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G. MISCELLANEOUS INFORMATION 

42. Diel you make an allotment of your pay while in the service? _____ '?,1-_a:: ___ . 

43. If so, to whom ? ------------------------··--------------------------------------------------------- . _________________ __ __ . ____ ____ _ 

44. Give number of any other compensation claim filed on account of this disability and place where 
filed __________________ _________ ___ ________________ ______________________________ __________________________________________________ _ 

45. Diel you ever apply for War Risk Insurance? ____ ,?.7-.7-::~---- (a) When? ---------------------------------------------
(b) Wnere 2 __________________________________________________ .--------------- (c) Amount 2 _____ . ______________________ _ _ 

46. Name of beneficiary in application for insurance ----------------------------------------- -----------------------------------

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

(a) If so, to whom 2 ------------------------------------------------· --------------------------------------------------------

48. Have you ever previously applied for vocational training? ------~:z ______________________________________________ _ 

Give facts briefly _L,~-------~~k ____ ____ ~I_--~-~-----------------
.. -~ ~- ~4.-~--~ -~ . ~Z.-~z/ - - -~~ ,,;_y _____________ -· 

49. Do you wish vocational training~---~---~-""-----------------------------------------------------~---------:"------"-
I make the foregoing statements as a p11,rt of this application with full knowledge of the penalty provided 

for making a false ~tatement as to a material fact ih a claim for compensation, insurnnce, or.vocational training. 

. !:_:f;.~< r ... ,,.,, .. r,r· _____ t:7?~~-/h,:,--z/~L-_____ _ 
, ~ (Signature of claimant.) 

Subs~ed and swor:9-Jo before me thi~£. ____ day of ---------~ ------~----------------- 192 P_2-;' 

by ______ (!~-=----it!£ ~(,; __ ___ , clam>ant, to whom ~tatements he,~e fully made 

lmo7sE:~1 explamed. / . .· -------~~4_-~---~ ~ :~ --------
.. N__otary Public. 

We, the unde~igned, seYerally solemnly swear that we have known the claimant whose name is sub-
scribed above ____ y_ ________ years, and that we have read the statements made by him, and the facts stated 

~~~;;s_:;7~:-~-~~-~elief. ____ 4_!2_ __ Q~:;{JLY~~--ld-· 
(S1_gna'(ure of witness,') V' (Afts of witness.) 

~~;it~~;_3-----' ··----------- --1--1--~-~--~~Add;~~-;;f-~t:--!---------------

Subscribed and sworn to before me this _1(A:.. ______ day of ----~-------- 192 ~ 
---- -· ~-;·:: --- - ~ --~ ----·- --;,:;-_~ .. , 

[SEAL.] .. (.~I(: , · • · - r-~ /,?Ii ----- ~~------~ --
' •· " Notary Public. 

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

STATE OF - ~-~~~~---- l 
COUNTY OF ---~~--k ______ j ss: 

We, the nndersigned 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 e.nswers; that we understand the same; 
that we are the persons named in said answers as dependents; and th~~tatements contained therein as 
to relationship and depende~cy of each of us toward said applicant are ~e. 

-- #/'_k __ ~~ ~t;77~L X ___ l?) ·-----------------------------------------------
/ C::,/ (Signa};'Ie of nf!iant.) . (Signature of affiant.) --~r-,~ X -------------------(S;.;;;,;;-;,-;;,;;,;:;-------------------

hi , -~/· ~.i,"£. ... 
SUBSCRIBED and sworn to before me t s ____ ____ ,:-°!:_c_:- __ day of_ __________ ._!,'a·:<~------------ 192 r -. 

~ ' . B~ / ✓~/'~ ~. 

f"~ D L 1 
( 'id 2' S ------~?.<:£.«"~c_;:,{~~-: ___ 2'_<:-_?"::~:-:_: -::_·~----------

&:.-.[!(~:::. 1.,~•,w+.,u.!'JJ AjN _ ,··- ········ , ___ _ 0 -f/otary_f:JJ,blic~ . • .. , . . .,_--- -~-..- ··-- · ···· ---·· ·:·- ·•·· \ ··c,-r , \ r l\J r· <::_( r,, r r [j'·' rt [J ·c' \ -.\\i r \_\r .L . - ._ , ;;, .(fo._\ , :f---r! ~ _. rt ... -~~-~ .i ._L~ ~ -i-J ,._. \1 ✓ -r;__ -~ -~ ,- .,_,_,-_ .,__ · ··- · · - - . 

[SEAL] 



28. 
29. 
30. 
31. 

32. 

F. _1.MILY OBLIGATIONS AND DEPENDENCY C .• iMS. 

A~e you sin~le, married, widowed, or divorced 2 ______d~------- ---------------------- - -- ----------------
Times marned____________ Date and place of last marriage ___ _____________________ ______________________ ___ __________ _ _ 
Times present wife has been married _____ ______ ______________________________________________________________________________ _ 

Do you live together? __ __________ ___ (a) If not, state why you are not living together, and your wife's 
present ad dress _________________ _______ ___________________ __________ _____ _______ _____ __________ _____ _______ __ ___________________ _ 

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

DA.TE OF BIB.TH 
NA.ME OP CHILD Nurn Al',"1) ADDllESS OF PERSON WTTEI WHOM CHILD LIVES 

Day Month Year 

------ -- --- -- --- ---------------------------------- -------- -------- ----- ------- ----------- ----- ------------------ -- ------- -------- ------------------ ----- ----- -- -- -- ---

33. 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 _______________________________________ ~------------------------------ --

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

35. Gi;~v:~~:ma:~na~~~eess of each parent-living_ -o/~--/~1----"=~-=~-------------------:'7&---- ,:,-~,, -~r~--✓/4 ___ y,, r/Y'~--<L<7-· ----~z~ _____________ ~~. _____ _ 
36. Age of m6Tuer ___ ~_.f.. ___ years. · 
37. Age of father ___ z.....z... ___ years. 

38. (a) Is your mother now dependent on you for support? --------------3L:.--~------------~------------------------
. (b) Is your father now dependent on you for support? - --------------~~--------------------------------------

39. If compensation is claimed on behalf of either parent, or both, answefthe following questions: 
(a) Are they living together? -"--~---- · (b) Widowed or divorced? --------------------------·---
(c) Are they incapable of self support? (Yes or noL-----~- · _ · 
(d) If so, how is each incapacitated? Mother_ __ '.2,P-~------~~-~~~------------

Father __ 7ft~,£.z__ <&:Z-<- --~~~("' 4-<?-->---'-4'.c;:.z-'-4>= ______________________ ________ __ _ 

40. 

41. 

(e) The average monthly contribution you gave to your mother,$----~~~; your father,$--~~ 
(j) Value of all property owned by your mother,$ _______________ ; your father, $--2-~-~-
(g) What is the monthly amount of money received by your mother from all sources, $ ____ £-?~; 

your father $ __ -;q..~"---- · 
If you claim disability of father, a physician's certificate must be attached hereto showing~ 

extent he is incapacitated. - k-. ~~.....--~ ....,,_,~ ~~ 
Give · the following ~ormation concermnf atf of fcmr'brodrei'."; aifcrs'iste~ou have none, write 

"None" in blank space below. · 

NAME AGE. RESIDENCE 11ARRIED. OCCUl'A.TION Amro.t..L INCOME. 

- . ---------- -----. ------- -- ---- --- --- ---- ----- -- ---- ---- ---------- --- ---------------------------- --- ----- -- ---- -- -- ------ -- ---- ------------------ ----- ------------ ---

--- -- ------ -- -------- ------------ -- ------------- ------ -- -- ----- -- -- -------- -- ---- ------- ---- --- -- -------- -- ----------- ----- ------------ ---------- -------- ------------

. . . . . • .. -



/ j APPI.JCA'l i FOR COMPENSATION AND VOCATIONAL AINING 

/ ·, / i ~~' A. PERSONAL HIST~Y. 
f Full name_ \ ________________________ ~ ____________ _______ _________ $~1 ----------------------------------------------

1 • 2 Aj,<lfess ___ . ' .. 9:,:, J-L,s'"-~--,,J' / ....... .. J$i'.~"'- ........ ~""'• •=•' ..... 
YTr. (Numb~r.) (Street.) 6- (/4_or Town.) (Stnte.) 

;_,_ Under what na_111e ~ you serve? -----~~!---e-2:Z~=-.:~-~-----L-d~.kcL~~-::L ______ 
7 

__________ _ .,,. _________ _ 

4. Color__ ___ ...i.:-e-7~.:-______ Date of birth_i_;.s-<.~TJLl~J_t:____ Place of birth _____ ~ :::~L~ L--'ZZ---<--"--~ , __ u~ 
B. MILITARY EXPERI'.ENCE 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. 2-Z.32-¥3 

6. Date you last entered service ____ f{~-_:;._t __ /f, ____ _/_f f_~-- ------------------------------------------------- -------------
Place of entry ____________ 67p ~-~ __ ,,z//4~ --------------------------------- __________________ ,. __ 

7. Date of last discharge __ -¥~7 -/J;_L_2"LJ'__________ _ Place of discharge __ fi"::?::.~!-L.,,c~":::L✓-.__~-ef:t: ___ _ 
8. Company an~iment or 6rganization, ~sel on which, or ,.station in which, y6u last se1:ved ___ ____________ _ 

______ _/k" ___ ~¼__-er-:._/ ..z_ 7 _ ~ A! ..,-?r/ _,,_,;.. _ z;--,,, -------------------------------------------------
9. Rank or ratmg at tune of discharge _____ t?~ __ J. ____ 0~--~--------------------------------------------------

10. Nature of discharge: Honorable:~-)(_ •• ____ ; Ordin~ _'.'.:,:"!•1~-':'"':~--; Dishonorable ____________ ; Bad conduct __________ ; 

N 
3
: ?· ~-di---bili ____ 1 . _,. cl . ~~ R .,d_~ / P-r. '~.:ca· bil" .fr. atUie o sa ty c aune _L _ ·- ___ .£P_ --------~~o \ 1sa itY---------------------------------------

12. Date disability began~~.,,z ____ _t_f_ L2 __________ , ____ ,: __ ~------------------------------------------------
13. Cause of di_sability____ ---- ,.._ -. Y--4t;,4~~ --~~------------------------------------------------
~!: ~e;::e~:::~;;t;~~~t-~~#ii~~;:~~th~;-h~;~-it~l-?-~------~----~~/4177 

16. li •• ,,, 
state whether suit has been comme11ced against, or settlement made with such person on account of 
such injury: ______________________________ { ________ ____________________ c_______________ If settlement has been made 

or damages recovered state which, and the amount: _ ------------------------------------------------------------------
0:' OCCUPATIONAL EXPERIENCE. 

17. What was yom principal occupation or trade before entering the service? . 
£%~ ~f )• _____ ,;1 z ..z_ cP°-0- ------------------------------------------------------------------------

. . , : (Occupation.) , _1; • (Monthly wages.) · (De.te.) 

18~ Gi::l1~~~or y.ade_ in _:)j,~~u were engaged: ---------------------------------· -------------------

~"~c~~~~~ages.) ---------------------------(Dates.)-----------------------------------
' (Occupation.) 1 · (Monthly wages.) · (Dates.) · 

19. Last~ernployers bef?r~tering the service : ,,,,_ _ . · . __ 
_/~5-~/~~-~~----------------~(;~--~~~-~e_Lf..L_,2 _____________ _ 
___;:~4-1_'..Am i1oyeti'fiame.) _ C,,-----: __ /v1 ff c~ay~ a---...J;r ('.l.~ime :t~°r~.l _______ -_________ _ 

(Employer's e.) (Address.) / (Timeemployed.) · 

20. Occ-upations since dischar~e, dates of each, and wages received. If less than before, w;? _________________ _ 

~.A/Y*;24/7 fr ____ ~~g~c _ _/f?/J? (~daZ- /z>✓--(MonZ:~~)-----------
~-~"-----~/.'::~_,;s;?::;::(,~J::--6.-,- /--1-L-?- -----------~_,2_, __ t:i_-?_[ _____ ____ }t<,L/L~cc_~----------- --

(Occupation. ) · · . (Co~nciny date.) (Ending date.) (Monthly wages.) 

21. Present employ. er_ --------~--<L7-:. .-✓---~~-_.--r: _ _a~~-.--------------------------------------------
. ' , . (Full nam-;f-- (Address .) 

. - · . D . EDUCATIONAL IDSTORY. . 

22. How far did you go in grade school? _____ .z./4~-~-"-~~----- In high school? -------'.'.1l-'~-----------c--
23. What other schooling have you had, such as college, Army or Navy school, night school, correspondence 

school, _et9. (Answer fully.) ----------------L'21-~-----------------------------------------------------------------

E. MEDICAL DATA. 

24. Name and address of physicians who have since discharge attended you for your disability _______ _o/~--

. 25 . Are you confined to bed? ____ ?fl-_
0

_____ Do you requii-e constant nmsing or attendant? ___ j!t_tc.:._ ___ _ 

26. Name and address of nurse cir attendant_--------------------------------------~------~--------------------------------------
~7. A.re you willing to accept ~edical or surgical treatment if furnished? __ _ 1/~J____ . c

2
-

8766 
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REX ELEVATORS AND REX CONVEYORS, ESTAB LIS>;<,f~ 



GS E 
icREA-8E 

INSTRUCTIO NS. - lf st~ncil is not . us~d to fi ll in inlormation in caption, then type only those items which or!l 
unshaded. 

NAME C-NO. DATE OF RATING 

8-31-56 
DATE OF LAST EXAMINATION 

7-9-56 
OCCUPATIONAL DETERMINATION (// reqv.irtd) 

RATINGS 

Jurisdiction: Reopened claim, 8-527 filed 5-2i-56. 

Issue: 

Facts: 

PI' Pl' III. 

Veteran worked as a general w.aintenance man for the ci~y of 
Oshkosh, Wisconsin, until 6-2-56 when he was granted a leave of 
absence due to ill health. He last worked on -4-25-56. He bas not 
returned to work and his doctor has advised him not to resume 
employment. 

Examination reveals a severe exertional dyspnea du~ to emphysema. 
X-ray showed almost complete loss of the puJ.Jnonary markings of 
both lurig fields. There is also flattening and irregularity of 
both leaves of the diaphragm and blunting of both costophrenic 
angles . Chest measurements are: expiration, 38 inches, 
inspiration, 39 inches. 



I, BERNICE L. FULLER, REGISTER OF DEEDS, in and for the County 

';~;:~~-r~:ra::~d~iw~m~~;~J~1~ j:n c~ ~fi~l_t~~1~ $~~1~0 -~a~:~,8 ~-
___ --· a, .. .. . . ... ... . . ,.. -✓ ~----- • __ ._.., __ --- ' ✓--· ·-· _.....,_ __ .. • •• -·· -·--- · ··- •• ••• • • ·--· ·-- ~ - • • • 

in and for said county, on the ... 7.t):·~············ day of .... AY!!.U ................... 19J9 ... , at 

-3 2-~ .......... M., in volume ... J. .......... on page .... ..LR ...... . 

IN TESTIMONY i iVH EREOF, I have hereunto set my hand and affixed my 

official sea l this .. 1.8..th ... day of ........ J:q,JH': ..... ... , A.D., 19 5R . . 

By 

-----------------------------------------------------------------
Regi~ ter of D eeds in and for 

\,Vinnebago County, \Vi ~consin 

Deputy 



STATE OF WISCONSIN ( 
WINNEBAGO COUNTY S ss. 

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 f01: said county, on ,the _____ ]j;_g ___________ day of ----~.:RrJ=l'-------

____________ M., in volume ___ }} ______ on page 276 
IN TESTIMONY WHEREOF, I have hereunto set my hand and affixed my 

official seal this ___ lKth ___ day of ________ J_:rurn _________ , A.D., 195Q ___ . 

;✓~ ~~~ ,/' 

/ .::1£ 7/ 11,,~ /, _ J ./4,-vl L(1./ ____ _ 

By 

Register of Deeds in and for 
Winnebago County, Wisconsin 

- D eputy --- ----
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HARVEY MONDAY, M. D . 
OSHKOSH CLINIC BUILDING 

19 JEFFERSON AVENUE 

OSHKOSH, WJSCONJSN 

May 10, 1956 

Veterans dministration 
Oshkosh 
Wisconsin 

Re: Hr .- R. Gronowski 

Dear .:3ir : 

cir . Roman Gronowski has been under my care 
for the past twenty-four months, and during t his 
time I have had occassion to observe hi.m closely 
fo~ symptoms regarding his cardio respiratory 
,,ys t em . 

fr. Gronowski states he has had a chronic 
:ough for !'lany years dating the onset to World 

Har I dur ing whi..ch he ll!tas a casualty of chlorine 
gas . He further states he was hos pi tali zed i-n 
F'rance 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 even 
slight exertion brings on attacks. It has been 
neces ,,,ary for hi!'! to lea,re his e!Tlployment. 

In February 1956, Hr . Gronowski was • hospi
tal ized for evaluation to determine the extent 
of pul..nionary da111age . The degree of pulmonary 
fibr osis is such that Nr o Gronowski cannot re
smne hi s employment and ad,rised to retire. 

The diagnosis regarding this natient is 
Pulmonary Fibrosis, moderately severe with 
early Cor pulmonale. 

HM/lw 

- ' :1. A . .,A __ J. D!V, 



Form approved. 
Budget Bureau No. 76-R00B 3 .. 

VETERANS ADMINISTRATION 

EMPLOYMENT STATIEME T 
(In Support of Claim for Total Disability Benefi.ts) 

1. LAST NAME-FIRST NAME-MIDDLE NAME OF CLAIMANT (Type or pdnt) 2. CLAIM NO. 

GRONOWSKI, Roman nmi C- l 181 732 
3. SOCIAL SECURITY NO. 4. DATE YOU BECAME TOTALLY DISABLED 

398-10-/4280 April 25, 1956 
SA. WHAT IS THE MOST YOU EVER EARNED IN ANY ONE YEAR? SB. WHAT YEAR? SC, OCCUPATION DURING THAT YEAR 

$J ,702 . 6'J 1955 Laborer 
6. LIST ALL YOUR EMPLOYMENT. INCLUDING SELF-EMPLOYMENT. FOR l 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-Pa r k Sy ,tern 
Twelve City .Hall 

() c:,hlr r, c:<h Wi C'f"' Laborer Ei:ex.eFJ. Ten days $3,702.60 
, 

7. LIST ALL YOUR EMPLOYMENT, INCLUDING SELF-EMPLOYMENT, SINCI; YOU BECAME TOTALLY DISABLED 

NAME AND ADDRESS OF EMPLOYER KIND OF WORK MONTHS WORKED TIME LOST FROM ILLNESS TOTAL EARNINGS 

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? 

- ~ YES □ NO (lf "yes," give the facts) Af t er working for a sho rt spell , I find it very hard 
to brea t he ;1n d h:?.ve to rest . 

11. IF YOU ARE NOT NOW E'MPLOYED OR SELF-EMPLOYED, ON WHAT DATE DID 12. IF YOU ARE NOW EMPLOYED OR SELF·EMPLOYED, HOW LONG DO YOU_ WORK? 
YOU LAST WORK? 

4.pril 25 , 1956 HOURS AJJAY 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 

. 
.. ,::, ,._ -

-~~Ly€ftver1 
V. A 

. rt t i-t ::-

~<. i ":_ ... 
,. ~ \'. ,6 ,...., 
., ··~ ·\ _.., I LJf · 14. WHY DO YOU CONSIDER YOURSELF TOTALLY DISABLED? 

Because of bre3.thing diff iculty 3. t leas t 
' t-, t ',.,. r-.... f \ 
exert::-..Lon. ~ 

!SA. TOTAL EARNINGS FROM WORK FOR PAST 12 MONTHS !SB, TOTAL EARNINGS FROM WORK FOR PAST 3 MONTHS 

$ 3, 7:J 2 .6·J $924.00 
16, WHAT ASSISTANCE DO YOU RECEIVE TOWARD YOUR LIVING EXPENSES OTHER THAN YOUR EARNINGS FROM WORK? 

none 
·--·--" .... 



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

GRADE SC HOOL I HIGH SCHOOL I COLLEGE 

8th gr 3.de none none none 
19A. DURING THE PAST 12 MONTHS WERE YOU (Ch eck applicable bo:z. or boxes) ~98. DATES OF ILLNESS A - rp.y S ..l,..G - )4; J.-

• [xi UNDER DOCTOR'S CARE □ ILL IN BED AT HOME [Kl ILL IN HOSPITAL -56; Ca rd . ~-56 ( 2) ; be cam~ 
- • ,.., ,., ,.., r-1' ,., ,.., ,,.,,_ 

l9C. NATURE OF ILLNESS 1 ......... v_t-'•'- ~ /~/ ..,, ~ /~• 

6 
ill 

12- 55 
Pulmon-s. r y Fibrosis, moder -3. tely severe with eary Corpulmon ':!. le. (as t aken 

from Doctor's reoor t ) • 
19D. NAME AND ADDRESS OF DOCTOR (If a n y ) 19i NAME AND ADDRESS OF HOSPITAL (If a n y) 

Dr. Harvey :.rrond ay Mercy Hos_pi t 1. l 
Clinic Bldg., Oshko s h , Wisc. 0 shl::.osh, vv isc. 

Answer itezns 20 through 31 if you operate a fa r m o r ·business. 

20. KIND OF FARM OR BUSINESS YOU OPERATE 121. DO YOU OWN T HE FARM OR BUSINESS? 

Om D No • 

22. DO YOU LIVE ON THE FARM OR BUSINESS PREMISES? 23. HOW MUCH OF YOUR FOOD COMES FROM FARM. STOCK OR PRODUCT? 

□ YES □ NO 
□ NEARLY 

ALL 
□ ABOUT 

HALF □ LITTLE □ NONE 

FARM INFORMATION BUSINESS INFORMATION 

2M. NUMBER OF ACRES 248. ACRES IN CULTIVATION 25A. GROSS BUSINESS RECEIPTS LAST YEAR 

s 
24C. GROSS RECEIPTS LAST YEAR 24D. PR INCIPAL CASH CROP I 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 YOU REDUCE ACREAGE UNDER CULTIVATION OR YOUR 

VOLUME OF BUSINESS? 

. □ YES □ NO □ YES □ NO (If "yes, 11 explain u nder item 31) 

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

□ ALL YEAR □ HALF YEAR □ SOME □ NONE □ ALL YEAR □ HALF YEAR □ SOME □ NONE 

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

□ YES □ NO 

COUNTY AGENT OR OTHER PUBLIC OFFICIAL WHO VISITS OR KNOWS MOST ABOUT YOUR FARM 

30A. NAME AND T ITLE 30B. ADDRESS 

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

32A. WHAT INCOME DO YOU EXPECT I AMOUNT 
TO RECEIVE DURING THIS CAL- ► l _ 1 ~ l I O 
ENDAR YEARl $ · , •~ 0 _.:+ 

INCOME DO YOU EXPECT TO RECEIVE FROM THAT DATE TO TH E END OF 
1 32B. IF YOU BECAME TOTAU y DISABLED DURING THIS CALENDAR YEAR , WHAT ► I AMOUNT 

THE CALENDAR YEARl s none 
C ERTIF ICATION-I hereby certify that the information I have given a bove is true and correct to the best of m y knowledge a nd belief. 

33A. ADDRESS OF CLAIMANT 33B. DATE 33C. SIGNATURE OF CLAIMANT 

377 w. ~lgoma st. Mayl 7, ' 56 I?~ ~ ~ ~ :,; -
,, 

~ 
J -

WITN ESSES TO SIGNATURE OF CLAIM ANT IF MADE BY "X" MARK 
NOTE-Sign atu res Cr.J.ade by.mark must be witn essed by two person s to whom the per son mekin;g the statement is personally known, and the sitnatures 

and addresses of such witnesses m ust be shown below. 

SIGNATURE OF WITNESS ADDRESS OF WITNESS 

1 

SIGNATURE OF WITNESS ADDRESS OF WITNESS 

2 

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



I l ,.;, ,, 
/NSTl?UCTJONS.-Jf stencil is not vs.zd to fill in inf rm afion in co pt ion, thrzn· i typ.e 6nly thos<e it<2ms which ar:i 
vnshodzd. 

NAME 

RATINGS 

Jurisdiction: 

Issu.e: 

Fc..cts: 

C-NO. DATE OF RATING 

1181 732 1-10.,.56 
SERVICE SERIAL NO. DATE OF LAST EXAMINATION 

2-24-32 
OCCUPATIONAL DETERMINATION (If required) 

Reopened claim. 

Service co~nection for lung co~dition. 

Veteran's claim of tree.tment in se:rvice fo:r gassing which he 
believes is t he cause of his present lung condition is not 
substantiated by records. He was hospitalized in 1918 for 
concussion neurosis from which he apparently recovered. 
Residuels ~ere not foimd at separation or examina~ion made in 
1932. Statement from Dr. E.:Mona.a.y has been noted. 

Claim fox Pt III is not treated as veteran's income exceeds 
regulation. 

8. :Not service incurred or aggr~.va.ted WW I 
PUINODJARY EMPl:IYSEMA WITH PULMONARY FIBROSIS, MILD 
HERNIA nmUil'ifAL LEFI' 

35. Hot found on la.st examinetion 2-24-32, N.P. dis2.bility. 



VETERANS ADMINlSTRATION 
REG I O NAL O FFI C E 

342 NORTH VV .A. TE R STRE ET 

MILWAUK E E 2 , WI SCO N S IN 

Y O UR F ILE RE F ER EN CE : 

IN RE ? L y REFER TO : '3,C?./(!1) 

1!' ~ Ro n • cin1<.J. ,u,,;:, ........ 

37'! i_"'zt Alttca.a Str~et 
as ko$h ... eo~ _ 

Dear Sir: 

C- 1 

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

Befor e compensation payments can b e authorized, it is necessary that 
the e vid ence on file show a disease or injury incurred in or aggrav ated 
by serv ice in line of duty and disabling to a degree of 10% or more. The 
offi cial records and all other evidence on file in your case at this time 
fail to establ ish that these requirements have been met. 

It has been found that: 'fh-~:re ia • 
· tcr ~mi ·t• ? ··" 

ion ... e1" 
, 1$ d~?d 

· eli,gibl$ , -
It must ·1• his 

ssbtr.. ,.,~~ ::-, 
~ yo1 ~c ,n.:)t e~iQi 

1J. i,;., t ~ 
If you have no further evidence to submit but have substantial reason to 
b e lieve 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. A ~CW c b4, l t~ ... as MM :..~J 
yo vice " . ~n" t!ct.t,, the A.oorica: .. 1o€in "' 

Very truly yours, 

J • E l,> ~WN 
A Judieatien Off! 



I, _____ GRONOWSKI ___ _______________ ROMAN __________ nmi -------------------------------------------------------
Home address CL"J"rr-mf:t c~1'.tG01VIA c~ffffi~T ______________ Offlt~6mr~--------- WIS CON SIN ___________ _ 

(Number) (Street) (City or town) (State) 

hereby make application for compensation or pension based on military or naval service. 
1. (a) Place of birth MIJ/NAJJ~_E_E, __ _ WIS_~-------- (b) Date of birth AJJ_G_QST __ ll..,_ __ 1894 
2. Description of applicant as of date of last enlistment : 

Sex __ _MALE______ Race _J~_lll_'J;_.E________ Weight __ l,./4._5-____ pounds. Height 'l.l.:~-iuches. 
Color of hairl2K __ ~_E_Q_'W_ij______ Color of eyes _B._L.DE____ ________ Complexion .EAIR _________ _ 

3. (a) Make a cross (X ) after branches of service in which you served : 
Army -~---- Navy _______ Marine Corps _______ Coast Guard_______ Nurse Corps ______ _ 

(b) Did you register under the Selective Service Acts? ----~_Q_ ____________ _ 
(Yes or No) 

(1) Address of local draft board with which you registered __ -:_-:_-: ____________________________ _ 
(2) Your home address at the time of registration -----===------- ----------------------------

4. Give the following information about your active service : 
ENLISTED DISCIIARGED 

Date Place 
SERIAL No. 

Date Place 
Rrnx .AJ,m: ORGANIZA.TION 0RA.RACfEl(OF DISCilARGE 

6-26-1916_ :Milwaukee __ 27J78J _5-18- Camn __ Grant.,_ __ PFC __ Ha s • __ Co~ ____ Honorabl_e ___ _ 
____ ________ ____ __ _______________ i_ _________________ _ 1919 I 11 in o is ____ 12 7th .Inf • _________ , ____________________________ _ 

------ ------ ------------------------ ---------------- ------------ ------------------------ -------------------------------- ------------------------ ------ .. 

NoTE.-(a)If 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 --------------------------------------------------------------------------------------------------
N OTE.-(b) If reservist, give the periods of active duty and branch of service -------------------------------------------

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

Yes or 
No. Place of Application Date OlaimNo. 

Are you now 
receiving or 

have you 
received? 

(Yes or No) 

. Disability compensation_ _____________ __ _____________ no __ --------------------------------------- ___________________________________________ _ 
Disability allowance _______________________________ __ ye S _ 0 shlco sh, Wis• _______ 11-7-31 __ C-1181732 __ __ Ye S 

Active service retirement pay ____________________ ___ no __ --------------------------------------- _________________________________________ _ 
Emergency officers' retirement pay ______________ J}Q ___ -------------------------------------- _______________________________________ _ 

Retainer pay . -------------------------------------- ___ DQ --------------------------------------- ____________________________ _____________ _ 
Insurance benefits ______________________________ _____ ___ !1.0 ___ -------------------------------------- ______________________________ ____________ _ 

Pension_ _________ ______________________________________ __ J1O ---------------------------------------- -------------- --------------- ___________ _ _ 
Hospitalization_ _______________ . _______________________ no. __ ---------------------------------------- _____________________________ _____________ _ 
Domiciliary care ____________________________________ __ .11!)_ __ - ------------------------------------- -------------- ------------ ______ ____ _ _ 

. Last period of hospitalization ___________________ _ __ _yi..,0. __ ---------------------------------------- -------------- --------------- ___________ _ 

United States employees' compensation ______ __ J}Q ___ ----------c----------------------------- -------------- ------------- ____________ _ 
Civil Service retirement annuj_ty ________________ __ DQ ___ --------------------------------------- __ ___________________________________ ____ _ 

(b) Have you ever been physically examined for (1) The Veterans Administration? __ )2?.. ___________ _ 
(2) The Civil Service Commission? !}. _ _?_ _______ (3) The former Pension Bureau? _Y.:~-~--
(4) The Enlisted Reserve Corps? -~_<?_______ (5) The Officers' Reserve Corps? ____ g9 ___ _ 
(6) The United States Employees Com1ensation Commission? __ !fQ _____ _ 

___ ___ ?~-J~j8_~~r~~f f18f~-~~-~~~~-~~~~~~~~~-~-~=~:~~~~~=~=:!==:~~:!:~~~~:::!=~=~~::~=~=:~:::~=:: 
6. N atu.re of disease or iajury on account of which claim is made and the date each be~an ________ _ 

LUNG I NJ URY OF LOHG ST ANDI NG BELIEVED DUE TO BEING GASS1:1.,D IN 
_____ VJO RLD _ \1\J _!i.R __ I------ ----------------------------------------------------------------------------------------------------

0 

7. (a.) If you received any treatment while in the service, give the name, number, or location 
of the hospital, first-~id station, dressing station, or i_nfirmary,_or the or&"a1!izatieiw l hi§\~Lias 
attached* the dates OJ. treatment, and the nature of sickness, disease, or mJu~ ---=--------------------------·---
_S HOCK__,D--A UG e __ 2_.,___ 1918--DRAVIGNY _FIELD __ BOS. PIT.A L--ATlACH:g:Q._;ro _ 3~d PIV.., r~.'7[. ~·l';I 

.. ·r·A~D.JE_QN:p~-... ~lrWR~IiJ-r#Q_$.P~f.flrI~N-D~Q:~\,f[" ___ ·5~\l!---~\.-~---a~i2Lf.·--~.--7i\-:,f~J\\t.-[~8- ft' . .· .. ~ 
. f 'L , . rt . L \ rt ,. \_ .l~ . . Lt_ \'/ }~~ -~ .c.-!dI-\~--- -l vf f0l9¼) ·-· .. ··-· ·-~ -~ 

- ~ ~ rl- _ _ ..;~ .J:;.,I ·- · ·- - -. . . 



(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: 

NAME PRESENT ADDRESS DISABILITY DATE 

Dr • Wm • __ Clark _____________ 0 s h.1{o sh,__ Wis • ___________________ ____ Ulcer __ O __per at ion __ 7 - 2 7 -4 9 ______ __ _ 
Dr.. Earvey Monday ___ 0 shkos h, __ Wis. _______________________ Lung __ inj_ ury _of ____ 12-1-54 ____ __ __ _ 

-------------------------------- -------------------------------------------------------- ____ 1 o n_g_ __ st and i n_g ____________________________ _ 
(0) 1 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: _ 

Nil!E ADDRESS DISABILITY DATE 

Ann __ Gronowski ______ _3 77 __ W. __ Algoma __ St_. ___ ___________ Double __ Hernia _________ O_pera ti O:Q __ in 
-------------------------------- -------------------------------------------------------- ________________________________________ l 9 3 4 __ at _ V_ --~= • 
------------------------------------------------------- ______ ---------------------------------------------------- _______________ Bos Pit a J. _,__JFI o od , 

8. (a) If you served in World War I or II, 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 DUTIES PERFORMED DATES 

! ------------------- -------- - ----------------- ----------------- ------------------------- -- -- - ---------------------------------- --- --- ------------------ --
----------- -------- -- ------- --- ------------- ------- -- -·-------- --- -- ---------- -------------- - ----------- -- -------------------- - ---<-- --------- -- --- --- -- -

------- -------------------- - ----------- -------- ---- -- - -------- --------- -- ------ -- -- -- ------- --------------- -- --------------- -- --------------- -- -- -------

(b) If you served in World War II, give the following: Highest grade completed : Grammar 
School ____________ High School ____________ College ____________ University __________ Kind and length 

of any special study (such as business, trade, professional, academic) ---------------------------------------------
Where _________________________________________________________________________________ __________________________________________ _ 

Length of course ------------------------------ Years completed -------------------------------------------------------

Did you (gra~uate? --------------------.----;-Eab o~c;f _!l~eiei~it;~ --to--r:G:"fif--oiitdoor--w<irl:-~ 
9. What IS your trade or vocation. -----------------------------------------------~---------------------------------
(a) Are you employed? _y___~_;:}_____ If so, by whom? _§J_tx __ Qf__Q_~J]}f_Q_e_h:-_::.:e.?:rt __ RZ_~_t~_rp. 
(b) Wh · t· · th $ F h t ? Ci ty of O sh at 1s your en ll'e mcome ~ mon , ------------------ rom w a sources. __ :::-,:__ ___________ • 

___________ j~l. 6 5 _per __ hr. _,_44 ____ s __ per __ week_, ___ s ix_ months __________________________________ _ 
____________ $1. 6 5 _ _per __ hr._,_ /40 _hrs __ per __ week , ___ s ix __ montas ----------------------------------

( c) Names and addresses of former employers for last 12 months : 
DATES OF EMPLOnIENT EARNINGS 

NA:t..'E AND ADDRESS OF EMPLOYER 

B"'~"" '""" Wecldy I MooO>ly 

1:; - : =:: ::=:::::: :: :: : :: ::: :::: :::=:: ::::=:::: : ::::: :: :==:: ::=:::::=::::: :::: :::::=::: ::=:::::::::: :::::: :==:=:=:=:= : : ::: 

TIME LOST 

(d) Are you being furnished hospitalization or instituttonal or domiciliary care by the United 
16-36390-1 
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States or any political subdivision thereof? ______ NQ__ What institution and where? ____ _______________ __ _ 
-------- ---- ------------ --- --- ------------ --- --- ---- -- ------ --~ -- ----- --- --

10. (a) Are you single, married, widowed, or divorced? ______ MARRIED __________________________ __ ___ _ 
(b) Times married _QNQE___ -
(c) Date, place, and name of spouse of each marriaic __ MARCH __ 33:L _ _!_2]_Q_ __ 1~--~~~--Q-~----

-______ .PRO.CK ND vv ________ __ __________________________________________________________ ____ _______________________________ _____ _ 
(d) Date and place of dissolution of yoUT marriage ------------------------------------------------------------
11. (a) Times present wife has been married _ _D_N_C_E_ __ 
(b) Maiden name __ ANIL_C_e __ .P_RQCKNQ:W ______________ _ 
(c) 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? _____ __ N_Q________________ If so, give the 
following particulars about each child: 

DATE OF BffiTII 

FULL NAME OF CHILD 

Day Month~ 
PLACE OF 131.RTII 

NAME AND ADDRESS OF PERSON WITH WROU 
CIIILD LIVES 

--------- ------ -- ------ ---------- -- - ----- --- --- -------' :::::::::: --------- ------ -- ---- ---- ---- - ------------- ------------ ------------ --------------- ------

14. (a) What is your father's name? -----~QHI'L.G.B.O.N_Q_W.S_K:L ___________________________________________ _ 
(b) Date and place of birth? ________ Hi.5-Q __ _:l.D__.G.E.BMANI ____________________________________________ _ 

15. 

(c) Is he now dependent on you for su
0

uort? __ _N_o_-:-_-:-.D.ECEASED __________________________________ _ 
(a) What is your mother's name? ___ J___J~IA _______________________________________________________________ _ 
(b) Date and place of birth? __________ 18.52 __ .in_.G.E.RMANY __________________________________________ _ 
(c) Is she now dependent on you for support? _]_0_::::.P.EQEASEI) _______ ___________________________ _ 

16. Give full name and corp._Qlete address of nearest relative at date this claim is filed ______________ _ 
ANN C. GRONOvV::iKI- -WI FE 

I HEREBY CERTIFY that I* (have read) (have bad rQ:oid. to me~ 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 foregoing 
statE:ments are made as a part thereof with full knowledge of the penalty pr~-ed for making a false statement 
as to a material fa.ct in such application. /-;) - / 1 

M~ z-:: ---------------~~ -----------t!;, (Sii.~ture of clai]-Ilnnt) _ 

SUBSJ.9!ED .A.."ffi s'\w to before "fJYl this _____ ;Lj_ _________ day of _________ p~-----------------, l9J_~ 
by _______ l~"'td'!':.-V~~------------------·---------------------, claimant, to w om the statements herein 
were fully made known and explained. I certify that the questions and an~theret ve, in my presence, been 

"~[s~1;.td by) the claimant. ------------- ---- -------- --~- __ _ __ -;f4)_ _____ : ___________ _ 
*Delete inapplicable words. 16_ 36390_1 :H)X, :;f~J;;i/.St ·:/~

5
:';:·IPE.s Notary Public. 

TO BE COMPLETED BY VETERA..'N' 

Dato .. ~ . . . M. .. :,". ..... L.i"...2 .. 0 .-:=-..... Number ....... . . . ... ............................... ......... . 
I, ____ _,c -~~.,:__,,, __________ r,:::y.:>?-"'~ ___ (Veterans Ad.ministration will enter)-----------

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

hereby make formal application for compensation or pension based on military or naval service. I 
have nott previously made application for this benefit. ,,,.,.. , 

*If you have made previous application either - ,✓/~:t._-±J,_ ____ _ ,c~~--------------

by letter or form, cross out the word "not." ,;;(~ .... ~t:t( t :~u~am~ ,.;;; __ 7 _ • ,..<_-~-rL , __ 
3 7 z /~~t:~-2;~~,.::~arge~--::'.:-'.· ---~ ---

((Home address) . , 

r. ,- r.:{· _,...o -- -· ·-\\ 1.--,~-~[-(P~~r-t' ,ostx~; ad~e~ if~~~ 1r_~\bo~7-0zl::r•-r~ ·c. r.r. ( r·"' ~ LF"lt 
r ( I . ' r- . ' -✓'I ,?. \ : l J ' .': \ . . , . ~~-~ 

. ~ . \ / < ., "'-...::::.;p.~~ ··- --- ·:".-.. . ··- -~ ·- ·- . 
-- - ·-" ••:.-j,,.' ·"- - - • 



I, __[Jg 0/V CJ W S_ I{ .. ___________________________ _____ f?o JV\. A N ----------------------------------------------------
<Last name) (P rint clea rly) (First name) (Middle name) 

Address _2_7__7_ __ lf.\l.£5-_1--_Ab_Q-_Q_CilL _______________________ _o_s_H_J_<.._Q_..S_t-:L _______________ 1ALi.S_c..o __ a5_iN 
(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 ____ .t{\._[_~_w __ !~U) __ JLf.._f:; ____ dLJ _ _?_2____ (b) Date of birth.A __ gJJ_)_l,JL_ ] _!Lt __ 
2. Description of applicant as of date of this application : 

Sex _L'.! _AJ-,_S..______ Race _JC\_L/::t._'1_7-_~ ------ Weight _ __ ,!}_:j_ ______ pounds. Height ___ .t:£:_~ __ u__~~ inches. 
Color of hair ____ /2_/:lR_l{._____ Color of eyes _ [3-__b_j,)__ E _____ Complexion ______ £,A __ j_J~ .. ---------------

3. Make a cross (X) after branches of service you served in : 

Army _ 2( ___ , Navy-------, Marine Corps--------, Coast Guard -------· 
4. (a) Give following information about your active service and forward a certified copy of each certificate of 

discharge received : 

Enlisted Discharged 

Date Place 
Serial No. 

Dato Place 
Rank and Organization Character or Discharge 

.lt<.l'tf;~-~ _M_LhW.tt.JJJL~J~-- 2..7.3]_'/.._2. ____ .t':--~~-11 ~At:'..\.~-~~-'}t~I _J3..$,. ;J(_~_ffy_L~!~~i_7~/~.E. ~---
---_I 'f lb, ___ __ __ __ _ _ __ ____ __ __ __ _ __ _ __ __ __ __ ____ __ _ _ _ ___ 11 l'l __________________________ ____ _______ __ ____ ______ _____________________________________________ _ 

' • j 

--- --------- ---- --- ---- -- -- -- ------- ----------- --------- --. --- --- -- ------------------------ -------- --- -- ----- --- ---- ---------------- --- ----- -----------------------
------------ ------------- ----------- ------------------- - ---- -------- ------ -- ---------- ------ -- ------- ------- ---- ------------------------ --------------- -- -- ---- -- ---

(b) Have you ever been other than honorably discharged from any period of service in any branch of the 
military or naval service? ___ .b[_() _______ If answer is "Yes", state rank and organization at time of discharge, 

(Yes or No) 

and the date and kind of such discharge ------------------------------------------------------------~---------------------------------

N OTE.-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 o! AppHcation Date Claim Number 

~~:::::; :~:!::::~~~: ___ _______ --tf-.ea------ --~-~--~------- ------------------ -~--------------------------------------· 
Retirement pa Y---- ___ __ ------------- ---------------- -------------------------------------------------- ------------------ ---. -----------------------------------
R etainer pay-------------------------- ---------------- _ ------------------------------------------------- ------------- ----- -· --------------· --------------- · ______ _ 
Insurance benefits _____________ ------ ---------------- __________________ --- ______ ----------------------- ------------------ ----------------------------------------
Pension ________________________________________________ -------------------------------------------------- ______________ __ __ ----------------------------------------
H ospi taliza tion __ ___ ____________ ___ _______________________________________ _________ ___ ___ ____ __ __ _____ _________ ___ ______________________ ________________________ _ 

D omiciliary care ___________ __ _________________________________ ______________________________ ------ ----- ---- ___ ------- ___ - -----__________________ ___ ________ ------

(b) Have you ever been physically examined for (1) The Veterans Administration? --1}'~---- (2) The 
former United States Veterans Bureau? A-------------~) The former Pension Bureau?________ _______ Give date 

and _g1!,ce of last examina~ion _..--:_~.,,/~-~~-----------t2:!:.z:::--~--~--------------
__L22'::~~1 ___ -:;,_, _____ / '1 . '? I------------------------------------------------ . ----------z----------------------
~6. Z.:2t:di:j~2hich disability pension is _claime~~-------~---------

----------------------------------------------------------------------------- ------------------· ~---- , - --------------- ,. -- ------- -- r 

7. Gi;~t;~~-~=~~~/2~~~.:1~~~~-~----~-----~----~~~ 
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 organizatio~which i was _at ached, the dates of 

'den~~p:·~~.:,,~-:<CL-: __ ~;;;~ 
<;2-,--.✓-M-.~---~r--:~--!e.4!.. _~ __ ur.::_ __ ,a._ ___ ~~-~------~~-----------



(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 

. . . 
-------- --- -- -------- ------ ------------ - ------------------------------- -- -------- ---- --- ------ -- ----- -------- -------- ---- -- -------- ---- -- ---- - ----- -- -----------------
------- ------ ----- -- -- ----------- ------ - --- --- ------- -- -- -- -- ---- ------ ---- ---- -- -- -- -- - -- - ------- -- ----- -- ---- -- --- ----- -- ----- -- ---------- -- --------- ----- -- ------

(c) Names and addresses of all persons other than physicians 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 

.• L~ . .1 . ....... ;ot.., . . . .... ..... ..... ...............•. ~.2,,a If. 
---------- --------------- -- ------- ----- - -------- ------ -- ---------- -------------------- -- --- ----------- -- -- -- -- -----. . . .. .... . . . 

----- ---- --- --- ---- ---- ------ ----------- -- --- ---- -- --- ----- - -- --- ------ -- -- ---- -- ----- -- --- -- -- ---------- ------ ---------- --- ----- -- ---- -- -- -- - --------------- - -- ------

(c) 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 

(3) ______ _______ . - . -------- . ---- - ----------------- ------------------------ ------------------------ ------------------ ------------------ ---------------------------- --

(d) Are you now holding any office or position, appointive or elective, under the United Stater, Govern
ment, · or the municipal government of the District of Columbia or under any corporation, the 
majority of stock of which is owned by the United States Government? ____ d?{,~---------------- · 
I£ so, give details _________________________ · · ______________ · _________ · ------ · ___ __ · ------. ------ · __ -_______________ · -- · -- · --------

(e) Are you being furnished hospitalization or institutional or domiciliary care by the United States or 
any_ political subdivision thereof? ____ :'4~------ What institution and where?--------------------"-----

15---037 

-------- ------------- -------------------------------------------------------------------------



10. 

11. 

12. 

Are you single, married, widowed, or divorced? ----~..a../~~-------------------;;:3:r-~-------------------

Times married ----~...=L-.--- Date and place of last marriage? _ _b_/~~ _____ .}1-_/__ ___ j__'l__c30 

Times present wife has been married ___ __ ~ ---- Maiden name _L __ ._ ___ <f::_J__e~ 
13. Do you live together? - -~../.✓-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? _____ q~---- If so, give 
the followin~ particulars about each child : 

Date of Birth 

15. (a) Is your mother now dependent on you for support? __________ ~_c ___________ ~ __ : ____________ ·~------------------

(b) Is your father now dependent on you for support? ______ a.2©.r:..L __ J __ ;!f ______ ll~J _________ _ 

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.) 

¢~~~-----------
SUBSCRIBED AND SWORN to fore me this ____ ;?:P-____ ____ day of ---~----{J!_~--------, .193 3, 

by ____ /{;~-x/ . __ _ _ _ ________________ -,,------------------------------------------------------------, claimant, to wh9._~ :the ,t~en:\ r •rn fully made known and 7. -< : . 
. t~.~f~1 ~ <, . _: ~--::::-----r-=~-~;;--
: __ L_; .;~ L'-: . ~ _, . JJ. J 

---- - - -~:: --7-- - _ C·J. _ -· --:·-=:-::_~ -:-~---- -- -- -- --- --- ------ . -- --- ·------ ----~---~ --__ __ .z_ _ 7 _; 
1--
f:2 ._, 

--· -
.~ ....... ___ . 
i i (TO BE COMPLETED BY VETERAN) , __ . __ _ 

N 11m ber ------------------------------------ • -------------------------------· /T) (Veterans Administration will enter) 

Date ________ l!_~ _o2 -~ _/ 'L J3. ____________ _ 

I, ________ C do f\l o , r-1 _S J< J ____________ /l_o_N,._/4.J-::L ________________________________________________________ _ 
(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 Bet* previously made application for the benefits . 

.cd4~/:;?A:- ~a&:'{--------
(Full na':!:(t!:2. 

£ ~ _ _z;; ✓--~-=-h'~--G:.c __ J::L7_, __ g~L , 
(Ra~ an\j,Organization at discbarg3-:? (/ ' .. ~ '~4 

3-zz 4~_c:24~~~--L ~ .£--~~v"---
~ (Present post-office address) 1 •rr you have made previous application, either by letter or form, cross out the word "not." ,✓,;r"~ ~ . 

D. S . 00\ '1:IUIIID"T PJm,-,-o,;o OJTJCE. Ul3 15-637 . · P' ... r ,. ... -·--
• C DJ-PJJl'.i:D ·• Fti: r< DJ;AT \lf,.A\ !::]21,A\Tl\tf ~ tti: f 2,JJ1 



28. Was guardsman a ccepted u11 pl.lysical examination for Fed

eral Sen-ice? If so, 'l"l"hat defects were-noted-? ..... Y.~.s . ..;. .. .. 
30. Insurance increased to $ ........................ on ..... .......................... . 

10 ........ , fr.om $ .......... , ........... ·-·········-············································ 

··· ··· · ·SQ_::i. __ ~1l~ ········· - - ------- -- - ---···············----- - · ·-·-······------------------- - --------- 31. I nsurance canceled ......................................................................... . 

Ileinstated ................................................... .. ..... .... ......... .................. . 

20 . Effective date, amount of insurance and premiums ······· ···--·· 32. Insurance reduced to $ ... ..................... on -------·······--·········-------H•• 

10 ........ , from $ ........................................................ , ..... ................. . 

33. OccuI)Qtion at time of enlistree:nt ...... -~~ vI'tfi-r..1i.-s -t-------···- · ·· · ·· ····-······ ·· ··----··················-···--···--·•H••· · · ····· ··- · -·-·· ··········-·· ·· ·- ----··· ··· ······· ···· ····· · ····· ··-· ··· -·· 

3,L ... ....................................................... Statement of service from ................................................ , 10 ........ , to ............................................ , 10 ....... . 

Camp or stat-ion Organizat-io-n I'e1·i,od servetl iii pa;·ticmlar organization 

From .................... 
1 

. ... · .. .- . .... . ...• 19.· ...... , to ......... ·· · .... · .' ................... , 10 ..... __ 
2---97&2 

r;o reco:r6. foun<i of prior service . 

i.Yiuster F-d int? :ired ral Serv ice---June 30, 1916; m·c1.f.terec :n.:..t J?.n . 19, 1917 . 
Ph;ysi en 1 6::~arni n:::. t i.)n ~ t r:n_:s ter in sh o,;r:::: i !0ae:r2. te f ht ±' Fet .. 
Pbys·ics.l exri:ninat i ,:m :.t mustezjot1t shmn: no defects . 

l3. G.:..ssed Ave;iJ.st 2, 1918; i·1 the line rif 6uty; no dis£..tility . 

Aug . 4- - .A•l-:,'. lL!., 
o, 19le: i·2 line 
Aug. 2. 9-- 0ct . 9, 

··E:z:h"'l.1dion frc-,1 Phe11. 
Hos]. #4, Evac . Hof9. 

Dec. 7- - Dsc . 17, 

1918; Concuss ion :1e-:irQsi s due to EE shell "Ott ir1 :...ctioi1, 
:,f C. Utjr; IJc.:lS€- E OS~} . 1~· 11 , I~~~i1.t es' ~"'£.il . 
L916; 7·s :y choneu.r :-,sis, c. _nc o.f.si on "'<?urosi s ;.• . 1J.€(; ZO-·!':' .•.L, · 
<1::.ick; .Z;u5 • Z·l/18 - -Eyster ia; in line oj;' duty; ·cumr .--'·-j 
r•. - . I 1 ,_ ' -:-J 

:;. E, f.no B:.se Eos1, . t l 7 . f.:!:! 
1915; is:,,·chO'.'.leu.rosis, C arJ.C'.lSfiOn nsur..::\ri'!; i:o."1L1e. or· 

c.1.1t~1 : 3::.se H0s:'.) . ~~11?, AEF. 
t...... .. J 

o::: 211 clinic:;.:!. rec orcis f-:,u.Ld en fi 1-e. ,'.ittscf:"i5Ci lier:';:~ . = ..:-
?~ -. ( ' ) ,-

J'.'irie.; j. ~McKiuJe?, 
I-::~ jor-Gener&.l~ · 

The Adjut~nt Qenexal. 
"oy; \7! ~/ 6/i4 . 

- , . 



I 

?lJ3LI O l-l"C. 2 , 73d 'J07GPJ'SS , 
~~ 

Su:9:p l e:nen tary re aue st~ I I I 3 7 
VETERANS ADMINIST RATION 

Form 3101 
Revised July, 1929 REQJ EST FOR ARMY INFORMATION 

Copy of :previous , 1--eitr 
at tache d. . f h)'fJ. 

FOR USE OF- M: il ?Taul:":ee , 'Jis cons in . 

0Jr ______________ J a..riuery _ 2.2 ·-----------------------, 19 ~ Li · 

DIVISION __ A,._9-j.}1:_g,_t_, _:_95--- SUBDIVISION----------- ------------- -------------- SECTION----------------------- UNIT _________ ___ ___________ _ 

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

Name ...... GE.OH!).VIS.E:L ................. P.oma..11 ....................................... . Army Serial No. : S ............ ?.Z~ ..... 7..6Q .................................................. -
(L ast.) (Fir st. ) (Middle.) 

R ank and organization .. P.Y.t~J.I~ ... ;i~&~ .. Q.Q.!J.e.?J h ... l!l:f.! .. 
Allotment No.: A ..................................................................................... . 

Compensation Claim No. : C ......... J .,.1.8.l.,..7.32 .............................. . 
................................ Date ............................ Camp .......................... .. Conver ted I nsur ance No.: K ............ •·········-··················· ··· .................... . 
Date of enlistment ....... J:~J:5? .... ~1., ... J..~.1§ ..................................... . Term Insurance No.: T ......................................................................... . 
Date of discharge or death ..... _JfsY.._J.~ ....... J.~l;l ................ -......... . Allotment deductions, Class A ...................... Class B ·-·················· 

ue address ............ ? .7..7. .. Sf.~.§.t. .. AJ .. _gQm?.-... .S.t., ........................ . 
-· .................................... Os hl:o sh.., ... 7 i.s .cons.in ......................... . 

F r om .................................... , 19 ........ , to ··························-·······• 19 ....... . 
Made subsequent t o ............................................ , ..................... , 19 ....... _ 

P remium deductions: 
From ................................ , 19 ........ , t o .............................. , 19 ....... _ 

Status of allotment through Z. F . 0 . ................................................. . Additional information .... KJ..P.-.QJY. .. J\i,ro.i.$.h .. .il~t,, .. }JJ.Q ... re-
H as final settlement been made ? ......................................................... . p.o.r.t.., .... 1:1.i .t!:' .... .cli.'1.i.c~.l .... r.e.co;r.(ls ... .gf. .. -a_.];1 ... :;.l:-ea.tmen t 
Certified copies of Forms 1-B ............................................................. . a,drnini.s.t .e.r .. e..d ... i.n ... ~e.r:iri.c.e.i ....... -······································-··· 

Alleged disability ...................................................................................................................... incur red at ·······································································-
Treated at ............................ Hospital No . .................... at .................................. from ................................ , 19 ........ , t o ................................ , 19 ....... _ 

Treated at ............................ Hospital No . .............. : ..... a t ..................... , ............ from ................................ , 19 ........ , t o ................................ , 19 ....... _ 

::::,.:~~= ::: : :::~:::: ::: :: :: : ::~~ ~::I:,~~~~~:~di~~;:_::: 
.. .. ,· 

. Gronowski, .l:>ra'c'.n 
Name···························-·························-····································-······· 

(Last.) (First. ) (Middle. ) 

. 273 ,783 
2. Army Serial No ................................................................................ . 

3. Rank and organization a t discharge ..... r.Y.".t~ ... J.J .. 9J.! ........ . 
......... °Ho q, • ... ,... ...... 1 ~?-r, ... Jvi-.: ................................................. . 

4. Date of enlistment ..... .J,.m.e. .. .21.~····lS'J.6 ............................... . 
5. Physical defects a t enlistment ............ '.:JJ~. J!:t ... :~O.t£!.IA ............. . 

6. Was he medically examined and accepted at camp? .X~.~····· 
7. Date and hour of induction by draft board •·· ·············· ············-
8. Defects noted by draft board ..... i1.?.L .. +c.;?f?:1J .. ~t .~ .~ ················· 

9. General or limited service ........... .£::{ .. 1e.r.;;:J ............................... . 
10. Date of discharge ···-·············· ·~:;;.3z...JJ:' .. !·····l?.l1 ....................... . 
11. Oharacter of discharge .................. · .. E.Cl::i.-··········•········· ................ . 

12 .. Date of indefinite furlough ............... .. ........ ................................ . 

13. Physical defects at discharge o:-.z:.e~~ ............................ -·······;······· 
14. Complete medical history ...... ~.;r.€',z! ...................... ...................... . 

15. F uture address ......................................................... ...................... . 

16. Date of r eeulistment (new army) 

17. P resent rank, or ganization, and location ·····-·········· ......... _._ .. . 

18. Date and ca use of death ............................................................. . 

19. Death in line of duty? ............ .................... Death due t o own 

misconduct? ...................... •············· ·······················-··· ····················· 
20. Emergency a ddress ............... .. , ........... ' ................. i . . .. .•....... . . . .......•••• 

21. Date of birth ......... ................................. ................................... ...... . 

22. 

23. 

24. 

25. 

26. 

27. 

Date and rank of retirement ............................. •·· ········•··-··········· 
Dates and history of desertion or abt\ncR rfth court-

martia51~€J~ .. WO.R-L.D .... WA.n ... u.l.v..~ ......... :: ... .. 
2 JAN 26 1934 ·······.;: 

Report below on National Guardsmen only. 
.,.,_ 1 r:- / 1 Y"I' 

Date of President's call (World War) ...... 01 Y· -· • ... '--., .. .. . · ...... . 
Date answered President's call ...... ::,~.1. _ .. .J..;;.., .... 1.0 ] :.? ......... . 
Date mustered into Federal Service .................................... .. ... . 

Date of physical examination for Federal Service (World 
•11 ~ ,,/ ~ .. War)'·· ,• .......... , . -; .. .LL.., ................................................................. . 

(SEE REVER0E SIDE) 2-97SZ 



LOCAL FILE NUMBER 

/ I DECEASED-NAME 

1. 

First 

Roman 

STATE OF WI SCONSIN 
DEPARTME-F HEALTH AND SOC IAL SERVI CES 

. VIS ION OF HEALTH 

CERT IFICATE OF DEATH 
Middle Last 

Gronowski 
RACE- White, Negro, Ame rican lnd ian,Elc.,Age Last Bi rlhday I Under One Year' Under One Day DATE 

Yea rs . OF BIRTH Caucasian . 78 Mani s Days Hours Minutes 
4 . (Specify) 5a. Sb. 5c. 6. 

-
\ 

SEX I DATE OF DEATH Monlh Day 

2 . . male 3_ Jgn5,1973 
Month Doy Yea r \ COUNTY OF DEATH 

1\.ug 11, 189l~ 
70

_ Winnebaro 
c NAME OF CITY, VI LLAGE (If Neilher, Name Township) Inside City or HOSPITAL OR OTHER INSTITUTION- NAME 
::: (Locat ion of Death) Oshkosh Village Limit s (If Not in Eilher Give Slreet and Number or Location) 

~ 7b. C. JK) Yes O No 7d. l-ierc 1-ledical Center 

Year 

irl STATE OF BIRTH CITIZEN of What Country XJ Married □ Never Married SURVIVING SPOUSE (If Wife, Give Maiden Name) 
c (If Not In U.S.A., Name Count ry) G -1 • ( r-·· k ) 

B.:.._ ':/isconsin 9 . USA 10. 0 Widowed □ Divorced 11. Anne ronwoso. ·roe now 
SOCIAL SECURITY NO. ~USUAL 0C-CUPATI0N Give Kind of Work During Most of Working Life I KIND OF BUSINESS OR INDUSTRY 

398 1 ()...4280 A EvenifRetired Rt G . 1. G l ~ (' 
12. ,- ( , 130. ___ _ _ e · • roUl'l_ClS ·.eeper 13b. •o 1 .,ourse 

(If Neither, Name Town ship) Village Limits 
RES. E, STATE ICOUNT'I'_- !NAME OF CITY, VILLAGE !Inside City or MAILING ADDRESS (Home Address at Time of Death) 

'-....j14a. sconsin 14b. i•iinneba.go 14c. Oshkosh 14d.4t:Yes □ No 14e. 25 A. w. 15th Ave. 
FATHER- NAME First Middle Last MOTHER- MAIDEN NAME First Middle Last 

~ J ohn Gronwosld Julia Ihrcan i 1~ 1~ 
~ INFORMANT- NAME MAILING ADDRESS Street or R.F.D. No. City or Village State Zip · WAS DECEASED EVER IN U.S. ARMED FORCES? 
ll. l G k · ')57 :. '·' 1 i:th fl Oehl ~h \ • · (If Yes, Give War or Dates of Se\vi,e) I 

l7a. ll.l1D8 rODOWS l. l?b. '- '' • ;i • :> .. Ve • v { C, :, , .. lS • 17c. k] Yes O No O Unknown ___ ., \\1\1_ __ 

/I 18. PART I DEATH WAS CAUSED BY - Enter Only One Cause Per Line For (A), (8), and (() 5h 901 Approximate I ntervol 
Between Onset and Death 

Conditions, I f Any, A. Immediate Cause , Cardiac arrest 
Which Gave Rise to Due to or as a 

WI lmm_ediate Cause (A) B. Conseq~ence oL A<l vanced erapheserua with pulmona rv fibrosis 
~ Stat ing the Under- -
< Lying Cause Last. 
u Due to, or as a Gen ' l arteriosclerosis with ai;teriosclArotic heart di ~<'fase 

......._ 

C. Consequence of, 

PART II OTHER SIGNIFICANT CONDITIONS, Conditions Contributing to Death but not Related to Cause 
Given in Part I (A) 

I 

AUTO PSY (Specify) lw_ ERE FINDINGS CONSIDERED IN 
□ Yes [XNo DETERMINING CAUSE OF DEATH? 

19a. 19b. D Yes D No __ 
,/ .. □ ACCIDENT DATE OF 

INJURY 
Month Day 

Year I Hour 

M. 

HOW INJURY OCCURRED 

20d. 

(Enter Nature of Injury in Port I or Part II, Item 18) zj □ SUICIDE 

~ 20a. □ HOMICIDE 20b. 20c. 

t: I INJURY AT WORK PLACE OF INJURY (Home, Form, Street, Factory, Etc.) LOCATION Street or R.F.D. No. City or Village State Zip 

< ....__ 20e. D Yes D No I 2Df. (Specify) I 20g. 

/I CEnTI0N-Month Day Year !Month Day Year AND LAST SAW HIM/ HER ALIVE ON DID YOU VIEW THE DEATH OCCURRED 
PH N Month Day Year BODY AFTER DEATH (Hour) 

D
1 A - ddF The De c 31 , 1972 1

1

0 Jan 5, 1973 Jan 4, 1973 v, 3·55 A 
eceose rom ~ Yes O No • • 

Z 21a. 21b. 21c. 21d. _ 21e. M. 

;::: Exam ination of The Body and/or The Investigation, In My Opinion, Death Month Day 

At The Place, on The 
Date, ond, To The Best 
of My Knowledge, Due 
To The Cause(s) Stated. 

Year Hour 
o CERTIFICATION-MEDICAL EXAMINER OR CORONER, On The Basis of The HOUR OF DE-ATH ITHE DECEDENT WAS PRON OUNCED DEAD 

< Occurred an The Date and Due To The Cause(s) Stated. 3 • 5 5 A Jan 5 1973 l~ :10 A. 
M. !,! 22a. • • M. 22b. ' E CERTIFIER-~ NAME (Typ:

1

ior Print) I SIGNATURE-
1

CERTl~IER ~- ,,; Title I DATE SIGNED , Month ~~Y 
u 230_ Harvey .. onda.y 23b. H. Hond a.J , h . D • 23c. Jan 6, 1 9 73 

Year 

MAILING ADDRESS-CERTIFIER Street or R.F.D. No. City or Village State Zip 

"23d. 
400 Ce~pe Ave . Oshkosh , Wis . 54901 

/I X] BU RIAL CEMETERY OR CREMATORY-NAME LOCATION City Slate 

□ CREMATION 

_. 240_ 0 REMOVAL , 24b. 
Riverside Cemetery Oshkosh, Wis . 

:$ BURIAL- DATE Month Day 

g Jan 8, 1973 
"' 24d . · 

FU NERAL DIRECTOR-SIGNATURE 

Victor 
'-..I 25b . 

24c. 
Year FUNERAL HOME- NAME AND ADDRESS Street or R.F .D. No. City or Village 

Fiss & Hills, lJO Church five . Oshkosh 11 his . 
25a. 

REGISTRAR-S IGNATURE 

F . Thiex Viet.or Hos sing 
26a. 

State Zip 

5~901 

I
DATE RECEIVED By Local Registrar 

Moflh S / ?)loy Year 

26b. j 



Form apµro n•<i. 
B udget Bureau No. 7&-Rl29.2. .. _ - ,..,. ..... !o.- .. __ -

/ VETE R A NS ADM I NISTRATION 
1. CLA IM NO. 

APPOI TMIE T Of SrE ~([£ OIRGA, ·az T~O 
r< 

AS CLAIMA T'S RIEPRESE TATV 
INSTRUCTIONS.- Ty p e or prin t all e n t r ies . C-1 18 1 7 32 
2 . NAME OF CLAIMANT ( Vtteran, guard ian , ben,fi ciary , dependent , or nn:t of kin ) 3. ADDRESS OF CLAIMANT ( Stru t, city, zone , and Sta te) 

GROIJO'NSKI, rtOll A1'1 (nmi ) 377 1fj . A1G01:A 

4, LAST NAME- FIRST NAM E-l\1 IDDLE NAM E OF VETERAN S. SERVICE NO. 

XllY m:w-wwsrn , ROLM~ (nmi ) I 2737 83 
6 . BRANCH OF SERVICE . 

g ARMY □ □ AI R FORCE 
□ M.~RINE . 

□ 
COAST □ OTHER 

NAVY COR PS GUARD (S pecify) 

7A. HAS CLAI MANT EVER FILED A CLAI M FOR DISABILI TY INSU RANCE BENEFITS? 

□ YES Ix] NO (If•· Y e,," answer que,tions 7b . 7c, and 7d. ) 

7B. CLAIM FOR DISABILITY INSURANCE BEN EFITS MADE UNDER 7C. POLICY NO (S) . (bict ude letter preji:,:) 

Q NSLI □ USGLI □ BOT H USGLI AND NSLI 

7D. GI VE LOCATIOll- ~ F VA OFFICE WH ERE CLAIM FOR DISABILITY INSU RANCE BENEFITS HAS BEEN FILED 

8 . NAME OF SERVICE ORGANIZATION RECOGNIZED BY THE VETERANS ADM INISTRATION 

THE A1:ERIO AN LEG ION 

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) !J is 0 is not authorized to disclose information necessary in the <level-
opment of my claim to the local organization named below. 

9 . NAME OF ORGANIZATION, CHAPTER, POST, OR UNIT 1 0. LOCATION 

COOK- Ft'L LEft POST NO. 70 OSHKOS H, w1sso::-:- sn I 

It is understood that no fee or compensation of wha tsoever 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 CLAI MANT 12. RELATIONSHIP ( If other than 13. DATE OF SIGNATURE 
veteran) 

--) 

/4~ ~ ~ ~ ~ ;•, ;{J~.,,L- ,:;,/16"'b f -··· ··< /.· ., . . . .-'-~ •. -~--.,.-~.---... - ·-· 
NOTE.-So long as this appointment is in effect the organization named h er ei wi1'1tl;3m~M:1:LWA~ft, ~ fot 

the presenta tion of your claim before the Veterans Administration and no other organization or person, except yourself 
will be recognized by the Veterans Administration in connection with your claim rt\~)ti/:M~ t hereof. c:::(.: 

DIST j - / ;? - J 
~ 3-3781 ----~ -;L . DIST · . 

(THIS POWER OF ATTORNEY DOES NOT REQUIRE EXECUTION BEFf RE3~ ~ QTARY PUBLIC} 
f n ·,•1, - n 
, \ .-: r 11_ , ; 

-~ - -•·::::---.. 
-- ---...-:~ • - - :. • - ....... ,..,:,. - 1. . ..... -- - ~ ,"Zl:C! rowv--.,: ,--.,_ 

j· - ---. . ... . ... ,.. ~----. ' ' . r - , - ! -- -.. -.- - . -··· 



VETERANS ADMINIST RATION 
Form3101 

C: 0 p y 

Revised July, 1929 REQUEST FOR ARMY INFORMATION 
FOR USE OF-

Ma • 13 19 22 
- - --- - -- - - - -- - - -- - _:,a._ -- - - - - - - - -- - - - - - ------- - -- - - - -- - ----' - - - - --

DIVISION ____________ ______ ____________ SUBDIVISION ______ __ __________ __________ ______ ____ SECTION ----------------------- UNIT _____ ______ _____ __ ____ _ 

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

Nurue ......................................................................................................... . .Army Serial No. : S .......................................... ................ ·-····················-
(Last.) (Fir st.) (Mid d le.) 

.Allotment No. : .A ..................................................................................... . 

R ank and or ganization ····················••·····························-···········-········ Compensation Claim No. : C ......... J .,J.JU .... 7.9.2 .............................. . 
................................ Date ·······················-··· Camp ........................... . Conver ted I nsurance No. : K .................. .......................... ·-··················· 

Da te of enlistment ····································· ········-····················· ··············· Term I nsurance No. : T ......................................... ..... ........................... . 

D at e of dischar ge or death ···········-··············•··-········•···························· .Allotment d eductions, Class .A ...................... Class B -·················· 
1e a ddress ......................................................................................... . From .................................... , 19 ........ , to .................................. , 19 ....... . 

Made subsequent to .................................................................. , 19 ....... . 

Premium deductions : 
From ................................ , 19 ........ , to .............................. , 19 ....... . 

Sta tus of allotment through Z. F . 0 . ................................................. . Additional information ....................................................................... . 
H a s :final settlement been made ? .................................. : ...................... . 

Cer t ified copies of F orms 1- B ............................................................. . 

.Alleged disability ...................................................................................................................... incurred a t ·········-········· ·········· ····································· ····· 

Treat ed at ............................ H ospital No ..................... at ..... ............................. from ·····-·························• 19 ........ , to ................................ , 19 ....... . 

Treat ed at ·· ········-················ H ospital No ..................... at .................................. from ·····-·························• 19 ........ , t o ................................ , 19 ....... . 

T reated at ............................ H ospital No ..................... at .................................. from ·····-·························• 19 ........ , to ................................ , 19 ....... . 

Trea t ed at ............................ Hospital No . .................... at ..... ............................. from ·····-···············•·•······•• 19 ........ , t o ................................ , 19 ....... . 

By ······•··························•··••·························································-····················· 

Name ........ G ROJ:,TOWSKI ........... Roman ............................... - .. : .. 
(L ast . ) (Firs t. ) (Middle.) 

17. Present rank, organization, and locat ion ················-·····-···-··· 

.. · 273 '783· · 2 . .Army Senal No . ................... JL . . ... . ........ . ..... _ . .. .. . - ...... .. . ........... . . .. . . . 

3 . Rank an d organ ization at disch arge .~l!.t~._lf_q .. _H.Q .. 9.! ..... Q.o • 
18. Date and cause of death ............................................................. . 

...... 12 7 .. Inf • ·······························-························ .. ····-··················· 19. Death in line of duty? ............................... : Death due t o own 

4. Date of enlistment .......... J..1;1.;]1~ .. -3.l., .... 1216 .......................... . miscon duct ? .: .... · ........................ · ........................ ·- ······················· 

5. P hysical defects a t enlistment ....... :U.QX'L~ ................................... . 20. Emer gency addr ess ·············•·-···············•·······························•···•····· 

6 . Was h e medically examined and accepted at camp? ....... Y--~.s 21. Date of birth .................... ............. ........................ .......................... . 

7. Date and h our of induction by draft board ............................. . 22. Date and rank of r etirement ···························-···········•···•··········· 

8. Defects n oted by d r aft boar d ....................................................... . 

9. General or limited service .......... 0.-.~.:rr.~.:r?.J. ......................... __. ... . 

23. Dates and histor y of deser tion or absences with court• 

F~reiaDnV~O R-LO•··W·A-R-··OIV::·-·················-,-······· 
---•·-••--·· ·-------------------···-·----------------------·········------···--·----.. -------- ---------------

10. Date of dischar ge ···-····__]y"i;J_y_ .. l.8.~ ... 1.919. ................................ . '] JAN 26 1934 
11. Oharacter of discharge ............. 3:o.n.o.r.ahle ............. _ .............. . 
12. Date of indefinite furlough ..... .:10.t.. .. Qf ... r.~.Q.Q.t.d .... - ........ . Report below on National Guardsmen only. 

13. Physical defects a t dischar.;e .... The ... .re.co.r.d.s. ... D.f-rt.:,.i.s ) 
14. Complete medical history ···-··············-·····························\9.Y~.r 
15. Future address ·······································-················· ·· ···················· 

24. Date of P resident's call (World War) ....... J.\:-.l.Y. ... ~.i ••• J.9J, 7 
25. Date answered President 's call ·······································- ··········· 
26. Date mustered into F ederal Service . .Af.9..L~.~J§.T~.~s ... tn 
27. Date of physical examinat ion for Federal Service (World 

16. Date of reenlistment (new army) War) ........ . Jul;[ ... 30 ,___.191.7 ................................................. . 

u. e. OUVt:£ ..lUl':"-l'IT l'IUN11NO l,ll"FICI" : :n1 (SEE REVERSE SIDE) 2-9732 



28. Was guarusman accepte<l on physical e:s:amination for Fed- 30. Insurance increaseu to $ ................•....... on ........................... ..... · 

e,:al Service? If so, what defects were noted? .. , ................ . 19 ........ , from $ ................................ ·-·························•··········••······ 

31. Insurance canceled ....................................... .. .. .............................. . 

Reinstated ..................... · ..................................... .. ............................ . 

29. Effective elate, amount of insurance and premiums ····· ······-· 32. Insurance reduced to $ ........................ on ................................... . 

19 ........ , from $ ............................................................................... . 

33. Occupation at time of enlistment .................................................................................................................................................................................. . 

34. .......................................................... Statement of serl"ice from ................................................ , 19 ........ , to ......................................... ... , 19 ....... . 

Camp or station Organization Period seri;ed in particular oroanizat·ioii 

F rom ............................. ............ 19 ........ , to ............................. ...... ..... , l!) ....... . 
2-97J2 

12. No ltL.--ig findings . 

12. Medical records show him treated as follovis : B. E.#li, Aug. 4, 1918 to 
Aug . 14, 1918 . Concus sio~ neurosis due to high ex::_,losive shell , Slight, 

Irr.action. Aug, 3, 1918. In·line of duty . 
B. 3. #117 - ·_4.,u.g. 29, 1918 to 0ct. 9, 1918. Psyc_1oneurosis, concussion 
neurosis. In line of futy . 
B. R. #117 - Dec . 7, 1918 to Dec. 17, 1918. Psychoneurosis, concussion 

neurosis. In line of duty. 

Ho additional medical record found .• 

-,,.. ., 
;,i 
'2..J 
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GJ0NO'7SKI, .Roru:3.n 
C-1,181, 732 

Ei-ami nation by Dr . B. Erps : 

l':1ih1aukee , ~7isconsin . 

February 24, 1932 . 

Com:o l a i nts : Cla ime.nt compla i ns of b i temporal head.aches , comi ng on 2 times a 
week. He h a s a so1· t of a dr awi ng sensat i.0~1.. Also complai n s of 

sho1·tness of -!Jrea th. Y.ihen he exert s hinself , e i ther· walki ng or by n orking , he 
has to stop because of shortness of' b:reath . Bas no further compl a i nts . Ho 
other pa i ns ahyi:Jhere , has no fa. i nt i r1,:; spells . Not unduly exci teab le or 
irritable. Has a good appetite and he slee:_Js ,7e ll. Gets a long v1e ll with 
everybody. Has no enemi es . 1 

Histor ~r: .Age 39; is married and ha s o:c1e child , l::J montb.s old . For the :oast 
7 years , cla i:.{Jl_ant has been employed by the City of Oshkosh, du:::-· i gg 

the s Uli1:~e1·, runnii1g a tracto1· and taking cai·e of tb.e golf grounds. I n t he 
wi nter time he works at odd jobs and at t i mes he is employed by t he City , 
depending on t h e v1eather , tah.-ing care of' the ice ska ting rink. For a year 
prior to hi s army s ervice he worked for t he B-ver wear Hosiery Company i n 
Ivlilwaulrne, ruj.ning an elevator, earning ~jl 7 . 00 a neek. :Enlisted i n ar my 
J1.m.e 26 , 1916; discharged I>fa.y 18 , 1919 . '.'las on the Mexican bo:td.s1· and he 
was i n F1~ance. St2-.t e s he '\-78s gassed and she 11 shocked wh ile in the army. 
Vlas not otherwise injured. ?las i n hospital for about 2 month s. See a:. . G. O. 
report. 

P ast Illnesses : Denies venereG. l disease or the use of nl cohol to excess . 
Ras never had any s erious a iJrnents or 01;erat ion.s. Fo 

accidents other wi se . 

luenta l: Cla i ·.,ant is a lert, an,swers c~ues·nons r eadi _l y and coherent l y . iio 
de lus ions or hall uc i na t i ons . No disturbance of volition or 

emotions.l tone . Al)pears of the av eras e intellj.gence. Gene1·al i nf011J1ation is 
good . School kno-iledge is co od. 1'To evidence of any psychosis. 

l'Teu:rolo,; i cal E:;:arninat ion: Well developed ; faiI'J.y ·,1ell nou:r i shed. v1h i te ma l e . 
~ Present ii7e i ght 136 l bs ., stri pped to the l7e. ist. 

R::: 0 ~"''"' ± we i ght i n his clothes 11:1:13 lbs . Puyils are eq_1.1.qtl and regula r and r eac t 
to l1ght and 2c commod2tion . Ho Nyst e.gmus, no Strabismus . Facic, l r.mscles a re 
no1'l.Ilall y i nerva t ed. Th:y:roiu is not enlarged. . Toni:;ue is sari1enhat coE;ted but 
not t1·enulous . Protrudes in the center. ::S--..:ten ::.ea. f i ngers arc n-:::t t r emulous. 
All the deep refl exes , as we , i 2.s the superficiG.l reflexes react norn1ally . 
1~0 :p~ast t.1.a sia o r une.sthesic: or -:.1.y-peras-c.!.!eni a . l'To IU10E1berg. }U.lse 80 s i tt i n1; . 
} .. f'te r· 50 ho:ps pul se is 116; after 2 mi nute s :..·est 88 . l'Jo ca r d.io rssp i r at oi·y 
embarrassrr..ent . 



Dr . J ,. T.~ . Conle..,. , 
Oshkos_½ * 
\ i sccnsin. 

Dear Doc tor: 

I 1-t,. 
J-6 of 

(:t~~ 

G}~OHO ':1-.!3 .. :r , Roman 
rot4-ll81 732 

E-l 

T"ne above named veteran has been instructed to repor ·~ to you for 
examination fol' Disability Allonance (pension claim). 

The disability as sta~ed on his applicat~.o:a is as follows: 
Gassed aud shell shocked 

"\Yhen t h is cluimctn ·c :ce:ports, he should be ca:r-eiully c.xHmined in 
compliance withe the :p rocedure as outlined in the inst:ru.c tiol'l.S rele.tive to 
the examination of vetar--cl.ns for Disa·l)ility .A.llowance, cop;/ al which has 
been fumished you. Repbr'c s :0.oulcl b0 submi ttecl on form 2 1;,<'..6, B.epo:r:t of 
Physical ::i!Kamine.tion. :; hereto attach ed. Tho instruc '~5.c:r.s e.s set out iu 
the form should be fo llowei~ Nec~ssar-.:r authority to cover t~1e cxaminacion 
is also enclosed herewith~ 

The clairre..nt , in order t o b0 e1~ti tled to benef.i ts on claim f'or 
DisabilHy Allowance (pe:nsion claim), has to have a pcnrnncn~ disab:i..li -~y , 
and under the World War VeterB .. ns r Act as amended JUly 3, 1930, a disa
bility will be considered _penmnent which results from an injury or dis..; 
ease w?lich is reasonably certain to continue m.limproved. for an indo:fini ta 
period. You will also, in the examination report, indicate the extent of 
the claiIIBnt I s disability, that is, whet::..er it is mild, moderate or severe • 

.As soon as :teport has been completed , it should be fcrnarded t o 
this office ,i;ogcther with y-oUJ:" bill in duplicate; ·mld du:-plicate copy of the 
authority. If 'you will put th0 following certification 0 ::.1 your bill, and 
sign it, voucher will not have to be scltt to you for si6na.tur e: "I h ere'by 
certify that the above bill is correct and ju.st e,ncl payment ther,; fo:r haa 
not been receivcdll 0 

By direction, 
/) 

v::/"'-r,,,, . 
V! . C. LI:i!JR'J.'RT, 
Chfof,Out-pa tie:nt Service, 
Milwau.:.-cee, disccmsin .. 



UNITED STATES VETERANS BUREAU 
·Form 526,;;.c 

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

Name OR a (V o l,AJ S /(/ 
1 

/?a N) AN 
(Print cle"a~ly) (Last Name) (Fi r st Name) (Middle name in full) 

1,ddress 377 WEs[ A i__C oN\A 
(Number) (Street) 

·osy 1, o s H 
(City or town) 

\AI I S Co N.S If\/ 
(state) 

I hereby apply for disability al lowance under the provisions of Sect{on 200 
of the World War Veterans ' .Act , 1924 , as amended July 3, 1930 , and submit the 
following facts as evidence that I am e li gibl e for that al lowance . 

l~·-· Place of birth M 
1

\ kV\/ A \) )\ £ E \A,/ ( 5, 

· · Date of birth AUG- 11 S 1, /I. / g·7 3 
:-

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

Sex M A LI: Race V\/ f:/ I J E Weight /-'/ ;;;z,. pounds . Height 5 '/ I inches. 
I 

Color of hair DAR IS Color of eyes Bb-lJE CompleJ, i On FA Irr . 

3 . Give dates of enlistment and discharge for any period or periods of ser, 
during the World War , commencing prior to November 11, 1918 . 

Date Enlisted ,Tu /\I£,. 2fa Date Discharged fll A'{ I IZ; 17(rserial No . 2 7 j 7_ 8'_} . .. - - - ·~ -. . . . 

:?lace Enlisted /VI/ L \/\/ A U /(EE , W 1'.s place Discharged CAMP G (?AN -r / 1:---'--:- • ., 

Jl!"ature of Discharge :Honorable~; ordinary_; Dishonorable_ ;Bad conduct 
u 

I 

Or ganization a~_ Discharge I-/ trs ' C. 0 - IZ 7 I /\/ F. 

i s.c . l; . ___ _ 

PR , .....,-£ / s -r CL A c- 5 Rank or Ra ting at time, of Di schar ge__,___,__~l_ l,,_/_ A'-'--L.l........'o:::.__ __ -1 ___ __::::c......::.:::....,__~.J__,_«---__ -,--__ _ 

' · . .. 

Note :- If during any of these enlistments you served und er a name oth er than the 
c-: ie · used in this application, sta t e the name und e·r which you served, t h e p eri od 
of the enlistment, and full explanation . 



-2-

(0.) Have y ou e ve r a ppli ed for diso.bili ty c omponso.tion? · V £: 5 --::;-+--=c-.=::c_ ____ _ 

~:f s o , when a nd whor e was c:.pplico.tion filed? [? £ Q/J Ro5 5 A-1 /'1 /k 'WA LI/{ E-. ~ 'y_J /~ 

.!:.at is your Compe nsati on Claim Numbe r? @ CA N. No-f f? f-; 1\1\ G \\I\ \3 S ? 

(b) Ha v e y ou e ve r b &en phys ica lly examine d for tho Unit ed S t at e s Vot o ro.ns' 

~·· s o , · give dat e a nd place of lo.st oxo.rnino.tion -----------------
.... 

5. (a.) Aro you in r ec e ipt :9 f r etireme nt pa y? ----------------1\10 

(b ) Aro y ou in r e c e ipt of r educ e d r e tirement po.y? _ _.;.~~l~O __________ _ 

(c) Are you in r e c e ipt of r e t a ine r pay? __ "'---_;:_:c:_---'· [-'\J.-' .. _o ___________ _ 

(d ) Aro y ou in r e c e ipt of a ponsion ? ______ ~A~/~·-''o-'·-· ___________ _ 

(e ) Are y ou ,in rnce ipt of disabi_lity c omp ensa ti on?_. _· --'. /'-\J-=--O_ . _________ _ 

(f) Arc you in re c e ipt of insurance b dncfi ts'?'-. __;;;-"-''---'.----'-\j--"--"O;__ ________ _ 
r-

6. Nature of diseas e o r injury on account o f which di sability allowance is 

Gl a imed __ -=G......JA'--',,...;;::,S....,:S:;._l:=:::_,D=--t-!-....>S.;__J_t---l-:......-6~1-c..:..k:::_. ---'-'-s -'-f±.,__o::...-=:c...'-!..J\--'---'='.E::....!-.D __________ ___, 

7. Give full name and complete a ddre ss of n eare st r olo.tivo. __________ _ 

' 
JV/ R s . 1o I-I IV 0:Rorvoy/5/(r -Z o31 \N t_s 

8 • Have you ·ove r b e en dishonorably d i scha rged from any p oriod of _s e rvice in a ny 

:: r anch of' tho rnili t ary or no.val s o rvice ? f '{ 0 !f answe r is nyo s" stat e r ank 
(Ye s o r No ) 

::md organiza tion at time of dishonorabl e discha r ge , and tho date of the dishon o r ab 

.lischarg "-------------------------------------

Are y ou empl oy e d ? __ _w\\l~a~ /j.!..../ ----,,...,;Awf _ _,_.P...1..R,.__f=-"\-"i::"-'-'N_1~-'-r -'· 1..;..!'-_1"-..::....,.,,;:~c..-------

( a ) What is y our r egula r trade o r v oc ation? (} R. Ef l\1 5 /1.. (::GP~ R_ H SL P £:.'I?._ .. 

10 . Did you file a Fed e ral i n c ome t a x r e turn for the l a st ca l on dar y ear ? /y 0 

(A) Wh o r e ?---------------------------- -----,-----
, 

(B ) Wo r e y ou oxemptod from pr.ymont of a Fedural i nc ome t o.x ? ___ _____ _ 

( c ) H so , v,hy? 
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