Mo . 300
10.48

"FILED JAN 29 1949

BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. Z_‘tz priusry Res. 01sT. wo. £ OO0 . Repistrars No. 2.

State File No.....

46

1. PLACE QOF DEATH 2. USUAL RESIDENCE (Where decessed lived. If institution: residence before
a. COUNTY a. STATE b. COUNTY adruioelon).
Jackson Missouri Jackson ,/ %
7

c. LENGTH OF
STAY (in thia place)

45 Yrs

- b Ccl’TY (It outeids corpurste Lmits, write RURAL and give

township)
TOWN Kansas City i/

<. ng (If autadde corporate Hmits, write RURAL azd give township)

Kansas City

TOWN

LN R

d. FULL NAME OF (If aot in hospital or in-tlmuon nf give streot address or locstion) d. STREET (If ramsl, give location)
HOSPITAL OR ADDRESS
INSTITUTION Krestwood " anv Home 2700 Tra ol 2700 Tracy-
3. NAME OF a. (FIrst b. (Middle} c. (Last)
DECEASED ) 4. DATE (Monthy  (Day)  (Year)
{ Type or Print) Kate S.Showalter DEATH Jan, 3, 1949
5. SEX 6. COLOR OR RACE- | 7. MARRIED. NEVOEEC%SRR[ED 8. DATE OF BIRTH 9. ;f\fshiﬁ."?“ i e |D'r'uu T WNOER 1 RS,
(Bpacity) ¥, of Hours | Mia.
Femal#) | White ngle 15 Dec. 25,1866 0| 8 l
10a. USUAL OCCUPATION (Givexindof work | 10b. KIND OF BUSINESS OR IN: | T1. BIRTHPLACE (Btate or forelsn oouutey} 12, CITIZEN OF WHAT
dote durinz most of working Life, even if retired) DUSTRY / COUNTRY? -
Port Republic Virgina UeSeAs
13a. FATHER'S NAME 13b., MOTHER'S MAIDEN NAME 14. NAME OF HUSBA‘D OR WIFE
William S,.Showalter Anne. Parrott )
15. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY | T7. INFORMANT' 5 S{GNATURE OR NAME ADDRESS
(Yea, 0o, orunknown) | (IF yes, xtve war or dates of service) NO. . )
Ne None Nons Ke ash
: ICAL CERTIFICATI INTERVAL BETWEEN
18. CAUSE OF DEATH I ERVAL BETWEE!
 Enter only onecauseper | 1. DISEASE OR CONDITION ‘ Z
limefor (), (o, and ¢y | DIRECTLY LEADING TO DEATH® ) af ) Z. “é“",‘f‘-
«This does not mean | ANTECEDENT CAUSES »/@/ _ f Z . / f
the mode of dying, such | Morbid conditions, if any, gising DUE TO ( -~ ¢ ot . 22 ’ SrrnaaL,
az heart fallure, asthenia, | Ti6e fo the above cauze (o) stating .. Lo 7 d
the underlying cauve last.
ele. It means the dis-
ease, infury, or complica- i DUE To,(c) _’-""_ .
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS - -
Conditions contributing o the death byt not ' L‘i a4,
related to the disease or condition causing death. _
19a. DATE OF op;:l%?i 195. MAJOR FINDINGS OF OPERATION ™ ~ N ! 20. AUTOPSY?
e
- . . YES D - NO D
21a. ACCIDENT (Bpecify) 21b. PLACE OF INJURY (o.g..lnoraboot | 2lc. (CITY, TOWN, OR TOWNSHIF) (COUNTY) _ (STATE)
SUICIDE boma, farm, Iactory.street, offios bldx., eto.) .
HOMICIDE
21d. ngt—: (Month) (Day) (Yesn) (Hou | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
’ WHILE AT NOT WHILE . R
INJURY o | "womr L) pt work oy

22. I hereby

ify that I attended ihe deceased frw%_‘ﬁs 1842, ¢
alive onc:L___ 19_‘12 and that d #d at 23

, 1952, that T last saw the deceased

om the causes and on the dale stated above.

WRITE PLAINLY—USING UNFADING BLACK INKE—MAEE A PERMANENT RECORD

- Parreti (Degree oz title) | Z3b. ADDRESS 23c. PATE SIGNED
Ceorer f1145 |2 Qo0 F / it 4§47
BURJAL, CREMA- 24c. NAME OF CEMETERY OR CREMATORY .. | 24d. LOCATION (City, town, ot county} . (Btate)

TION REMOVAL (Bpwcity}

b, DATE |
Removal @"— - -/?’/? Mill Creek

Cem,.

Port Republic Virgina,

DATE RECD BY Loc.tu.c'/ﬁas R'S SIGNATURE

/-5 YF ’

25. FUNERAL DIRECTOR'S SiGMATURE

Mrs C.L.Forster

ADDRESS

918 Brooklyn

{Licensed Embalmer’s Er.nlemzm on Reverse Side)



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, or by oo

Student Eambalmer No.

working under my personal supervision.

Student ..... rresirnenees Cevrannrararanens Signed 008 6 M@%A/

Student Eabatmer /4 Licensed Embah%;x sz /73
. P. O. Address—. L. Deen

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.)

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




