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GILLESPIE FUNERAL HOME

. ‘No. 300
. 10_48

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

D SEp 49 1951

5 T SlsfrF:IcNo 27810
PR IMARY REG-_M& Kegistrar's No. _G?X% .

REG. DIST, NO. g- '132’_
[

Drug representativ El1 Lilly Co

"BIRTH NO.
T PLACE OF DEATH a & 2. USUAL RESIDENCE (Whers decossed lived. 1 institylion: revidence befors
a. COUNTY . f % a. STATE b. COUNTY T sduimion),
Pettis Missouri Pettis
b CITY (I outaide corpurate limits, writs RURAL and give ¢, LENGTH OF ¢. CITY (I ouwide onrporate limite, write RURAL azd cive townahip)
OR to ¥ STAY (in this place)
TOWN  Sedalia TOWN  Sedalia & ro¥
d. FULL NAME DF (I{ aot in bospital jon, givs strect address or 1 AsDr[?FEEETSS (If rurs!, give focation) a
WNSTITOTION 132l ngt 5th St., 132l West 5th Street,
3. NAME OF First b, (Mlddle ¢. (Last)
DECEASED a (K9 ¢ ) ( ‘ & DSF (Montb}  (Dsy) (Year)
{ Type or Print) 1.FR WYMER CEATH An 1 1
5. SEX 6, COLOR OR RACE | 7. mﬁ;}m%g. EF\YSECEQRRIED' 8. DATE OF BIRTH 9, AGEir(in yeara| IF UNDER | YEAR | O UNDER m AES.
y (Bpacify) day) |Monthe| Days | Houms | Mia,
W larr April 28,190k | L7 l |
10a. USUAL QCCUPATICN (Gh-ekindo!-ork 10b. KIND OF BUSINESS OR IN- 1 11. BIRTHPLACE (Biata or foreign sountry) / 12. CITIZEN OF WHAT
done during most of working lile, aven if recl COUNTRY?

| Herrington, Kansas

13a. FATHER'S NAME 13b. MOTHER"S MAIDEM

Jameg F, W

16. SOCIAL SECURITY

510-09~00

(Yes.no, o1 N\lonown) (It yum, pive war of dates of service)

IS. WAS DECEASED EVER IN U.S, ARMED i-'ORCES‘J '

NAME 14, NAME OF HUSBAND OR WIFE

| Muriel Wymenr
17. INFORMANT' S S|{GNATURE OR NAME ADDRESS
g’?l Mra. Muriel Wymer, Sedsalia, Mo

. Enter only oneceuse per

18. CAUSE OF DEATH
y 1. DISEASE OR CONDITION

“line for (a}, (b), and (c) DIRECTLY LEADING TQ DEATH® (a)

“This does not mean | ANTECEDENT CAUSES

MEDICAL CERT|EHCATION

INTERVAL BETWEEN

ONS: ZND DEATH

the mode of dying, such
as heart fallure, asthenia,
efe. It means the dis-
ease, infury, or complica-

Morbic conditions, if any, giring DUE TO (b)
rige to the abote cause (&) stating
the underlying cause last,

DUE TO (¢}

I1. OTHER SIGNIFICANT CONDITIONS

Condilions contributing to the death but not
related to the disease or condilion causing death.

tion which caused death.

a

SEDALIABEISHAUBNG BLACK INE—MAKE A PERMANENT RECORD

19a. DATE OF OPTE:%Aﬁ 18, MAJOR FINDINGS OF OPERATION o ’ ' L L/ / ‘20. AUTOPSY?
. l a 57
: ves [ no B9
21a, ACCIDENT (Bpucity) 21b. PLACEQF INJURY (e.g.. lnorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY (STATE)
SUICIDE bhoms. farm, factory, sirest, offies bldg., ete.)
HOMICIDE -
21a. TIME (Month) (Day) (Year) (Houn | 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCGUR?
. WHILEAT NOT WHILE
INJURY = | woRrk AT WORK . ]
2. I hereby MY, 1o £-22 19F] that I last saw the deceased

alive on

ceﬂiit Ithat I attended the deceased from _hq_._.,
- ., 1951__, and that death occurred at..LO_ﬂ__ m

., Jrom the eauses and on the daie staied above.

WRITE PL

o\

23b. ADDRESS 2. DATE SIGNED

Sedalia, Mlssour
24b, DATE Z4c. NAME OF camzreav OR CREMATORY 24d. LOCATION (City, town, or county) (State)
Ang, 31,1951 Memorial Park Sedalia, Mo.
feﬁ i NAT B _ FUNERAL DIRECTRR' S S| GNATURE ADDRE ST
{/
l/}-‘ m ﬁ" %A, ‘,J/{—__AA LXAA SB&lia MO

¥ Statement on Reverse Side}

1



RECEIVED?-//-57 i
DISTRICT HEALTH OFFICE No. 3 ‘
District File Number _._._ ———— o
Pate Filed LA/ 8 e - -

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, o1 by,

et st amee s s SRR 48 A St t eeeeroee ne 220 £ 2t 2o ot et e 1 bt e eenes e , Student Emabalwmer No.

working under my persona! supervision.

SEUBBAEL vucseocnonensnoressnosssssrssnsanes Signed Wiﬁ .........

Student Embalmer

~ ’ Licensed Embalmer No T 7E

P. Q. Address_...mﬂ%é ................

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



