THE DIVISION OF HEALTH OF MISSOURI

8-011579

eolth,
\\'.l'nu HLED MAR 1 9 1958 STANDARD CERTIFI(AT! OF DEATH N STATE FILE NUMBER
*yblie
Sorvice l Registration Pinricl [ Y .-ri ] R_-F'rlmery chlsfranon District Ne. 1_ i ¥ 0. o W chislmr's No.__Zﬁag____
. PLACE OF DEATH 2. USUAL RESIDENCE (Whera dec-uud lived. If institution: Residance-before
300 a. COUNTY a. STATE Missouri b. COUNTY admi safon
i-57 { b. CITY ({li outside corporate limits, give TOWNSHIP only) Inside Limits . Cgr\:( Ingide Limits
TOWN -+ St. Louis Yes [x] Ne[] ToWN  St, Louis Y‘“E‘ No []
Eg;_;. NAM%OF {If NOT in hospital, give location) | Length of stay in 1b d? STII?)%ET (1f outside, give location) Reside on Farm
ITAL OR . . ESS . .
0/ iNsTiTUTIoN 5612 So.Kingshighwdy 10 yrsl192. 74 5612 So. Kingshighway | Yes[J N[
3. NMAME OF DECEASED First Middle Last 4. DATE Manth Day Year
{Type or print} OF
JAMES ROBERT ELMS DEATH March 1, 1958
SN B 6 R OR ACE] Toneheonevensameol]] & DO ORI o AGE 1o frumpea xeap moce s
mele white wooweo[]  oworceo(]| Oct. 7, 1886 " | I
100. USUAL OCCUPATION {Giva kind of work dens | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (Ciry and state or country) : C 12, CITIZEN QF WHAT COUNTRY?
durjng most of working life, even if retirad) INDUSTRY .
ireman City Fire-fighterp St.Louis County, Mo. USA

13a. FATHER'S NAME

James C. Elms

13b, MOTHER'S MAIDEN NAME

Sophie Wosendick

14- NAME OF HUSBAND OR WIFE

Albertina Waschow Elms

15. WAS DECEASED EYER IN U. 5. ARMED FORCES?
{Yar, no, or unknqwn)| {If yes, give wor or dates of service}

14. SOCIAL SECURITY NO.

17. INFORMANT

Mrs., Albertina Elms,5612 So.Ki

Address
shighwa.

18. CAUSE OF DEATH (Enter only ene gause per li
PART |. DEATH WAS CAUSED B

IMMEDIATE CAUSE (o}

Condltions, if any,

ine for {a), {b), and (¢}.}

INTERVAL BETWEEN
ONSET AND DEATH

which gave rise to
above cavse (o),
stating the wnder-

OUE TO (b} ()Wa' /,LL@,.}"' A/Q“J—'-«»-uk.

} DUE TO (c)

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Uoctor, coroner, etc. must vse only s1andaro nomenciaiure in 1fem (0. NO Symplonis Wwilll s 11eTask

z lying couse last.
s '9- PART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net ralated ta the terming! diseass condition given in PART | {a) 19. WAS AUTOPSY
* 3 / PERFORMED?, 2
= £ . 20/ vesf] nofX
. £ [0 ACCIDENT SUICIDE HOWICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART I} of item 18.) 7
= w
2 v 2 O O
] ¥
v Uf 2c. TIMEQOF Hour Month, Day, Yeor
2 3 INJURY  am.
E X p-m. .
& 204. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorcbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
= WHILE ATD NOT WHILE ) ferm, Factory, street, office bldg., etc.)
g WORK AT WORK
E . 21. | attended the deceased frem ﬁ/ﬁr&( f sl / , to yd ~ gand last lnwt alive on -
- Death occurred at 5:30 P, ri ﬂ'u dnt- stated above; ond to the best of my knowledge, from the causes sicted.
; /l/ﬂ‘ﬂa; {Degree or title) %AJ [2] 72b. ADDRESS 72 DATE SIGNED
2 == - Cefls \
= A 7 ¢4 It
230, BURIAL, CREMATION, 235- OATE 29¢. NAME OF CEMETERY OR CREMATORY 234. LO JION {City, town, or county) {5tats)
REMOY AL (Specily) N
removal Mar.5,1958 Sunset Burial Pa.rk St .Louis County, WAassouri

24. FUNERAL DIRECTOR ADDRESS

EIDERWIFDEN F,H,INC,,1936 S

t.Louis Ave

26- G1s R'S SIGWATURE

)
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“ : © STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

T —

«» Student Embalmer No. ...................

DY M, O By I T T T T T T T T s e eeeese s s e meanran e aneaes

working under my personal supervision.

StUdENt erreii et e e
Signature of Student Embalmer

- LN { ]
T - : Licensed Embalmer No 4/' 3'-2@
- p.o. Addressﬂ ﬁwﬂ /4

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. , .

If this body is.not embalmed, fact should be so stated above,




