ublic

All diseases in Part | must be causally related.

ealth,
Welfare

ervice

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

i-L_EU MAR 1 8 ‘igsgggisnurion_ District No.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

3.7

59-011860

STATE FILE NUMBER

Primary Reglslruuon Dtsm:' No. ,-..-__..5-,0 0_._...._ - Reglstrur s No ....... é..&&....

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where dececsed lived.

If institution: Residenca befére

. COUNT . STATE b, COUNTY mi ssiol
o couNTY St, Louis ’ Missouri Sr Zads
b. CITY (If cutside corporate limits, give TOWNSHIP only) Inside Limirs €. CIOTRY é-/ 0 a 0 Inside Limits
Tom__ Rural Wellston Yos S Ne[] TOWN Ladue 2 Yes 2 No []
c. rlgls-igtl',#:r%g': {1 NOT in hospital, give locatien) | Length of stay in 1b d. iTl')%EREE'gs (1§ outside, give location) Reside on Farm
NeTiTUTIoN Ste Vincent's Hospit,3 days 29 Overhills Yes[] Ne (S
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Y ear '
{Type or print} OF ;
Josephine Lamy Lytton oeath March 7, 1959 .
|5 RO RRAE] 7 s Eiheven ameoLl]  ONEOF SRR [ AGe g foumass T i wiss si
Female White WIbOWwED (") oivoreen) 2/’.1/17 Tlé i I

10a. USUAL QCCUPATION (Give kind of wark done
g}cng most o! wo:lun life, aven if retired}

10b. KIND OF BUSINESS OR

AEWE

11. BIRTHPLACE {City and state or country)

St. Louis, Missouri @

12. CITIZEN OF WHAT COUNTRY?

U.S.A.

13a. FATHER'S NAME

13b. MOTHER*S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

Charles Oscar Lamy Mary Sheehan William Bryan Iztton
¥5. WaS DECEASED EVER IN L. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.} 17. INFORMANT :
Yeu, unknawn}| (Il ye iug wor or dotes of service) n b
e gy e vty - | Hipais T epBrT g Lo B M s s ours
18. CAUSE OF DEATH (Enter only one cause per line for (o), (b}, ond {c).) INTERVAL BETWEEN
PART i. DEATH WAS CAUSED BY: ONS DEATH
IMMEDIATE CAUSE {a) Respiratory Paralysis Se
Conditions, it any, . DUE TO (b) Acute Cerebral Edema L5 days
h:!ol:h gove rh;'}o }
2 iving “covee. totr. ) DUE TO (c) Neoplasm - probably glioma.,Rt. frontetemporal. 2-6 months
,5_’ PART Il, OTHER SIGNIFICANT CONDITICNS CONTRIBUTING TO DEATH but nat reloted to the terminal diswase condition given in PART I (o} 19. WAS AUTOPSY
3 PERFORMED?
2 /730 ! vesxg wo[}
E 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART II of item 1B.)
1T}
© ] O O
O{ 20c. TIMEOF Hour  Month, Day, Yaar
S INJURY  q.m.
B3 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOGCATION COUNTY STATE
WHILE ATD NOT WHILE D form, factory, street, office bldg., etc.)
WORK AT WORK
N. | attended the d d from 3"' ]_[-59 .o 3—7-;9 and lost sawt alive on Yo Z -q

Death occurred ot

m on the dutt stated abeve; and to the best of my knowledge, from the couses stated.

—3:5AM., 0
VA v T RS

22b. ADDRESS

7301 St. Charles Rock Rd.

22¢. DATE SIGNED

3/1/59

Z30. BURIAL, CREMATION,

‘BREMOVAL (Specify)

23b. DATE

SRk F./95°5

23c. NAME OF CEMETERY QR CREMATORY

CoavAy Came7ery

234 LOCATION (Clly, town, or county)

{Statn)

ALows  Ii8SOHCr

ERAL DIRECTOR

ADDRESS

Tices
ock Moervawy £07 8. Dpavrood

25. DATE RECD. BY LOCAL REG.

3-7-59

i REGISTRAR 5 SIGNATURE

m&

{Licensed Embolmaer's Stotement on Reverss Side}




N STATEMENT BY LICENSED EMBALMER

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

.» Student Embalmer No. ........covvuvvee.

working under my personal supervision.

Student .o e
Signature of Student Embalmer

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 aiso shall sign in his OWN handwriting.

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




