INDIANA STATE DEPARTMENT OF HEALTH

CERTIFICATE OF DEATH L./5 g lp _OLI - 32 077

7 _ Local No 000817 EDR No 000000187900 state No 011289
7. Docedents Legal Name (First, Middle, Last) 1a. Maiden Name (If female) 2. Sex 3. Time Of Death 4. Date Of Death (Month/Day/Year)
JOHN N CRNJAK MALE 09:33 AMN 03/09/2011
5. Social Security Number | 6a. Age-Yrs | 60. Under 1 Year | 6c. Under 1 Month| 6d. Under 1 Day | 6e. Under 1 Hour | 7. Date of Bith (MontivDay/Year) | 8. Birthplace! and State or Foreign Country)
355-12-8549 86 Months Days Hours Minutes 01/27/1925 CHICAGB_:IL
9. Ever in U.S. Armed Forces? 10. If Death Occurred In A Hospital: 10a. i Death Occurred Somewhere Other Than A Hospital
[ Hospice Faclity  [J Decedent's Home [ Nursing Home/Long-term Care Facllity
B Yes [0 No [0 Unknown | [ Inpatient ] Emergency Department O [0 oead on Arival O Other (Specity)

11. Facility Name (If Not Institution, Give Street and Numbe

ST ANTHONY MEDICAL CENTER OF CROWN POINT ™
12. City Or Town, State, And Zip Code 13. County Of Death 14, Maﬂtal&ﬁAlTlmeOfDeam
B MamedG@Married, But Separated [ Divorced
CROWN POINT, IN, 46307 LAKE o LJ Never Maried [ Unknown
15. Surviving Sp 's Name 15a. (If Wite)Give Maiden Last Name 16. D 's Usual O« th -47. Kind Of Business/industry
IRENE CRNJAK RASCHKE SELF EMPLOYEED SCRAP YARD
18. Residence - State 18a. County 18b. City Or Town
INDIANA LAKE CROWN POINT
18¢. Street And Number 18d. Apt. No. 18e. Zip Code 181. Inside City Limits?
1160 VILLAGE COURT _ a3 @ ves Lo
19. Decedent's Education 20. Decedent Of Hispanic Origin 21. Decedent's Race = i
=
8TH GRADE OR LESS NOT HISPANIC White - ;.-E
22. Father's Name (First, Middie, Last) 23. Mother's Name (First, Middle, Last) ﬁ: 23a, Mot Mai
C [
JOHN CRNJAK MARY CRNJAK <. |FURLOR
24. Informant's Name 24a. Relationship To Decedent 24b. Mailing Add (Street And N , City, State, Zip Code) .- -0
IRENE CRNJAK WIFE 1160 VILLAGE COURT, CROWN POINT, IN46307 =
25. Place Of Disposition [ v
25a. Method Of Disposition 25b. Place Of Disp (Name Of C y, Crematory, Other Place) | 25c¢. Location - City, Town, And State ._‘L- .
0 Burial (8 Cremation [ Donation [J Entombmert e £
O Removal From State o -
[ Other (Specity): REGIONAL CREMATION MUNSTER, IN
26. Was Coroner Contacted? 27. Name And Complete Address Of Funeral Facility 27a. Funeral Home License Number:
O Yes @No ELMWOOD CHAPEL LTD;. 11300 W 97TH LN, SAINT JOHN, IN 46373 FH19900052
27v. Signature Of Indiana Funeral Service 27c¢. License Number (Of Licensee):
JAMES F BETKOWSKI, BY ELECTRONIC SIGNATURE FD09200077
Cause Of Death’ (See Instructions And Examples) Approximate
28. Pant I. Enter The Chain Of Events - Diseases, Injuries, Or Complications - That Directly Caused The Death. Do Not Enter Terminal Events Interval: Onset
Such As Cardiac Amest, Respiratory Arrest, Or Ventricular Fibrillation Without Showing The Etiology: Do Not Abbreviate Enter Only.One Cause On To Death
A Line. Add Additinal Lines If Necessary.
Immediate Cause (Final Disease Or Condition Resulting In Death) A. _CARDIOVASCULAR COLLAPSE
Due 1o (Or As A Consequance Of)
ntially List Conditions, If Any, Leading To The Cause Listed O B. _ATRIAL FIBRILLATION
Ei?\gu:. En'tye:. I‘Is:lt'le Und?iny;g Cau);e (l)ais:?se ?)r I:iur; l‘;’sh:l Intitiatec;l R
The Events Resulting In Death) Last C. _HYPERTENSIVE HEART DISEASE
Due 1o (Or As A Consequence Of)-
D.
Part I. Enter Other Significant Conditions Contributing to Death But Not Resulting In The Undertying Cause Givin In Part | 29. Was An Autopsy Performed? D Yes = No
RENAL INSUFFICIENCY 30. Wese Autopsy Finding Available To Complete 1ne Cause Of Deamn? OJ Yes [ No
31. Did Tobacoo Use Contribute To Death? 32. If Female:

O Yes [ Probably 1 No [0 Unknown

[0 Not Pregrant Watun Paxt Year ] Pregrant At Time Of Death  [[] Not Pregnart, But Pragnant Within 42 Geys Of Desth

[C] ot Pregnant, But Pragnant 43 Deys To 1 year Betore Demtn T unicvown ¥ Pregrant Within The Past Year

33. Manner Of Death:
& Natural [] Homicide [ Accident

[ Suicide £] Could Not Be Determined

O Pending Investigation

34. Date Of injury (Month/Day/Year) 35. Time Of Injury 36. Place Of Injury (E.G., Decedent's Home, G Site, R t, Wooded Area) 37. Injury At Work?
[ Yes ONo

38. Location Of injury - State 38a. City Or Town 38b. Straet & Number 38c. Apt. No. 38d. Zip Code
39. Describe How Injury Occumed { :» 4& .T =7 ¥ vy

| S kaL o P Dowe socy
47, Signature, OF Person Certitying Cause Of Deatly EE T -T‘Aé z: ",“m‘e;*'}g,:&&wm)
RAKESH KANSAL , BY ELECTR T ; R Certitying Physician r [ Heath Officer

k <
RAKESH KANSAL , 297 WEST FRANCISCAN LANE #202, CROWN POINT, IN 46307 ' 8)1 0‘3&314A 03/15/2011
46. Additional Funeral Service Provider: Il L

48. Signature of Local Health Officer:

SUSAN W. BEST, VIA ELEREGGY

LAK: COLNTV
e WIANIITY T ]

MAR 15 2011

49. For Registrar Only - Date Filed (Month/Day/Yeay'

AMENGMINT. TQ CERTIFICATE OF DEATH fEHTRY OF ORIGINAL)

MULTTIUT

001871

/
Ao

¢S

State Form 53395 ATTENTION ESTATE: The Social Security # is being requested by this state agency in order to pursue responsibility. Disclosure is voluntary and there will be no penalty for refusal.



