCIAL SECURITY NUMBER

357-28-4949

{Years)

Se. AGE—Last Birthday

Sb. UNDER 1 YEAR

Sc. UNDER t DAY

Moanths

Days Hours Minutes

May 7,

6. DATE OF BIRTH (Mo, Day. Yr)

1938

C

7. BiﬂTﬁeE (City and State or Foreign Country)

iICAGO, IL.

8a. WAS DECEDENT

US. ARMED FORCES?

1959

A US. VETERAN?

YES

8b. YEAR LAST SERVED IN

98. PLACE OF DEATH (Check only one. See instrUctions.)

HOSPITAL:

Kl inpatient
{J er/outpatient ] D0A

OTHER:

a Nursing Home 0 Ozhﬁec:iy)

a Residence

DECEDENT

9b. FACILITY NAME (if not institution, give street and number)

THE COMMUNITY HOSPITAL

MUNSTER

9c. CITY. TOWN. OR LOCATION OF DEATH

9d™ewUNTY OF DEATH

AKE. -

PN

10. MARITAL STATUS

11. SURVIVING SPOUSE
(Specify} {

MARRIED

wite. give mawden name}

MARY RUSSELL

ELECTRICIAN

12a. DECEDENT'S USUAL OCCUPATION (Give kind of work
done during most of working life. Do aot use retired)

C

12b 'KIND OF BUSINESS/INDUSTRY

OF CHICAGO

13b. COUNTY

LAKE

13a. RESIDENCE-—STATE

INDIANA

13c. CITY. TOWN. OR LOCATION

MUNSTER

13d. STREET AND NUMBER

8227 HOHMAN

13e.

13f. INSIDE CITY LIMITS | 14. CITIZEN OF

O No 3E Yes
139 ON A FARM?

KND

ZiP CODE

46321

O Yes

WHAT COUNTRY?

USA

X

15. WAS DECEDENT OF HISPANIC ORIGIN?

Mexican. Puerto Rican. etc)

No (I Yes (If yes. specify Cuban.

(Specify)

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

WHITE

17. DECEDENT'S EDUCATION
(Specify only highest grade completed)

1

Elemeryéry/ Secondary (0-12)

College (1-40r S +)

2

PARENTS

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

EDWARD PIECZYNSKI

19. MOTHER'S NAME (First Midde: Maide@mms) =

1

INFORMANT

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

Mary Pieczynski

<>

8227 Hohman Munster,

”100.“‘~Relanonsh«p
27 by g
EwWife

DN £ ¥ s =

21a \METHOD oF oisPOSITION  (J Entombment

m Burial

O oonation

0 Cremation O Removal from State
] other tSpecify)

H

other place)

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

September 10,
OLY CROSS CEMETERY

O PI

2@&1

CKIE)N—-C’P "%r Iown!Sme
City, I

DISPOSITION

22a. EMBALMER'S NAME:

James F,., Betkowski

FDO

22b. EMBALMER'S LICENSE NO.

¥ e

9200077

23 WAS DEATH REPGRTED TO @QONER":"“} o

D}és

AT

hﬁ“

e
L]

24a. SIGNATURE OF FUNERAL DIRECTOR

QL@)AF/;Eﬁ Q%ijlgﬁkﬂi%;)

24b. LICENSE NUMBER
(of Licensee)

FD09200077 |

97th

25. NAME. ADDRESS. AND LICENSE NU&QR OF FUNERAL HOME

Elmwood Chapel FHD#19900052

LN

St. John, In.

CAUSE OF
DEATH

26. PART L

IMMEDIATE CAUSE (Final a
disesse or condition
resulting in death)

Conditions. if any, which gave
rise to the immediate cause,
stating the undarlying

cause lagt

Enter the di

. injuries. or

18 that caused the death. Do not enter nonspecific terms, such as,q

arrest, shock, or heart failure. List only one cause on each fline

p4 Al Ceye b

oy

Approximate
Interval Between
Onset and Desth

A

DUE TO (OR A5 A CONSEQUENCE OF).

gvﬁ pévtx /’ 7 '71/»/

DUE TO (OR AS 4 éonseouém:s OF):

d.

DUE TO (Of AS A coﬁsﬁﬁ

PART ll. Other signifi diti

_ Conditi contributing to death but not previously malDEe‘ 12 0
-
EGOY

PREGNANT OR 90 DAYS
GARAIINA

Hou&\/kdnﬂtﬁ%

bt ]

pemcowgm

(Yes o@

S AN AUTOPSY

1786 WEREAUTOPSY FINDINGS
AVAILABLE PRIOR TO
COMPLETION OF CAUSE
OF DEATH? (Yes or no)

29a. CERTIFIER

{Check only
one)

[J HEALTH OFFICER On the basis of a

nd/or

a CORONER  On the basis of

and/for

[X] CERTIFYING PHYSICIAN  To the best of my LnAﬁ“@dMude at (he nms dale and place. and due to the cause(s) as stated.

. 10 My opinion, death occurred at the tme. date. and place. and due to the cause(s) as stated

. 1N My opinion, death occurred at the time. date. and place. and due to the cause(s) and manner as stated.

CERTIFIER

29b. SIGNATURE AND TITLE OF CERTIFIER

bz,4ﬁ4%;é

010

29¢. MEDICAL LICENSE NO

46859

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

SEPTEMBER 10,2001

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

WADDAH AHDAB, M.D., 7400 COLUMBIA AVENUE, HAMMOND, INDIANA 46324

{EALTH 3

JFFICER

HEALTH OFFICER'S SIGNATURE

\:Szdg%«p;:j;§§;f7¢%~ﬁ61

32.\DATE FILED (Month. Day, Yesr)

33 MANNER OF DEATH

0 Pending
Investigation

D Natyral

34s. DATE OF INJURY
{Month. Day. Year)

34b. TIME OF

34c INJURY AT WORK?

INJURY {Yes or no)

S ol mdinjo,

34d. DESCRIBE HOW INJURY OCCURRED

(] Accdent

O suicie O coua not be
Determinad

D Homicide

34e. PLACE OF INJURY —At home. farm. street. factory. office
building, etc. (Specify}

34f LOCATION (Street .and Number or Rural Route Number. Cay or Town. State)

005495

34g OATE PRONQUNCED DEAD (Month. Day. Year)

34h MOTOR VERICLE ACCIDENT? (Yes or no)

If yes, specify driver. passéenger. pedestrian, etc

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




