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7. Where this affidavit relates to a tenancy by the entireties, were the parties ever

divorced? !\’i ¢ ; /\ﬁr7bf7v’i Di vz

(If answer is "Yes" , identify the divorce proceedings:
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INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

EDR No 000000356533

Btate No

3 UecedentsLegal Name {First, Middle, Last) ta. Maidan Name {If famale) 2. Sex 3. Time Of Death 4. Daie Of Death (Month/Day/Yeay)
MICHAEL GALICH MALE 05:15 AM 12/03/2013
3. Social Secunity Number | 6a. Age - Yrs Sb. Undar 1 Year | 6¢. Under 1 Month| Bd. Under 1 Day 8e. Under 1 Hour | 7. Date of Bifth (Month/DayfYear) 8, Birthplace {City and Stata or Foreign Country) :

83 Manths Days Hours Minules 10/07/1830 CHICAGQ, IL |

9 Ewern S Armed Forces? 10. if Deaih Occurred In A Hospital:

03 ves T Noe [J Unknown | [ tpatient [*] Emergency Department Cutpatient [ Dead en Amival

10a. If Death Occurred Somewhere Other Than A Hospital

D Hospice Faciiity
[ Other (Specify)

] Decedent's Home

[3 Nursing Home/Long-term Cara Facility

{ i1 Faciity Name {If Nol Insttubien, Give Street and Numbar)

(KINDRED HOSPITAL NORTHWEST INDIANA

. 12 City Gr Town, Slate, And Zip Code

i

{HAMMOND, IN, 46320

13. County Of Death

LAKE

[ Widowed

14. Marftal Status At Time Of Death

[X Mamied [] Married, But Separated ] Diverced
[ Maver Mamiad [ Unknowr}'

15 Surviving Spousa’s Name

15a. (If Wite)Give Maidan Last Name

16. Decedent's Usual Occupation

17. Kind Of Businesa/industry |

6406 MORAINE

46324

GLORIA GALICH DEBOW MULTI CRAFT LTV STEEL
‘ 18. Residance - Slate 18a. County 18b. City Or Town i
i
INDIANA LAKE HAMMOND A i
189¢. Street And Numbar 18d. Apt No. 18e. Zip Code 181, Inside City Limils?

B yes ONo

19. Cecedent's Educalion
'HIGH SCHOOL GRADUATE OR GED
|COMPLETED

20, Decedent CFf Hispanic Crigin

NGCT HISPANIC

21, [Decadents Raca

White

| 22 Fathers Nama (Firs, Middle, Lasl)

GEORGE GALICH

23, Mother's Name (First, Middle, Last}

23a. Mether's Maiden Last Name

ROSE GALICH

ANDRICH

24 infcrmant's Name

| GLORIA GALICH

243 Relationship T Decedent

WIFE

24b. Mailing Address (Streei And Number, City, Siate, Zip Code)

6406 MORAINE, HAMMOND, IN 46324

25. Placa Of Disposition

25a. Method Of Dispositon
{1 Burial [ cremation [J Donatien [J Entombr
[C] Remavat From State

[0 Other (Specify):

J&Q&umenﬂ;@gh
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GPFEICTALL
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27a. Fureral Home License Number:

FH10200037 i

27k Signature Of Indiana Funeral Service Licensee

@rh*ﬁ F]roument is the propeg;bf’Dgfb
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i
|PAUL P. GONZALEZ , BY ELECT]
|

Approximale |
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‘ : 38. Location Of Injury - Stale 9 n 7|33, Sireet 4 Mombar - 38c. Apt Mo, 384, Zip Code
T 39 Describe How Injury Occurred A i 7 Injury, Spacify: ]
[ i sscangar [ |Pedecrian [ otner (soceity)
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41 Signalire, OF Person Gerilying Gavse Of Death ¥ ]
|ABD NOGHNOGH ,BY ELECTRO . [ Corener [7 Healh Officer
; 43 Name, Address And Zip Cede Of Persen Cedifying Cause Of Death: 44, License Number 45, Date Certified

t
{ABD NOGHNOGH , 508 RIDGE ROAD, SUITE 2, MUNSTER, IN 45321

01045772A

12/05/2013

45 Aodilional Funeral Service Provider:

47, tAkas:

48. Signature of Local Heaith Chicer:

SUSANW. BEST, VIA ELECTRONIC SIGNATURE

49, For Registrar Only - Dale Filed (MonthvDayfYear):

DEC 06 2013

AMENDMENT TO CERTIFICATE OF DEATH (ENTRY OR ORIGINAL}
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Slale Form 53395 ATTENTION ESTATE: The Social Security # is being requested by this state agency in order to pursua responsibility. Diselosute is voluntary and thera will be no penalty for rafusal
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