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. MISCELLANEOUS INFORMATION

[I=N
[}

. Did you make an allotment of your pay while in the service ? ....ZZ727"___
43. If so, to whom?
44. Give number of any other compensation claim filed on account of this disability and place where

filed -
45. Did you ever apply for War Risk Insurance? ... ZZe=_.__ (@) When? S
(b) Where? {¢) Amount? ______ e s

46. Name of beneficiary in application for InSUrance ...

47. Have you since changed the beneficiary to some other person? _______________________

(@) TE 80, 10 WHOMOE i s s e e s e e i o i e e e i 5 e e
48. Have you ever previously applied for vocational training? ______ e -

Give facts briefly .- 7 _MZI f/.—f/ W ..........
| Wf@éﬁ/%%ﬂ A el T LT A

49. Do you wish vocational training$_______ZZZe-z .
I make the foregoing statements as a ;ﬁt of this application with full knowledge of the penalty prowded
for making a false statement as to a material fact in a claim for compensation, insurance, or vocational training.

D Lpzzton jcﬂ’/o—wr/u _______

’»w- b, Lot TR < T (Signature of claimant.)

Subscribed and sworn po before me thls _%_"- day of A 4/ ' 1922
by ! nzvlvf;,u/ uZ(/ Gre o2l , claimant, to whom %Latements hereln/were fully made
known and explained. //

[sEaL] v %W /)/a/?/w/

- Notary Public.

We, the unde 1gned severally solemnly swear that we have known the claimant whose name is sub-
scribed above ____ 2 _______ ars and that we have read the statements made by him, and the facts stated

are true to t. best of our owled e and belief.
/vx///g X&é 19/1//9/"’{ (//C

(Swna ure of witn (A:%ts of witness. )
iy 4 2
y ; 73 ? — leae
{ (Signature of witness.) (Address of witness.)
AV

W Notary Public.

Subscribed and sworn to before me this _% _____ day of @"‘0/‘7 . 192 2’

D

[sEAL.] ' Sh a1

(If no dependents over 18 years of age are claimed the foliowing supporting affidavit should not be d)
- SUPPORTING AFFIDAVIT

STATE OF %//Ma—zw&m o l
CoUNTY OF _ i ,/.«f/ st PR ] v

We, the undersigned dependents over 18 years of age, do solemnly swear, for himself and herself individ-
ually, that we have read, or had read to us, the foregoing questions and answers; that we understand the same;
that we are the persons ‘named in said answers as dependents; and tha_t,the_s\tatements contained therein as
to relationship and dependency of each of s toward said apphcant are"orue

%/ 7. /M g/f{ mwufr// '\ 2 )
/ (/ Z (ngna;ure of aﬁiant ) (Signature of affiant.)
______ S @_@’Mﬁ;{g X
(Signature of affiant.) ) (Signature of affiant.)

SusscrIBED and sworn to before me this

[sEaL] SEJIENT Li

_ ——— g
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28.
29.
30.
31.

F. AMILY OBLIGATIONS AND DEPENDENCY C. .(MS.

Are you single, married, widowed, or divorced? __._____ ez /_( ________________

Times married.___________ Date and place of last marriage. ...

Times present wife has been married_._____________________________________________________ et

Do you live together? _______________ (a) If not, state why you are not living together, and your wife’s
present address S

Give below the information required concerning each dependent child under 18 years of age and unmarried.

DATE OF BIRTH
NAME oF CHILD NAME AND ADDRESS OF PERSON WITH WHOM CHILD LIVES
Day Month Year

33.

34.
35.
36.
37.
38.

39.

If any child mentioned in question 32 is an adopted child, give name of such child and date of adop-
tion If a stepchild give name and date
such child became‘a member of your household. ..

Have you a child of any age who is insane, idiotic, or otherwise permanently helpless? _______________ If so,

give name and age___.__________________
Give name and address of each parent hvmo__é? Ze2 é]ﬁ.fm th/& e
7z m---éz@ TN M Y A 62/ e, AW

Age of méfher___é_f_-._years

Age of father.._ 7 z.___years.
(a) Is your mother now dependent on you for support ? 2 2

() Is your father now dependent on you for support? - 2 ez -
If compensation is claimed on behalf of either parent, or both, answef the following questions:

(@) Are they living together ? _____Zés/z_-__ (b) Widowed or divorced ?
(¢) Are they incapable of self support? (Yes or no)._...__-

2z : J \ i
(d) If so, how is each incapacitated? Mother- __Zﬁ‘a{éf—__;{ ______ MM_M ______________

Father . Zmazcds. aaas..  ioct. . el s i T B RS BUNE R e e S
(e) The average monthly contribution you gave to your mother, §____ZZezec.; your father, $._ Zzoze«
(f) Value of all property owned by your mother, $.._.___________ ; your father, $--25..ﬂ?..v._f_2’

(9) What is the monthly amount of money received by your mother from all sources, $.... £Z-2=;

40. If you claim disability of father a physwm,n s certificate must be a.ttached hereto showing to just Wh%t
extent he is incapacitated. . 4 ;{/44“/;?4
41. Give the following information Toncerning afof Bro ers an sxsters I you have none, write
“None” in blank space below.
NAME AGE. RESIDENCE MARRIED. OccuraTiON ANNUAL INCOME.
ﬂ/ c/A 26| 11 5% f;“zfa«gj- 2 e,
32 e T e A x

7'/// 2.2 ?0;“% 4/7" Y 2z

(/[/ /‘("ﬂa’/”.

W’) AZ. Pd7‘/%"’ /E(/YNL o= LZelXe ., A Y ’f/ﬁ Lo
- FZer //1/,‘,0/—




APPLICA1 { FOR COMPENSATION AND VOCATIONAL  AINING

P /, A. PERSONAL HISTORY.
1, Pl psims. %ﬂOMA /2'7"“’

‘ Last Name. First Name, i iddle Name.
. Address __.____. Ro7. _(_ _______ /iiccte'( zJYL //(g/_/_ et ;é"{ "Z‘%Si:____ ) .
(Number.) (Street.) ( or Town. ) (State.)
. Under what name did you serve? _____ ,4{'_’.‘2({?%!_’14._‘242; ________ ettt S S
4 Color..... 22 #<Ce.. Date of birth Zena 14 /574 Place of birth 77 -
B. MILITARY DkPERI;;jI:ICE AND RELATED INFORMATION.’
5. Make a cross (X) after branches of service you served in:
General Service......___ Limited Service....._._. Army. X____ “Navy.________ Marine Corps_._.__.__
Coast Guard_._.________ (a) Give Serial No. .27.22.% 2
6. Date you last entered serwce---.ﬁwzs—;,_z_& _________ A
Place of entry_ ... 2777 o tecitee: /{"C R
. Date of last d1schar0e--?~oa./zz AEALTLZ. ... Place of dlschalge__{flww/ e L.L7
. Company and regiment or drganization, zjsel on which, or station in which, you last served________________
Hca ¢Mtg G f[RT = J(«—{__//_/_ - ; - . R e e
9. Rank or rating at time of discharge._____ f __44,;:'& % et
10. Nature of discharge: Honorable___)( _______ Ordmar ?‘.‘iﬁe%____, Dishonorable____________ ; Bad conduet. ... ;
S.C.D.
11. Nature of disability clalmed /-Z s2e8 AM m@gge%o{\{hsabﬂlty _______________________________________
12. Date disability began.__ ¢ ana¥ 2 LT V' ARl N
13. Cause of dlsabﬂlty_____éaaaz“¢’.£~.£,é.ﬂ £ J.@ ; 2
14. Where recewed------.ﬁ:&eﬂ.-.&--- a2 €300y Tt K.
15. Did you receive treatment at an Army or Navy Hospital, or any other hospltal?
(a) Ifso, staten a.mi and locatlon of the hospital and dates of treatment.... w1 Fta el
S R = & R 7 T S Aot tal S CoAoes 2 1. e 245 /F
16. If the injury was caused through the fault of some person other than the United Stafes or the enemfl‘" 203
state whether suit has been commenced against, or settlement made with such person on account of
such injury: If settlement has been made
or damages recovered state which, and the amount: -
C. OCCUPATIONAL EXPERIENCE.

17. What Wawpal ocizatwn or trade before entering the service ?

~

@

P

‘z j [o =
(Occupation.) 5 "(_:E;nthly wages.) (Date.)
18. Give any other ccupation or tra.de in Whj}:‘h you were engacred
S I

&4 ey o 2 A SRS B e e i
t (Occ _pation.);, R (Monf.hly wages.) (Dates.)

(Occupation.) (Mont.hly wages ) (Dates.)

18. Last two employers before e 'termg the service:
7 etz «zm.gf Vi L

> 4
: Address.) (Ti loyed.)
: | G ML il b d Bt
(Employer’s e.) (Address.) / (Time employed )
20. Occup’gtmns since discharge, dates of each, and wages received. If less than before, why? ...
me{!_-ﬂm«%tfofi ..... % ot 2 S2LT Cee L5 LILE Yoz
. up / mmefc’ing date.) (Endifig date.) (Monthly wages.)
Mﬁ- fq:_,qz_,,/.z‘;_él_ AGsF Lok 26 1221 Fplre2.
(Occupation.) (Commencing date.) (Ending date.) (Monthly wages.)
21. Present employer- Coe A, Bkl ad (Frakar .
. ) ) (Fullname.ﬁr (Address.)
D. EDUCATIONAL HISTORY.
22. How far did you go in grade school ? Zaela . In high school ? Vit =2 R
23. What other schoohng have you had, such as college, Army or Navy school, night school, correspondence
school, etc. (Answer fully.) - Pl
E. MEDICAL DATA.
24. Name and address of physicians who have since discharge attended you for your disability_______- 77wl
" 25. Are you confined to bed? .2 ______. Do you require constant nursing or attendant?

26. Name and address of nurse or attendant.__. - :
27. Are you willing to accept medical or surgical treatment if furnished ? -_-7/_4.44_---
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RATING SHEET

X W ]

TNORTAQE
LIy EaTy!

INSTRUCTIONS.—If stencil is not used to fill in information in coption, then type only those items which are

unshaded.
NAME c-NoO DATE OF RATING
GRONCWSKT ., Roman 1181 732 8-31-56
% s B SERVICE SERIAL NoO DATE OF LAST EXAMINATION
7-9-56

OCCUPATIONAL DETERMINATION (If reguired)

]

DATE OF CLAIM

TYPE DISCH.

ACTIVE DUTY DATE DATE R. A. D.

5-18-19

Jurisdiction:

Issue:

Veteran worked as a general maintenance man for the city of
- . . >~ -
Oshkosh, Wisconsin, until 6-2-56 when he was granted a leave of
2 2 =)

absence due to ill health. He last worked on 4-25-56. He has not
returned to work and his doctor has advised him not to resume
employment.

Examination reveals a severe exertional dyspnea due to emphysema.
X-ray showed almost complete loss of the pulmonary markings of
both lung fields. There is also flattening and irregularity of
both leaves of the diaphragm and blunting of both costophrenic
les. Chest measurements are: expiration, 38 inches,

l’lE_u_.

nspiration, 39 inches.

m

[N

8. MNot service incurred or aggravated WW I




1, BERNICE L FULLhR RECISTER OF DEEDS, in and for the County
y tfw” théie thg u{fx\?}mo 1
\ i ANY t]i ' eeflsy J

in and for said county, on the _ T%h

M., in volume ..J3J5

IN TESTIMONY WHEREOF, I have hereunto set my hand and affixed my
official seal this . 18tk day of ___ June

Register of Deeds in and for
Winnebago Countyv, \Wisconsin
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STATE OF WISCONSIN ) . o I
WINNEBAGO COUNTY (| %
I, BERNICE L. FULLER, REGISTER OF DEEDS, in and for the County

of Winnebago and State of Wisconsin, do hereby certify that the instrument hereto
annexed is a true and correct transcript recorded in the office of the Register of Deeds,

in and for said county, on the ..

M., in volume .33 on page

IN TESTIMONY WHEREOF, I have hereunto set my hand and affixed my

official seal this .. 1&th _ day of .- , , AD., 1956_.

egister of Deeds in and for
Winnebago County, Wisconsin
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HARVEY MONDAY, M. D.
OSHKOSH CLINIC BUILDING
19 JEFFERSON AVENUE
OSHKOSH, WISCONISN

X W) 1 OCA

May 10, 1956

Veterans Administration
< -

Oshkosh

Wisconsin

3 Aq I 1
Res Mr R Grone -rfcv"l

tir. Roman Gronowski has been under my ca

are
ty-four months, and during this
S‘. n 4 aa’l

for the past twenty

time I have had occ rve him closely
for symptoms regarding h raio respiratory ’
yystem,

Mr, Gronowski chronic
ough f'or many years d : World
War I during which he was a ca ! f chlorine
gas., He further st 1 ized in
France for three weeks,

During the past twenty=-four months Mr,
Gronowski has had progressively more severe sym-
ptoms. The dyspnea now occurs at rest and eJ;n

er bri a

slight e:
neces=arsy

\. .4
=
o
Lo}
>~y
ot

In February 1956, Mr. Gronowski was' hospi-
talized for evaluation to determine the extent
of pulmonary damage. The degree of pulmonary
fibrosis is such that Mr uwnnowski cannot re&-
i ised to retire,

w
=
=
D
e |
&
0]
)
=
o]
(o)
35
@
las
W
o
Q
L e
’L

The diagnosis regarding this patient is
Pulmonary Fibrosis, moderately severe with
early Corpulmonale,

e /i X
FM /1w H. Mon: M




Form approved.
Budget Bureau No. 76-R008.3.

VETERANS ADMINISTRATION

EMPLOYMENT STATEMENT
(In Support of Claim for Total Disability Benefits)

1. LAST NAME—FIRST NAME—MIDDLE NAME OF CLAIMANT (Zype or print) 2. CLAIM NO.
. o -
GRONOWSXI, Roman nmi c-1 181 732
3. SOCIAL SECURITY NO. : 4, DATE YOU BECAME TOTALLY DISABLED
398-10-4280 April 25, 1956
5A. WHAT IS THE MOST YOU EVER EARNED IN ANY ONE YEAR? 5B. WHAT YEAR? 5C. OCCUPATION DURING THAT YEAR
$3,702.60 1955 Laborer
6. LIST ALL YOUR EMPLOYMENT, INCLUDING SELF-EMPLOYMENT, FOR 1 YEAR BEFORE YOU BECAME TOTALLY DISABLED
NAME AND ADDRESS OF EMPLOYER KIND OF WORK MONTHS WORKED TIME LOST FROM ILLNESS TOTAL EARNINGS

City of Oshkosh-Park System
City Hall £ elue |
: Laborer Birgxen Ten days $3,702.60

Nahlto CH’ Wiar

7. LIST ALL YOUR EMPLOYMENT, INCLUDING SELF-EMPLOYMENT, SINCE YOU BECAME TOTALLY DISABLED
TIME LOST FROM ILLNESS TOTAL EARNINGS

NAME AND ADDRESS OF EMPLOYER KIND OF WORK MONTHS WORKED

none

8. IF YOU WERE SELF-EMPLOYED BEFORE BECOMING TOTALLY DISABLED, DESCRIBE 9. IF YOU ARE STILL SELF-EMPLOYED, DESCRIBE THE WORK YOU DO NOW

THE WORK YOU DID YOURSELF

10. DID YOU HAVE TO QUIT YOUR LAST JOB OR SELF-EMPLOYMENT ON ACCOUNT OF YOUR PHYSICAL CONDITION?
ves [ no af “ves,” give the racty ATter working for a2 short spell, I find it very hard
to breathe and have to rest.

11. IF YOU ARE NOT NOW EMPLOYED OR SELF-EMPLOYED, ON WHAT DATE DID 12. IF YOU ARE NOW EMPLOYED OR SELF-EMPLOYED, HOW LONG DO YOU WORK?

YOU LAST WORK?

April 25, 1956 HOURS A DAY DAYS A WEEK

13. LIST THE EMPLOYMENT YOU HAVE TRIED AND FAILED TO OBTAIN DURING THE PAST YEAR
NAME AND ADDRESS OF EMPLOYER

KIND OF WORK DATE APPLIED

14. WHY DO YOU CONSIDER YOURSELF TOTALLY DISABLED? N s {
Fal - = 3 2 2 - - . il o T y S—

Because of breathing difficulty 2t lezast exertion.

15B. TOTAL EARNINGS FROM WORK FOR PAST 3 MONTHS

15A. TOTAL EARNINGS FROM WORK FOR PAST 12 MONTHS

7 L (
s 3,702.60 $924.00
16. WHAT ASSISTANCE DO YOU RECEIVE TOWARD YOUR LIVING EXPENSES OTHER THAN YOUR EARNINGS FROM WORK?
none

~VA FORM 8_527 SUPERSEDES VA FORM 8-527, NOV 1830, = = _,

2 Ll Jw




17. EDUCATION (Enter highest year completed) 18. NATURE OF AND TIME SPENT IN OTHER EDUCATION OR TRAINING

GRADE SCHOOL HIGH SCHOOL COLLEGE
8th zrade none none none
PA
19A. DURING THE PAST 12 MONTHS WERE YOU (Check applicable box or boxes) 198. DATES OF ILINESs X =LAy S L<=D4; L-73O
Bl s Capd. 9. . g 4
[Z unper pocror's care [ 1e w ep a7 vome ILL IN HOSPITAL ,,2 56 s q“%],‘;‘l::/ > 5é g) ;becamng 11l
e 2
IOSo R—= 7T J97 J—~~_>9= l 55

19C. NATURE OF ILLNESS
Pulmonzry Fibrosis, mocerately severe with eary Corpulmon=z

45
,__»
(W)
°

~—~~
8V
9]
ct
w
B
D
S

fron Doctor's report).

19D. NAME AND ADDRESS OF DOCTOR (If any) 19E, NAME AND ADDRESS OF HOSPITAL (If any)
k! A N o2 3 I S |
Dr. Harvey Monday Mercy Hospital
1 T e 1. - .

Clinic Bldg., Oshkosh, Wisc. Oshkosh, W“isc.

Answer items 20 through 31 if you operate a farm or business.

20. KIND OF FARM OR BUSINESS YOU OPERATE 21. DO YOU OWN THE FARM OR BUSINESS?

Hyves o
22. DO YOU LIVE ON THE FARM OR BUSINESS PREMISES? 23. HOW MUCH OF YOUR FOOD COMES FROM FAP.M. STOCK OR PRODUCT?
NEARLY ABOUT
D YES D NO ALL HALF D LITTLE D NONE
FARM INFORMATION BUSINESS INFORMATION
24A. NUMBER OF ACRES 24B. ACRES IN CULTIVATION 25A. GROSS BUSINESS RECEIPTS LAST YEAR
$ .

24C. GROSS RECEIPTS LAST YEAR 24D. PRINCIPAL CASH CROP t 25B. PRINCIPAL KIND OF GOODS OR SERVICES SOLD ¢
$

26. HAVE YOUR DISABILITIES MADE YOU SELL OR RENT PART OF FARM OR BUSINESS? 27, HAVE YOUR DISABILITIES MADE "OU REDUCE ACREAGE UNDER CULTIVATION OR YOUR

VOLUME OF BUSINESS?

D YES l:‘ NO D YES D NO (If “‘yes,”” explain under item 31)

28A. HOW OFTEN DID YOU HAVE TO HIRE HELP BEFORE BEING DISABLED? 28B. HOW OFTEN DO YOU HAVE TO HIRE HELP NOW?

D ALL YEAR l:l HALF YEAR [:] SOME D NONE D ALL YEAR D HALF YEAR D SOME D NONE

29A. NAME OF EMPLOYEE 29B. AGE 29C. RELATIONSHIP TO YOU 29D. DOES HE (SHE) LIVE ON FARM OR BUSINESS

PREMISES

D YES D NO

COUNTY AGENT OR OTHER PUBLIC OFFICIAL WHO VISITS OR KNOWS MOST ABOUT YOUR FARM
30A. NAME AND TITLE 30B. ADDRESS

31. ADDITIONAL INFORMATION RELATIVE TO CHANGE IN OPERATION OF FARM OR BUSINESS, SINCE YOU BECAME TOTALLY DISABLED

32A. WHAT INCOME DO YOU EXPECT AMOUNT 32B. IF YOU BECAME TOTALLY DISABLED DURING THIS CALENDAR YEAR, WHAT AMOUNT
TO RECEIVE DURING THIS CAL- > 9 a J INCOME DO YOU EXPECT TO RECEIVE FROM THAT DATE TO THE END OF
ENDAR YEAR? s 1,181.40 THE CALENDAR YEAR? snone
CERTIFICATION~—I hereby certify that the information I have given above is true and correct to the best of my knowledge and belief.
33A. ADDRESS OF CLAIMANT 33B. DATE 33C. SIGNATURE OF CLAIMANT

_ 1. 7.
377 W. Algoma St. Mayl7,'55 éézv11£44 /4§i4¢mnbjﬁdytkéﬁ"

WITNESSES TO SIGNATURE OF CLAIMANT IF MADE BY “X" MARK
NOTE—Signatures made by mark must be witnessed by two persons to whom the person making the statement is personally known, and the signatures
and addresses of such witnesses must be shown below.

SIGNATURE OF WITNESS ADDRESS OF WITNESS

SIGNATURE OF WITNESS ADDRESS OF WITNESS

PENALTY—The law provides that whoever makes any statement of a material fact knowing it to be false shall be punished by a fine of not more than $1,000 or
by imprisonment for not more than 1 yeer, or both.

COPIED FRONLY
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RATING SHEET

INSTRUCTIONS.—If stencil is not used #o fill in information in caption, then' ?ype
unshaded.

- .

only thosz items which are

DATE OF RATING

1-10=55

C-No
1181 732

DATE OF LAST EXAMINATION
2=24-32

SERVICE SERIAL No.

DATE OF CLAIM

DATE R. A. D.

5-16-19

ACTIVE DUTY DATE

6-21-16

TYPE DISCH.

OCCUPATIONAL DETERMINATION (If required)

RATINGS

Jurisdiction: Reopened claim,

Issue: Service coaaesciion for lung conditioa.

Facts: Veteran's clainm of treatment in service for gassing which he
believes is the cause of his p esent lung condition is not
substantiated by records. He was hospitelized in 1918 for
concussion neurcsis from ¥ hlcn h° ypparently recovered.
Residuals were not found at separatlon or examination made in
1932. Statement from Dr. H.Monday has been noted.

Claim for Pt IIT is not treated as veteran's income exceeds
regulatiocn.

8. 1ot service incurred or aggravated WW I

PUIMCOITARY EMPHYSEMA WITH PULMONARY FIBROSIS, MIID

HERNIA THCGUINAL LEFT

35. Not found on last exsmination 2-24-32, N,P, disability.




VETERANS ADMINISTRATION
REGIONAL OFFICE
342 NORTH WATER STREET
MILWAUKEE 2, WISCONSIN

anm & 1554
Japuary 10, 1950  (our Fie REFERENCE:

.y o,
IN REPLY REFER TO: .;‘e?»/el?

.ﬁ. ?or:an Cronowskl c
377 vest Algoza Street - 118 ;32
Cshkosh, Wisconsin

Dear Sir:

It has been necessary to deny monetary benefits in connection with your
claim for disability compensation.

Before compensation payments can be authorized, it is necessary that
the evidence on file show a disease or injury incurred in or aggravated
by service in line of duty and disabling to a degree of 10% or more. The
official records and all other evidence on file in your case at this time
fail to establish that these requirements have been met.

It has been found that: Trere 13 no reccyd thal you recelved treatrent
c‘u:'ing geyvice for gassing. Your present chest ccnéiﬁcn is not considered to
be related to aay condition fer shich yeu were treated in service, There-
fere, service comnection is denled for your chest conditiof., Pegulations pro-
vida that a veteran is eligible for e:zsi n if he kas dilsabilities which pre-
vest him from working, It must slao be shown that his income iz under £2700
if the veteran is rarried, TFocords show that you sre presenily exployed and earn
more than §2700 per year. iceordingly, you are not eligidle for pensicn bo-
pefits at this tinme,
If you have no further evidence to submit but have substantial reason to
believe that the decision is not in accordance with the law and the facts
in your case, you may appeal to the Administrator of Veterans Affairs
at any time within 1 year from the date of this letter. If you wish to
appeal, you should so inform this office, and you will be furnished with
VA Form 1-9 for that purpose. 2 copy of thiz letter has been forwarded to
your service organimation, the Amorlcan Leglon,

Very truly yours,

Je E. BULIER
| idjudication Officer

) G&‘ %“/m’en legion

N ?‘/3"

F L VB 8-1
Apr 1955(R)
An inguiry by or concerning an ex-service r:an or woman should if possible, give veteran's name bgz\whather ‘
o) oan- I ST 1S, owY, servi Is nal [
ORI RO A RS L



I GRONOWSKI ROMAN nmi

Home address 37 W. AbGoma CHEERT oSHEGSE WISCONSIN
(Number) (Street) (City or town) (State)
hereby malke application for compensation or pension based on military or naval service
1. (a) Place of birth MILWAUXEE, WIS, (b) Date of birth AUGUST ll 1894
2. Descrlptlon of aé)phcant as of date of last enlistment:
Sex . MALDL _____ Race . WHITE . Weight __145 ___ pounds. Height 71 ---inches.
Color of hauDK--BBQW_N ______ Color of eyes BLUE Complexion FAIR
3. (@) Make a fss (X) after branches of service in which you served:
Army 2. Navy _____. Marine Corps ... Coast Guard .__.___ Nurse Corps ...

() Did you register under the Selective Service Acts?

(Yes or No)
(1) Address of local draft board with which you registered .~ : ,
(2) Your home address at the time of registration eton AP S SN S
4. Give the following information about your active service:

ENLISTED DISCHARGED s ~
SERIAL NO. RANK AND ORGANIZATION CHARACTER OF DISCHARGE

Date Place Date Place

5-26-1216 |Milwaukee (273783 |5-184Camp Grant, PFC Has. Co. Honorsble
¢ 1219 |T1llinois [127th Inf. )

Note.—(a)If you served under & name other than the one used in this application, indicate the name under which
you served and the period of service
Nore.—(b) If reservist, give the periods of active duty and branch of service

5. (@) Have you ever applied for any of the following benefits?

vOi‘;IIIlOW
T Place of Application Date Claim No. r?:fve =
’ received?
(Yes or No)
‘Disability compensation no - -

Active service retirement pay. no g S)‘
Emergency officers’ retirement pay no 3 s
Retainer pay. no )
Insurance benefits Do ﬁ
Pension no t(;] Q
Hospitalization no o) E-;
Domiciliary care no g (:'j)
Last period of hospitalization no 5 )
United States employees’ compensation no o
Civil Service retirement annuity no ?; :;
(b) Have you ever been physically examined for (1) The Veterans Administration? .19 ____________ g 8
(2) The Civil Service Commission? B9 _______ (3) The former Pension Bureau? ¥.€5__ 8) g_
(4) The Enlisted Reserve Corps? .30 ______ (5) The Officers’ Reserve Corps? .__ 120 ____ e
(6) The United States Employees Com}i‘ensatlon Commission? .. 119 _____ 1 \"5' g
(c) 1ve date and &)lace of each examination WOOD_ HOSPIT AL WooD, WIS. IN W o
1930 or ) g™

Nature of dlsease or du.tar on_account of whi and the date each began _________

LUNG INJURY OF LO! STANDING Bt,LIEVF'D DUE TO BEING GASS IN____

WORLD WAR T
7. (a) If you received any treatment while in the service, give the name, number, or location
of the hospital, first-aid station, dressing station, or infirmary, or the orgamzat1arkgo %Chlghﬂﬁvias

attached, the dates of treatment and the nature of sickness, disease, or 1nJu11'y
qHO"Vﬁ‘D--—ﬂbG 2, 1918-_DRAVIGNY FIELD rﬂOQPI'IAL-—{!'.I.’ ACEED -‘TO 391'1(1 .JIV -

OO O vA Chadils FLLE

il



(b) Names and addresses of all civilian physicians who have treated you for any sickness,
disease, or injury prior to, during, or since your service:

NaMs PRESENT ADDRESS - DisABmry DATE
Dr. Wm. Clark Oshkosh, Wis. Ulcer Operation (7-27-49
Dr. Harvey Monday | Oshkosh, Wis. Lung injury of [12-1-54

long standing

(¢)r Names and addresses of all persons other than physicians who know any facts about any
sickness, disease, or injury which you had prior to, during, or since your service: ‘

NAME ADDRESS DisABILITY DaATE

Ann Gronowskil 377 We Algoma St. Double Herniz Operation in

1934 2t V.A.

8. (a) If you served in World War I or I, give the names and addresses of employers, and Wis
your monthly earnings for the 24 months preceding your entrance into the active military or naval
service. If self-employed, so state.

EMPLOYER ADDRESS OCCUPATION AND EARNINGS Dumizs PERFORMED DATES

t

“

School ... High School -ccoccosnes College --ccoeeeeeeo University ... Kind and length
of any special study (such as business, trade, professional, academic) )
WWDBEE, om0 it e o e S e e e e i e e SO T e e s St
Length of course Years completed :
Did you (graduate? )b (Complete course? - )

9. What is your trade or vocation? L2 orer--limited to light outdoor work.

(a) Are you employed? .Y€S ____ If so, by whom? £ _pysten
(b)) What is your entire income per month, $__________________ From what sources? City of Osh.
$1.65 per hr., 44 hrs per week, six months

5
$1.65 per hr., 40 hrs per week, six months
(¢) Names and addresses of former employers for last 12 months:

DATES OF EMPLOYMENT EARNINGS

NAME AND ADDRESS OF EMPLOYER
Beginning Ending Weekly Monthly

(0
(€)
(3)

(d) Are you being furnished hospitalization or institutional or domiciliary care by the United

16—36390-1




States or any political subdivision thereof? ______ NQ_. What institution and where?

10. (@) Are you single, married, widowed, or divorced? _.____] MARRIED
(b) Times married ONCE___

(¢) Date, place, and name of spouse of each marriage MARCH 31, 1930 to ANN C.
PROCENOW -

(@) Date and place of dissolution of your marriage
11. (@) Times present wife has been married O _ﬁ.C_Ez_-
(6) Maiden name . ANN._C. PROCENOW _____________

(¢) Date, place, and name of spouse of each marriage ...

(d) Date and place of dissolution of wife’s former marriage .___ —

12. Do you live together? . YES_ . If not, state reason, and your wife’s present address ...

13. Have you any child or children living under 18 years of age and unmarried, or any child of
any age who is insane, idiotic, or otherwise permanently helpless? NO If so, give the
following particulars about each child:

t

S S NAME AND ADDRESS OF PERSON W W
- Na! DDRESS OF S 1TH WHOM
FurL NAME or CEILD PLACE OF BIRTH Omp Lives

Day | Month Year

14. (a) What is your father’s name? ____dJ. OHN_GRONQWSKI .
(6) Date and place of birth? 1850 in GERMANY .

(¢) Is he now dependent on you for suﬁﬁort? .. NO--DECEASED
15. (@) What is your mother’s name? __J ULt
(b) Date and place of birth? __________ 1852 in GERMANY
(c) Is she now dependent on you for support? NO--DECEASED

16. Give full name and complete address of nearest relative at date this claim is filed _______________
ANN C. GRONOWSKI--WIFE

I HEREBY CERTIFY that I * (have read) (hane-h.ad-:ead-to-mo-) all questions and answers thereto embodied in this
application; that answers to all above questions are true and complete to the best of my knowledge and belief; that
I have submitted all available information and evidence in support of this application, and that the fmegomg
statements are made as a part thereof with full knowledge of the penalty prov1ded for making a false statement

as to a material fact in such application. ¢

Gz reen o

(ngnnture of claimant)

sUssgm AND SWORN to before nm this .. {ng day of .. Docondbesrs , 19355

by =l M claimant, to whom the statements herein
were fully made known and explained. I certify that the questions and answerg theret, ve, in my pr esence, been

¥ freadde) (read by) the claimant,
[sEA1] - - A S —

*Delete inapplicable words. 16—33800-1

Date __/:—-écf_-_.‘?.’i ......... d..?_.ﬁ.’__ —_——— Number o ——

- (Veterans Administration will enter)
I, i zp-z//‘-“/‘-:/:« // o - T SR -
(Last name) (First name) (Mlddle name)
hereby make formal application for compensation or pension based on military or naval service. I
have not* previously made application for this benefit. t
*If you have made previous application either //'/ PP PLAAY 17(/(1‘9'7 s Sl
by letter or form, cro h d “not.” . (Full name) / Vi
y lett 5 ss out the word ‘“‘not, y ’// . :-/[ { —— 7 7 I
< P / (Rg.gk and organization at discharge) ~ =
Sl L i L R e et W~ S

\(Home address)

COUPTED §ROVITVECERIY,




1, (ZRoNowW.S K. Ko AN

. (Last name) (Print clearly) (First name) (Middle name)
Address 377 _MWEST ALGolMA QS HKosH W/ 1 SC.ONSIN
(Number) (Street) (City or town) (State)

hereby make application for pension under the act of March 20, 1933, as the result of disease or injury due
to service.

1. (a) Place of birth ... 1Y | LW A W {EE W LS, (b) Date of birth AUGW ST I /97 %
2. Description of apphcant as of date of this application:

Sex NMALE . Race . \W H ITE Weight /4.2 .. pounds. Height _-_.;‘2_____-!_4_-- inches.
Color of hair .___ 2 AT /< Color of eyes (2.4l E Complexion EA IR

3. Make a cross (X) after branches of service you served in:
Amy X __, Navy ... , Marine Corps .....__. , Coast Guard —.......

4. (a) Give following mformatlon about your active service and forward a certified copy of each certificate of
discharge received:

Enlisted Discharged
Serial No. Rank and Organization’ Character of Discharge
Date Place Date Place

- . . -3
Tune2d m(rwavkeE (273773 | meygleam ST raivate (2 e | bee Ml T
[7/&, . 12.7

w

(b) Have you ever been other than honorably discharged from any period of service in any branch of the

military or naval service? ___ /Y. 0____;__ If answer is “Yes’’, state rank and orgamza.tlon at time of discharge,
(Yes or No
and the date and kind of such discharge

Note.—If during any of the above periods you served under a name other than the one used in this application, indicate the

name under which you served and the period of service

5. (a) Have you ever applied for any of the following benefits:

Yes or No Place of Application Date Claim Number

Disability compensation 5 .
Disability allowance Hea O Aoz <« e s
Retirement pay.

Retainer pay
Insurance benefits

Pension
Hospitalization

Domiciliary care

(b) Have you ever been physically examined for (1) The Veterans Administration? ..£<7<2____ (2) The
former United States Veterans Bureau? ______._________ 3) The former Pension Bureau? __..__________ Give date
and place of last examination -.;.//_ ot T 228
/%w%wé; e F.3/
6. Nature of dlsablhty, n a% yhlch disability pension is claimed CZec2se é/_é_-_—x/:_{v/ .........

,/4///%"

7. Give full name and complete address of nearest relative ,.4 -W ge 2 Vm;——.xm
2323 M/é%— 7’d‘/f'£z.‘z4é_-_ _____________________ Vs A N

8. (a) If you received treatment while in the service, give the name, number, or location of the hospital, first-aid
station, dressing station, or infirmary, or the orgamzatlorzo which i was at a,ched the dates of

treatment, and the nature of sickness, disease, or m/]ury--- 7_ L A > wz:q./.@.:
2. B e P 2 oty Lo y el ot d Qﬁ/) ,

g ; / —& / 7 f
g/ A2 7. v”{'vxy/’ & J. /;f/ d cr e /~,,Q/Z:L2h—‘(/ LFLLa %




(b) Names and addresses ot all civilian physicians who have treated you for any sickness, disease, or injury
since the beginning of your service:

Name . Present’ Address Disability Date

(¢) Names and addresses of all persons other than phys1c1ans who know any facts about any sickness,
disease, or injury which you have had in active service or since discharge from the service:

Name . Address Disability Date

;MW 707 Aol 5 AT Koy e D AT Tz, 12/5

Lol WAL 320/4/142/@/«/% e

r“> )

9. What is your trade or vocation? po A Y,
(@) Are you employed? Jea..... If so, by whom? Cﬁ ________

(0) I receive pension, retirement pay, Government ins
month from the Veterans Administration Facﬂlty at .

= s : o it )
and I hav&o:cher income avers ging $ 3{{\'70 per month from the following sources:
B AL o 35 S—7 ¢ v

(¢) Names and addresses of former employers for last 12 months:

. Dates of Employment Earnings
Name and Address of Employer Time Lost
Beginning Ending ) Weekly Monthly
0y of BBl | pand | B TZEE a2 e BT
2
®) ’

(d) Are you now holdmg any office or position, appointive or elective, under the United States Giovern-
ment, or the municipal government of the District of Columbia or under any corporation, the
ma]onty of stock of which is oWned by the United States Government? ....ZZ ez
If so, give details .

(¢) Are you being furnished hospitalization or institutional or domiciliary care by the United States or
any political subdivision thereof? e £ el What institution and where?

o - - - - - S P - S o b




10. Are you single, married, widowed, or divorced? %[// A A A S

11. Times married ----@44;6____ Date and place of last marriage? __4_1_ % :j&é/ Z/ .1 ?3 o
/‘\ / A >, 7 /
12. Times present wife has been married (444/6 Maiden name 444/,4 5 & Wax—t‘/

13. Do you live together.---_f_Z{_/,/Z ______ (a) If not, state reason, and your wife’s present address_.____._.____

14. Have you any legitimate or adopted child or children living under 16 years of age and unmarried, or any

child of any age who is insane, idiotic, or otherwise permanently helpless? _____ I s0, give
the following particulars about each child:

Date of Birth

Full Name of Child Name and Address of Person With Whom Child Lives
Day _ Month Year
-~ Yy e A / // 7 -« ¢
“_f{/_,évs/‘,a_, /T At o{ 9’ 9‘%174&4430‘0[ / f /91) LerrTh x/-‘/?/é WJ‘M__/__M_: ________________

I HEREBY CERTIFY that answers to all questions are true and complete to the best of my knowledge and
belief; that I have submitted all available information and evidence in support of this application, and that
the foregoing statements are made as a part thereof with full knowledge of the penalty provided for making
a false statement as to a material fact in such application. (Note sections of law printed on front page.)

[ 4

S ozzr ] g ey -
fore me this '23)/4»/ _____ dayof _______ ﬁﬁmz ........ +198 7,

SUBSCRIBED AND SWORN t0

to whom the statements herein were fully made known and explained.

feEAL] = 0 S 2 2 m/
_ s ley, 4r<2.Notary Public.

i
r N =T % (TO BE COMPLETED BY VETERAN)
NUIODOE e e i eSS oot S e
(Veterans &dmimstration will enter)
Date _______ ﬂ ____________ 02_ _Z_/?ﬁjfj ..............
-
I, o N oS K / [Lanr AN ]

(Last name) (First name) (Middle name)

hereby make formal application for pension under the act of March 20, 1933, as the result of disease or injury
due to service. I have met* previously made application for the benefits.

WW//Z%W./.«? ___________

(Full name

. @l 7 7 Vi
,:f,wﬂ Z,J ....... e, (o [l T )4//4/
4 (Rank andm-ganizatxon at disc.harge) 7
B7 725 ///wm 1LY [adoterat
(Present post-office address) l
*If you have made previous application, either by letter or form, cross out the word ‘‘not.” 2 / /; e

U. S. GOVERNMENT PRINTING OFFICE. 1933 15—637

COPIED FROWI VA CLAIVIS FILE
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T3 2l T2

28. Was guardsman accepted on physical examination for Fed- 30. Insurance increased to $ on
eral Service? If so, what defects were noted? ... 2S1... 19.. , from § 2
nea 8, 31. Insurance canceled
Reinstated
20. Effective date, amount of insurance and premiums ............. 32. Insurance reduced to $ on
19....... from $ y
83. Occupation at time ef eanlistment Dackinisd
24, Statement of service from , 19. , to 19........
Camp or siation Organization DPeriod served in paﬂimt!ar organization
From i 19.. to s oy i B
2—9732

To recoxré founc of prior service.

imstered int o Federal Service--gune 30, 1916; mustsred out Jan, 19, 1817.
Physicual exsmination a2t muster, in showe: licderats flat feet.
Physical exomination 2t mustedbut shows: nc defects,

neurcsis du

e :,;.i.i, Liax

gy 19183 1’1 1li

f9—-0cr. 315, C.0nc us
y frea ehs E_sterl
Eva . Ho 'D spe $117,
7==-Dac, eurosis, cmenssion nen
se HosD. %

Jomég P, McKinley,
pe jor—Generaly::

The “cjut.at seLar,
- r
ENH &1 & O, L.



PUBLIC WO. 2, 736 Suoplementary requesty/ s 39

VETERANS ADMINISTRATION £ Conr £ emmetrd Al §
Form 3101 & ) Gopy - ol ore \7'1"0 ._S_ X a’) I’r

Revised July, 1929 REQUEST FOR ARMY INFORMATION sttached. /N |

V4 FOR USE OF—i{ilweuiee, Wisconsin.
i.'x
Januery_ 22 , 19.24
DIVISION __46 ,""LléiCE.:.'»iO:‘}a’ SUBDIVISION SECTION UNIT

e

It is requestedtthat information be given on the subject checked and this sheet returned to the Veterans
Administraticn.

Name ...GRONOTWRYT noman Army Serial No.: S 212,784
(Last.) (First.)?- (l?lddle.)q Altotment NG.: A
Rank and organization PVt‘ 1 /C EQQ L CO L] ]27'{:’3 InI s Compensation Claim No.: C. 1 s 181 s 732
Date Camp e Converted Insurance No.: K
Date of enlistment June 21, 1916 Term Insurance No.: T
. \f o 2 Q1¢Q
Date of discharge or death ...} .27 18. 1218 Allotment deductions, C1ass A ... ClasS B oo
ne address v.'.‘7:7 West. Algoma Bt.. From , 19 , to , 19...n
2 Qshlosh, Tisconsin. Made subsequent to . , 19
*  Premium deductions: ‘ \
From , 19. , to s ¢ T
Status of allotment through Z. F. O. oo Additional information _ Lindly furnish new LGO. re-
Has final settlement been made? nori,..wmith clinical . records.of.-sll. trsatment
Certified copies of Forms 1-B afministered in _service.
Alleged disability incurred at _
Treated At ....ocwcuemsmcens Hospital No. at , 19 , to , 19,
Treated at .o Hospital No. e 8t , 19, to b 19
Treated at ..ooooceoeeeere -....... Hospital No. at , 19, to L J—
Treated at ..o.oooeereeeeeeeeeees Hospital No. at Bioeess lg , 19
LD dvm (o, S
LE, Adjudicaticn Officer.. . ...
Gronowski, aoan
Name - i A . 17. Present rank, organization, and location ... ..o
(Last.) (First.) (Middle.) ,
275,785 18. Date and cause of death

2. Army Serial No.
3. Rank and organization at discharge .5Vt 1/ CLe

Hig. Lo, 127%h. Ind. 19. Death in line of AULY? eeeeceeecceceeeceeceaeenes Death due to own
4. Date of enlistment ....June. 21, 1815 misconduct? .
5. Physical defects at enlistment apna.anked - 20. Emergency address

6. Was he medically examined and accepted at camp? == 21, Date Of DITER oo e
7. Date and hour of induction by draft board ........... TR—— 22. Date and rank of retirement
8. Defects noted by draft board .....22¢C 170U CLUEQ 23. Dates and lnst;ory Of!' desertion Y Kﬁncﬁlﬁ th cogrt-
el WORLD WAR BT
9. General or limited service cereral -
10. Date of discharge ey, . 18,..1919 2 JAN 26 1934 N
11. Oharacter of discharge Fon
12. Date of indefinite furlough Report below on National Guardsme:l only.r .
13. Physical defects at discharge ozeln . 24, Date of President’s call (World War) .....:l vle oid
14. Complete medical history ....osgr 25. Date answered President’s €all ...t it seciael
15. Future address 26. Date mustered into Federal Service
27. Date of physical elxamination for Pederal Service (World
16. Date of reenlistment (new army) War)d U e 2010

U. 8. GOVERNMENT PRINYING OFFICE: 3934 (BEE REVERSE SIDIE)

- e

—



FORM NO. VS§-13
200M-REV.-1-68

LOCAL FILE NUMBER

STATE OF WISCONSIN
DEPARTME F HEALTH AND SOCIAL SERVICES
'vmoru OF HEALTH

CERTIFICATE OF DEATH

KDECEASED—NAME First Middle Last SEX DATE OF DEATH Month Day Year
L Roman Gronowski 7 male|, an 5, 1973
RACE—White, Negro, American Indian,Etc| ¢ge Last Birthday [ Under One Year'| Under One Day | DATE Month Day Year COUNTY OF DEATH
ears T OF BIRTH
56 s Months | Days | Hours |Minutes 3 C 14]4 5
aucasia . 78 e 11, 18 Winnebagrc
o  CHUCARIAN uple 10 g 5. 6. fug 11, 1594 7a. SRR
a| NAME OF CITY, VILLAGE (If Neither, Name Township) |Inside City or HOSPITAL OR OTHER INSTITUTION—NAME
W (Location of Death) U"l‘ll'(')Sh Village Limits (If Not in Either Give Street and Number or Location)
[ 4 AN : 3 )
| 7b. 7c. & Yes O No | 7d. Mercy tedical Center
w & — -
w| STATE OF BIRTH CITIZEN of What Country : . SURVIVING SPOUSE (If Wife, Give Maiden Name)
Q| (If Not m U.S.A., Name Country) X] Married (] Never Married Vom0 p o 3
8. i sconsin 9. Usa 10. [0 Widowed [] Divorced . Anne Gronwoski (l' I‘OCknOW)
SOCIAL SECURITY NO. gSUALfOCCUP(/]\T!ON Give Kind of Work During Most of Working Life | KIND OF BUSINESS OR INDUSTRY
~3 - . ven if Retire : y BES
2. 398-10-4280 A 13a. Ret. Grounds Leeper 13b. Coli Course
RES E: STATE COUNTY NAME OF CITY, VILLAGE Inside City or MAILING ADDRESS (Home Address at Time of Death)
C | (If Neither, Name Township) Village Limits
/ oy oy e oy 3 P I (R, R a1} =1 -
/ 1. 9sconsin  |ie, Winnebago | Ushkosh 14d. Gk Yes 1 No | 14e. 257 A, W. 15th Ave,
FATHER—NAME First Middle Last MOTHER—MAIDEN NAME First Middle Last
i John Gronwoski Julia Darcan
Z|15. 16.
2| INFORMANT—NAME MAILING ADDRESS Street or R.F.D. No.  City or Village  State  Zip | WAS DECEASED EVER IN U.S. ARMED{FSR(ES"
s (e a1 ” i \ 2 If Yes, Give W Dat "
&l 7., #nne Gronowski b, 257 de Wo 15th Ave, Oshkosh, Wis. 17, X ar, N [ Unknown e 1
18. PART | DEATH WAS CAUSED BY — Enter Only One Cause Per Line For (A), (B), and (C) ,);; ,/'l,./l Approximate Interval
. Between Onset and Death
Conditions, If Any, A. Immediate Cause: Cardiac arrest
\lNhicthavecRise }g‘) Due to, or as a
w| Immediate Cause £ k A Avra v ¥ A SR T R s " -~ 3 . :
B Stating the Under: ~ B Conseauence of: Advanced eniphesema with pulmonary fibrosis
<«| Lying Cause Last. Due t : N . . .
o €., Consequonce of: Gen'l arteriosclerosis with agteriosclerotic heart disdase
PART Il OTHER SIGNIFICANT CONDITIONS: Conditions Contributing to Death but not Related to Cause AUTOPSY (Specify) |WERE FINDINGS CONSIDERED IN
Given in Part | (A) O] Yes [¥No |DETERMINING CAUSE OF DEATH?
19a. 19b. O Yes [ No
[J ACCIDENT DATE OF Month Day Year Hour |HOW INJURY OCCURRED (Enter Nature of Injury in Part | or Part 11, ltem 18)
s ] SUICIDE INJURY M.
@[20a. [0 HOMICIDE | 20b. 20c. 20d. ]
8 INJURY AT WORK PLACE OF INJURY (Home, Farm, Street, Factory, Etc.) LOCATION Street or R.F.D. No. City or Village State Zip
< Yes No .
20e. - 20f. (Specify) | 20g. N -
CER TlON Month Day Year [Month Day Year| AND LAST SAW HIM’HER ALIVE ON DID YOU VIEW THE |[DEATH OCCURRED At The Place, on The
U PHY® - Month g BODY AFTER DEATH | (Hour) Date, and, To The Best
= 1 A d The ) of My Knowledge, Due
Deceased From Dec 31) 1972 1o Jan /') 19 73 an J‘l” 1 /73 Xl Yes [ No o 2 5)5 To The Cause(s) Stated.
=z| 2la. 21b. 2lc. 21d. . lel N
O/ CERTIFICATION—MEDICAL EXAMINER OR CORONER: On The Basis of The HOUR OF DEATH|THE DECEDENT WAS PRONOUNCED DEAD
=| Examination of The Body and/or The Investigation, In My Opinion, Death Month Day Year Hour
<| Occurred on The Date and Due To The Cause(s) Stated. s CE é
85 3155 Ae | Jan 5, 1973  4:10 "
i | CERTIFIER—NAME (Type or Print) SIGNATURE—CERTIFIER Title |DATE SIGNED Month  Day  Year
Ol 5, Harvey lionday il H, Monday, K. D. - Jan 6, 1973
MAILING ADDRESS—CERTIFIER Street or R.F.D. No. City or Village State Zip
23d. 4,00 Ceape Ave, Oshkosh, Wis. 54901
X BURIAL CEMETERY OR CREMATORY—NAME LOCATION City State
[ CREMATION - . . oo .
Hiverside Cemetery Ushkosh, Wis,
o, [0 REMOVAL 24b, 2ite. ’
- .
< BURIAL DATE Month Da Year [FUNERAL HOME—NAME AND_ADDRESS Street or R.F.D. No City or Village ~__ State Zip
§ 24d Jan 8, /3 i Fiss & Bills, 130 Church Ave Oshkosh, his. 54901
FUNERAL DIRECTOR—SIGNATURE REGISTRAR—SIGNATURE DATE RECEIVED By Local Registrar
Victor F. Thiex Victor fdossing M“T*‘n /ey RO Year
- (&)
25b. 26a. 26b. /18112




L o
Form approved.

Budget Bureau No. 76-R129.2.

VETERANS ADM INISTRATION 1. CLAIM NO.
APPOINTMENT OF SERVICE ORGANIZATION |
AS CLAIMANT’'S REPRESENTATIVE j
INSTRUCTIONS.—Type or print all entries. C- 1 131 ,7 ':2)

2. NAME OF CLAIMANT ( Veteran, guardian, beneficiary, dependent, or next of kin)

ROMAH (nmi) 377 W. ALGOHA ;

Ll

2 -
-

4, LAST NAME—FIRST NAME—MIDDLE NAME OF VETERAN 5. SERVICE NO. f

=T STS DAY A Y 7O
ARXY GRONOWSKI, RCUAN (nmi) ' 273787
6. BRANCH OF SERVICE
1 MARINE - ] COAST OTHER
@ ARMY D NAVY D AIR FORCE CORPS [_l GUARD D (Specify)

7A. HAS CLAIMANT EVER FILED A CLAIM FOR DISABILITY INSURANCE BENEFITS?

D YES @ NO (If “* Yes,'” answer questions 7b. Tc, and 7d.)

7B. CLAIM FOR DISABILITY INSURANCE BENEFITS MADE UNDER 7C. POLICY NO(S). (Include letter prefiz)

QNSLI D USGLI D BOTH USGLI AND NSLI

7D. GIVE LOCATION.-F VA OFFICE WHERE CLAIM FOR DISABILITY INSURANCE BENEFITS HAS BEEN FILED

8. NAME OF SERVICE ORGANIZATION RECOGNIZED BY THE VETERANS ADMINISTRATION

LEGICN

MEOT AVTRTOAN
THE ERICAN

I hereby appoint the above-named service organization as my attorney to present my claim before the Veterans Ad-
ministration for all benefits to which I may be entitled or become entitled by virtue of the service of the above-named
veteran under the laws administered by the Veterans Administration and to receive any information from the Veterans
Administration in connection therewith.

The accredited representative (check one) [‘é] is D is not authorized to disclose information necessary in the devel-
opment of my claim to the local organization named below.

9. NAME OF ORGANIZATION, CHAPTER, POST, OR UNIT 10. LOCATION
AQT_TUITTOS POAST N Yol nordalo
C‘vo-‘-. z Ll_‘.;_:..'(‘. POOL ;.I‘\. . 70 CJ:\"L\L/_H,

It is understood that no fee or compensation of whatsoever nature will be charged me for service rendered pursuant to
this power of attorney and that this power of attorney may be canceled by me, or by the service organization named, on
written notice to the Veterans Administration.

11. SIGNATURE OF CLAIMANT 12. RELATIONSHIP ( If other than 13. DATE OF SIGNATURE
veteran)
: /
/ / - /
,/ (_’/f i A
S 29 oy Lt e A T A

R o BN R

.

NoTE.—So long as this appointment is in effect the organization named herei \v1lﬁge3£§gghm¥‘é&%&a\&ﬁ.fm

the presentation of your claim before the Veterans Administration and no other organlzatxon or person, except yourself
will be recognized by the Veterans Administration in connection with your claim orx&ﬁ&)b&ﬁ;@d thereof
§ D

DT e IFE
3781
BIST Gt
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COPY i7)3%
VETERANS ADMINISTRATION [ 9/
Form 3101 I ¢\[
Raviead Fuly, 1o REQUEST FOR ARMY INFORMATION AN
FOR USE OF— a
fay 13 , 1922
DIVISION SUBDIVISION e SECTION UNIT

It is requested that information be given on the subject checked and this sheet returned to the Veterans
Administration.

Army Serial No.: S

Name

(Last.) (Pirst.) (Middle.) otk e &
Rank and organization Compensation Claim No.: C 1,181,732
Date CRIND. . csmmmmsssios Converted Insurance No.: K
Date of enlistment Term Insurance No.: T
Date of discharge or death Allotment deductions, Class A ....ooooooeeeeeen (a8 B sy
1e address From ,19......., to , 19,
Made subsequent to I | | [
Premium deductions:
From , 19, , to , 19.
Status of allotment through Z. F. O. coooeooeoooeeeeeeee Additional information
Has final settlement been made?
Certified copies of Forms 1-B
Alleged disability incurred at
S 1o B R — Hospital No. at from , 19 , to , 19
Treated at -..ceeeceeecememeeeeee Hospital No. at from , 19 to , 19
Treated at -osesmicmunns Hospital No. at from , 19 , to Wi -« SO
Treated. at e Hospital No. at from , 19 , to I L : -
By
Name GRONOWSXI Boman ' 17. Present rank, organization, and location ...
(Last.) (First.) (Middle.)
2. Army Serial No. 272,783 ' 18. Date and cause of death
3. Rank and organization at discharge Pvt.l/c Fdg. Co. .
127 Inf. .. ' 19. Death in line 0f AULY? weoeeeeeeeereeeeeeeecaeeannee " Death due to own
4. Date of enlistment June 21..1216 misconduct? ... :
5. Physical defects at enlistment non 20. Emergency address
6. Was he medically examined and accepted at camp? .....JES 21 Date Of DIFtR e
7. Date and hour of induction by Araft bOATA weeeeooeeeeeeeeeeeee 22. Date and rank of retirement
23. Dates and history of desertion or absences with court-

8. Defects noted by draft board

R BRLD-WAR DIV

9. General or limited service Generzl
10. Date of discharge May 18.. 191C o JAN 26 1934
11. Character of discharge Zonorable 3
12. Date of indefinite furlough ....l0%._of. record Report below on National Guardsmen only.
o] Tl 7 1C

13. Physical defects at discharge ...."-."he...re.co.r.d.s...gii,..t,.:.:..s) 24, Date of President’s call (World War) ....J3L¥. 3. 1917
14. Complete medical histery yover 25. Date answered President’s call

. ; ina Ot mustered in
15. Future address 26. Date mustered into Federal Service ..z: - =

27. Date of physical examination for Federal Service (World
War) July 30, 1¢17

16. Date of reenlistment (new army)

(SEE REVERSE SIDE)

U. £. QUVELNMINT PRINIING OFFICK: 1931




ANINTO VA TAOHS AETd00

) Nt

28. Was guardsman accepted cn physical examination for Fed- 20. Insurance increased to $ on

eral Service? If so, what defects were noted? ......oceeeeeeeee. 19....... , from §

31. Insurance canceled
Reinstated
20. Effective date, amount of insurance and premiums ........... 32. Insurance reduced to $ on
b L5 SR , from $
83. Occupation at time of enlistment
84. Statement of service from 19, to 19......
Camp or station Organization DPeriod served in particular organization
From 19 to s 19,
2—9732

17. Mediecsl records show him treated as follows: B.H.#ll, Aus. 4, 1918 %o
fuz. 14, 1918. Concussion neurcsis due to high explosive shell, Sligh
Ta sction. Auz. 3, 1918. In - line of duty.
B.H.4117 - Aug. 29, 1918 to Cet. 9, 1918. Psychoneurosis,
neurosis. In line of duty.
B.H.#117 - Dec. 7, 1918 to Dec. 17,

neurosis. In line of duty.

concussion

1918. Psychoneurosis, concussion

o zdditionzl medical record found.
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Milwaukee, Visconsin.

GRONCYVSEL, Roman
c-1,181,732

Exeminetion by Dr. B. Erps:

21 headaches, coming on 2 times a
weelk. IHe has & sort of a drawing sensation. A4lso complains of
shortness of breath. When he exerts himself, eithsr walking or by working, he
has to stop because of shortnsss of breath. Has no furthsr complaints. o
othsr pains ahywhere, has no fainting spells. Not unduly exciteable or
“ritable. Has & good appetite and he sleens well. Gets along well with
everybody. Has no enemies.

Complaints: Claimant complains of bitempora

History: Age 39; is married and hes one child, 12 months old. Tor the pa

7 years, claimant has been employed by the City of Oshkosh, during
the sun ner, running a tractor and ftaking care of the golf grounds. In th
wWinter time he works at odd jobs and at times he is employed by the City,
depending on the weather, taking care of the ice skating rink. For a yeer
prior to his army service he worked for the EBverwear Hosiery Compény in
Milwaukee, rujning an elevator, earning ul? 00 a week. Enlisted in army
June 26, 1916; discharged May 18 1919, 'Was on the MMexican bordzr a&nd he
was in F “" nce. Statss he was gassed and shell shocked while in the army.
Was not otherwise injured. Was in hospital for about 2 months. See .L.G.0,
report.

Pzst Illnesses: Denies venereal disease or the use of zlcohol to excsss.
Hes never had any ssrious allments or operations. TXo

Mentel: Claivant is alert, answers cuestions readily and coherently. ilo

delusions or hallucinations. No disturbance of volition or
emotional tone. Appears of the average intelligence. CGeneral information is
good. School knowledge is good. Fo evidence of any psychosis.

e
<
2

L

Heurological Ixamination: Well developed; feirly well nourished white male.
Present weight 136 lbs., stripped to the waist.

Bresent weight in his clothes 146 lbs. Pupils are equgl and regular and react

0 light and accormodation. o Hystegmus, no Strabismus. Facial muscles are

normelly inervated. Thyroid is not enlerged. Tongue is samewhat coated butb

not tremulous. Protrudes in the center. IExtenied fingers arc nct tremulous.

All the deep reflexes, as we'l 25 the superficial reflexes react normally.

Jo perasthesia or anesthesia or hyperasthenia. ITo Rhomberg. PFulse 80 s:ttin;.

After B0 hops pulse is 116; after 2 minutes rest 88. 1o cardio rsspirstory
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Dear Doctors

The above named veteren has been instructed to report to you Ior
examination for Disability Allowance (ponsion claim). {

Gassed and

The disability as stated on his applicatioan is as follows:
shell shocked

When this clalmem'o reports, he should be carefully cxemined in
compliance withe the procedure as outlined in the instructiions relative
the examination of veterans for Disavility Allowance, copy of which has
been furnished you. Report shaould be submitted on form <545, Report of
Physical Ixaminetion, hereto attached. The instruciicrs es set outv ia
the form should be followeds Necussary authority to cover tne examinacion
is also enclosed herswiths

The claiment, in order io be entitled to Dbererits on claim for
Disability Allowence (pension claim), has to heve a permancnt disabilisy,
and under the World War Veterans! Act as amended July 3, 1530, a disa-
bility will be considered permenent which results from an injury or dis<
ease waich is reasonably certain to continue unimproved for an indefinite
period. You will also, in the exemination report, indicate the extent of
the claimant's disability, that is, whether it is mild, moderate or severs.

As soon as report has been completed, it should be fcrwarded to
this office together with your bill in duplicate, and duplicate copy of the
authority. If you will put the following certification on your bill, and
sign it, voucher will not have to be sent to you for sizmature: "I hersdy
certify thai the above bill is correct and just and peyment thercfor has
not been receivedf,

By direction,

—r e 2

L‘:' > ,,-;,
o Co LIZFE b 2 2,
Chiof,Out-patisent Service, ’%&é‘fj 7
. ' 5 ' TRis gy 48
Milwaukee, Wisconsine ‘3%;-/ 3/
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UNITED STATES VETERANS BUREnU ; e e
Form S526-c

APPLICATION OF VETERAN FOR DISABILITY ALLOWANCE UNDER SECTION
200, WORLD WAR VETERANS' ACT, 1924, AS sMENDED JULY 3, 1930,

Name G/?@/vows (/ [T mp N
(Prlnt clearly) (Last Name) (First Name) (Middle name in ful.l’)
sddress 377 WEST ALQomA O5H /o5 H WISCoNS [IN:
(Number) * (Street) (City or town) (state)

I hereby apply for disability allowance under the provisions of Section 200
of the World War Veterans' Act, 1924, as amended July 3, 1930, and submit the -
following facts as evidence that I am eligible for that allowance.

1. ‘Place of birth /\/\.‘ LW AVYKE EOOW /'5 :
" ‘Date of birth AUecuszs 1. 1893

" 2. Description of applicant as of date of this application:

Sex MALF Race \/\/H[‘TE Weight /4 2 pounds.' Héight _5’/é inches.

Color of hair DAR X ’ Color of eyes 13 L |JE Complexion F/—} } Y

3. Give dates of enlistment and discharge for any pevriod or periods of ser:
during the Vorld War, commenc:mg prlor to November ll 1918.

Date Enlisted J/} N E 2 Date Discharged, MAE{ /8 /9/?Ser1al No. Z T3F g 3

Tlace Enlisted /V| [ Liww AYITE E“WM Place Discharged Cam P (,—)/? ANT [Li.
Nature of Dlscharge Honorableé_@ ordinary__ jDishonorable ,Bad conduct 15.C.U.____
Organlza‘glcn at Discharge HE3 . (p — (&7 //\/ F.

Renk or Rating at time, of Discharge PR J iV ATE 1 5T C LA $S

Note:- If during any of these enlistments you served under a name other than the
cue used in this application, state the name under which you served, the period
of the enlistment, and full explanation.
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4, (a) Have you cver applicd for disability compensation? \/ ES
Pa= 4

if so, when and where was epplication riled? JED.@ R0Ss A7 MiL wa U KEE W/ 15

hat is your Compensation Claim Number? B CA NNoT RemeMBRER

(b) Have you ever been physically cxamined for the United Statces Vetcrans'
Lrcau? J\( d

< so0, give datc and place of last cxamination

a

5. (a) Arc you in receipt -of retircment pay? N o

(b) Arc you in reccipt of reduced retirement pay?.  N.O

(c) Are you in receipt of retaincr pay? L DN-O

(d) Arc you in receipt of a pension? . - - N o

(e) kre you in receipt of disability compensation?. . " Nl
(f) Arc you in rececipt of insurance bcne;fits_? L. - No

6. Nature of disease or injury on account of which disability allowance is’

claimed__ FASSED + ¢ H ELL QHocKED

7. Give full name and complcte address of ncarcst rclatlve

MRS. ToHN (RroNowSK( 263] Sa. .’”“51’ /V\lL\/\/AuJ(EE \7\715

8. Have you ‘ever been dishonorably dlscharged Irom any pnrlod of ser\rlcc in any
cranch of the military or naval scrvice? NG If answer is "Yes® state rank
(Yes or No)

und organization at time of dishonorable discharge, and the date of the dishonorab

lischarge ot v B

9. Are you employed? N o T AT PrRE<ENT le\ E

() What is your regular trade or vocation? G)R EENSREEPER HEL PE‘\E

10, Did you file a Federal income tax rcturn for the last calendar year? ZXO .

(4) Vhere? ; i ' ' =

(B) Were you exempted from peyment of a Federal income tax? _

(G) If so, why?__ | po NoT MAKE ENolUHT To N L
COPIED FROWMI VA CLANVES I
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