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6. Is there Federal or Stéte inheritance tax liability by reason of the death of said
decedent? [] Yes No
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Where this affidavit relates to a tenancy by the entireties, were the parties ever

divorced?

no
T

(If answer is "Yes" , identify the divorce proceedings:

1p to the deceased was

Affiant's relatio

E. KALE
Notary Public
©/ Lake County, State of Indiana

In the State of ommission Expires August 31, 2017

My Commission Expires

.. Rosalie V Blotnicki
This instrument prepared by

| affirm, under the mum that | have taken reasonable care to redact ea
Social Security number in this document, uniess required by law




Local No 0001 06

INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

EDR No 000000363910

06559

Tracking No.

State No 001 450

1. Decedent's Legal Name (First, Middle, Last) 1a. Maiden Name (If female) 2. Sex 3. Time Of Death 4. Date Of Death (Month/Day/Year)
JAMES A BLOTNICKI MALE 12:07 PM 01/10/2014
5. Social Security Number | 6a. Age-Yrs 6b. Under 1 Year | 6c. Under 1 Month| 6d. Under 1 Day 6e. Under 1 Hour | 7. Date of Birth (Month/Day/Year) | 8. Birthplace (City and State or Foreign Country)

61 Months Days Hours Minutes 05/06/1952 CHICAGO, IL

9. Everin U.S. Armed Forces?

K Yes O No [J Unknown

10. If Death Occurred In A Hospital:

[ Inpatient [] Emergency Department Outpatient [J Dead on Arrival

10a. If Death Occurred Somewhere Other Than A Hospital
[ Hospice Facilty  IX] Decedent's Home [ ] Nursing Home/Long-term Care Facility

[ Other (Specify)

1330 W WEST 100TH AVENUE

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

12. City Or Town, State, And Zip Code

CROWN POINT, IN, 46307

14. Marital Status At Time Of Death

B Married [] Married, But Separated [] Divorced
[J Widowed [ Never Married [] Unknown

13. County Of Death

LAKE

15. Surviving Spouse's Name

15a. (If Wife)Give Maiden Last Name 16. Decedent's Usual Occupation 17. Kind Of Business/Industry

19. Decedent's Education
HIGH SCHOOL GRADUATE OR Gt
COMPLETED

22. Father's Name (First, Middle, Last)

BRUNO BLOTNICKI

24, Informant's Name

ROSALIE BLOTNICKI

ROSALIE BLOTNICKI TRZECIAK WELDER ELECTROMOTIVE

18. Residence - State 18a. County 18b. City Or Town

INDIANA LAKE CROWN POINT -

18c. Street And Number | 18d. Apt. No, 18e. Zip Code 18f. Inside City Limits?
1330 WEST 100TH AVENUE 46307 & ves LMo

"""Documentis
JIC White

23a. Mother's Maiden Last Name

‘NOTO ANFA'BIL“RKAL' '

KALINOWSKI

- Hnwbioesmen Pide pronerty cpd

WIF E, CROWN POINT, IN 46307
25 Place Of Dispodition °

25a. Method Of Disposition
(O Burial [ Cremation [] Donation ] Entombme
[ Removal From State

25b. Place Of Disposition (Name Of Cemetery, Crematory, Other Place) 25¢. Location - City, Town, And State

Such As Cardiac Arrest, Respiratory Arrest, Or V
Aline. Add Additinal Lines If Necessary.

Immediate Cause (Final Disease Or Condition Rt

Sequentially List Conditions, If Any, Leading To
Line A. Enter The Underlying Cause (Disease O
The Events Resulting In Death) Last

Part II. Enter Other Significant Conditions Contributing

31. Did Tobacoo Use Contribute To Death?

O Yes [ Probably [ No X Unknown

L] Other (Specify): NORTHWEST_INDIANA'CREMATION SVS CROWN ROINT,
26. Was Coroner Contacted? 27. Name / ;omplete ress Of Funeral Facility 27a. Funeral Home License Number:
L Yes B No BURNS FUNERAL HO (CROWN FOINT), 10101 BROADWAY, OWN POINT, |N 46307 |FH83002445
27b. Signature Of Indiana Funeral Service Licensee: 27c. Llicense Numb )f Licensee):
JAMES F. BURNS , BY ELECTRONIC SIGNATURE ]FDO10 ————
Cause Of Death (See Instru ns And mples)
28. Part I. Enter The Chain Of Events - Disease uries, Or C 1S - That Direct aused The Deai! ~nter Termin rents
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30. We ops iplete The Cause Of Deati? T vVes A

ith:
0 Naiurai [ Homicide [J Accident [0 Pending Investigation
[ suicide [J Could Not Be Determined

L} Nol Pregnant Within Past Year [ | PregnantAt Time Of Death || Not Pregnant, But Pregnant Within 42 Days Oi Oeatn

] Not Pregnant, But Pregnant 43 Days To 1 year Before Death [ unnown if Pregnant Within The Past Year

34. Date Of Injury (Month/Day/Year)

37. Injury At Work?
OYes [ONo

35. Time Of injury 36. Place Of Injury (E.G., Decedent's Home, Construction Site, Restaurant, Wooded Area)

38. Location Of Injury - State

38a. City Or Town 38b. Street & Number 38c. Apt. No. 38d. Zip Code

39. Describe How Injury Occurred

40. If Transportation Injury, Specify:

Hovwee DRIG T VALS UNLESS

41. Signature, Of Person Certifying Cause Of Death:
KATHRYN HENKLE MULLIGAN , BY ELECTRONIC SIGNATURE

42. Certifier (Check Onlg Bme)= = = = = = = = =
Certifying Physician1 O coraner [ Hesth Officer -

43. Name, Address And Zip Code Of Person Certifying Cause Of Death:

KATHRYN HENKLE MULLIGAN , 919 MAIN STREET, SUITE 102, DYER, IN 46311

44, Lice:Rse Number 45. Date Certified

01/14/2014

L
01052342A

46. Additional Funeral Service Provider:

47. ‘Alias: -

48, Signature of Local Health Officer:

SUSAN W. BEST, VIA ELECTRONIC SIGNATURE

1
49. For Registrar Only - Date Filed (Month/Day/Year):

| JAN 15 2014

AMENDMENT TO CERTIFICATE OF DEATH (ENTRY OR ORIGINAL) 1
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State Form 53395  ATTENTION ESTATE: The Social Security # is being requested by this state agency in order to pursue responsibility. Disclosure is voluntary anM@EBO&Eﬂh AE-FIXED



