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[.INTRODUCTION

On March 7, 2014, the claimant, Nelda Marie Cooper, fil&dla Il application for a
period of disability andlisability insurance benefiend a Title XVI application for
supplemental security income. The claimant alleged disability commenciagptember 27,
2013, because of bone spurs, herniated disks in her back, depression, stress, and anxiety. The
Commissioner denied the claim on July 15, 2014. The claimant filed a timely requeest for
hearing before an Administrative Law Judge, and the ALJ held a hearing on beviesn 2015.
(R.32, 66-103).

In a decison dated February 25, 2016, the ALJ found that the claimant was not disabled
as defined by the Social Security Act and was, therefore, ineligible for seciaiity benefits.
OnFebruary 15, 2017, the Appeals Council denied the claimant’s requestiéw.rev

Consequently, the ALJ’s decision became the final decision of the CommissioneGottake

Security Administration. The claimant has exhausted her administrathedres, and this court
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has jurisdiction pursuant to 42 U.S.C. 88 405(g) and 1383(c)(3). For the reasons stated below,
this courtAFFIRMS the decision of the Commissioner. (R. 1-5, 14-27
1. ISSUE PRESENTED

The claimant presents the following issues for review:

1. whether the ALJ properly assessed the claimant’s subjective complag@sthe pain
standard; and
2. whether the ALJ accorded proper weight to the opinions of the claimant’s consulting
physician, Dr. Fava.

1. STANDARD OF REVIEW

The standard of reviewing the Commissioner’s decision is limited. This court fiwmst a
the ALJ’s decision if he applied the correct legal standards and if substarded@visupports
his factual conclusion§ee42 U.S.C. § 405(g)Graham v. Apfell29 F.3d 1420, 1422 (11th Cir.
1997);Walker v. Bowen826 F.2d 996, 999 (11th Cir. 1987).

“No . . . presumption of validity attaches to the [Commissioner’s] legal connkysi
including determination of the proper standards to be applied in evaluating clfalker;, 826
F.2d at 999. This court does not review the Commissioner’s factual determiriioogo The
court will affirm those factual determinations that are supported by substantience.
“Substantial evidence” is “more than a mere scintilla. It means such relevantcevatea
reasonable mind might accept as adequate to support a concl&arardson v. Peraleg02
U.S. 389, 401 (1971).

The court must keep in mind that opinions such as whether a claimant is disabled, the
nature and extent of a claimant’s residual functional capacity, and the &pplwfavocational

factors “are not medical opinions, . . . but are, instead, opinions on issues reserved to the



Commissioner because they are administrative findings that are dispot#ivase; i.e., that
would direct the determination or decision of disability.” 20 C.F.R. 88 404.1527(d), 416.927(d).

Whether the claimant meets the listing and is qualified for Social Security disability
benefits is a question reserved for the ALJ, and the court “may not decidarfaatsreweigh
the evidence, or substitute [its] judgment for that of the Commissiddger’v. Barnhart 395
F.3d 1206, 1210 (11th Cir. 2005). Thus, even if the court were to disagree with the ALJ about
the significance of certain facts, the court has no power to reverse thagfasdiong as
substantial evidence in the record supports it.

The court must “scrutinize the record in its entirety to determine the addsorss of the
[Commissioner]’s factual findingWalker, 826 F.2d at 999. A reviewing court must not only
look to those parts of the record that support the decision of the ALJ, but also must view the
record in its entirety and take account of the evidence that detracts fromdéeocevielied on
by the ALJ.Hillsman v. Bowen804 F. 2d 1179, 1180 (11th Cir. 1986).

IV.LEGAL STANDARD

In evaluatiig pain and other subjective complaints, the Commissioner must consider
whether the claimant demonstrated an underlying medical conditioejtard(1) objective
medical evidence that confirms the severity of the alleged pain arisingtfeoconditioror (2)
that the objectively determined medical condition is of such a severity thatrié@sonably be
expected to give rise to the alleged pé&lolt v. Sullivan 921 F.2d 1221, 1223 (11th Cir. 1991).
Once the claimant establishes an impairment, th& rAust consider all evidence about the
intensity, persistence, and functionally limiting effects of pain or other ®ymngin deciding the
issue of disabilityFoote v. Chater67 F.3d 1553, 1561 (11th Cir. 1995). In addition to objective

medical evidencahe ALJ will consider daily activities; the location, duration, frequency, and



intensity of the claimant’s pain or other symptoms; precipitating and agg@gVatiors;
medication, treatments, and other measures used to alleviate pain or other sympdoms;
functional limitations and restrictions caused by pain or other symp&ee20 C.F.R. 8§
404.1529(c).

If the ALJ decides to discredit the claimant’s testimony as to her pain or gthptosns,
he must articulate explicit and adequate reasons for that deéisate. 67 F.3d at 1561-62. A
reviewing court will not disturb a clearly articulated credibilityding with supporting
substantial evidence in the recoldl. at 1562.

The Global Assessment Functioning Score (GAF) is a subjective determitiation
represents the clinician's judgment of the individual's overall level ofifunicg. Wesley v.
Comm'rof Soc. SecNo. 99-1226, 2000 WL 191664, at *3 (6th Cir. 2000). Failure to reference
a GAF score is not, standing alone, sufficient ground to reverse a disdéigétynination.
Howard v. Comm'r of Soc. Se276 F.3d 235, 241 (6th Cir. 2002). An asses® of a GAF
score of 50 or below can indicate serious mental impairments in functidhe@oud v.
Barnhart 166 F. App’x 410, 418 (11th Cir. 2006) (citing the American Psychiatric Association,
Diagnostic and Statistical Manual of Mental Disorders 34 (4th ed. 1994)). For angesAd-in
the medical record revealing possible serious mental impairments, the ALd dbtarinine
what weight, if ag, to give that particular scorkl. However, the GAF scale “does not have a
direct correlation to the severity requirements in [the] mental disorders li5tigs v.
Commissioner of Social Seb24F. App’x 538 (11th Cir. 2013). Therefore, the ALJ is not
required to rely on a GAF score in making his ultimate disability determinativerman v.

Commissioner518 F. App’x 683, 690 (11th Cir. 2013).



Furthermore, the ALJ must state with particularity the weight he gaveatifferedical
opinions and tl reasongherefore andfailure to do so is reversible err@harfarz v. Bowen
825 F.2d 278, 279 (11th Cir. 1988ge alsdMacGregor v. Bowen/86 F.2d 1050, 1053 (11th
Cir. 1986). The ALJ must consider all medical opinions, but does not have to give special
deference to an opinion from a single consultati@wis v. Callahan125 F.3d 1436, 1440 (11th
Cir. 1997). The Commissioner may reject any medical opinion if the evidence supports a
contrary finding.Sryock v. Heckler764 F.2d 834, 835 (11th Cir. 1985).

V.FACTS

The claimant wafifty -sevenyears oldat the time of the ALJ’s decision. The claimant
has a ninth grade education and has worked as a cook, caregiver, and housekeeper.ahiie claim
alleges disability beginning on September 27, 20&8ause obone spurs, herniated disks in her
back, depression, stress, and anxiety. (R. 14, 163, 204-09

Physical Impairments

The earliest report dhe claimant’dack pain in the record is datddne 30, 2005, when
she visitedDr. Anne Davis at Talladega Internal Medicine for a@nmployment physicab
work as a caregiver at Sunset.lir. Davis reported that ¢hclaimant had a herniated disk,
suffered fromlower back pain, but appeared to be able to work. On September 13, 2005, the
claimant visitedhe Citizens Baptist Medical Centsremergency roorbhecause of back pain,
andDr. Radwan Mallah prescribdartab, Flexeril, and Voltareto the claimant(R. 268-76,
281).

The claimanteturned to Dr. Davis on June 12, 2007 for another employment physical
Sunset InnTheclaimant reportethack pain, primarily in her lumbar region. Dr. Davis stated

that the claimant appearéddequately suitédo wark at Sunset Inn and prescribEdproxen



for her back pain. The record does not contain medical notesthbatiaimant’s back pain from
June 13, 2007 to June 22, 2011. (R. 278-81).

The claimant attended a third employment phydmaSunset Inn on June 23, 2011,
where she reported bapkin and chronic dizziness. The claimant reported that she tevk Al
for her back pain and Meclizine for dizziness. Her final physical was on Fgld852012 and
was for a new job at Gardens of Talladdga.Davisreported that the claimant had no
conplaintsand appeared to be physically fit and able to work. The record does not contain
medical notesboutthe claimant’s back pain from February 14, 2012 to January 3, 2014.
(R.278-81).

On January 4, 2014, the claimant visited the Citizens Baptist Mélicder’'s
emergency room for a wound to her left haffier performing a physical examination on the
claimant Dr. Joseph Lesteeported that the claimant had norrsength, reflexes, and range of
motion in her neck anchusculoskeletalegions. (R. 287).

On April 14, 2014, the claimant filled out a Function Report for the Social Security
Administration. In the functional repothe claimant stated thshe was able to work, lift, stand,
walk, and clean before her disability, but could no lomgeformthose activities; her sleep was
disrupted by pain and bad dreams; her personal care was unaffected by henemgaexcept
her arms and shoulders became tired when she brushed her hair; she cleandgtharidtdid
the laundry, but could netweepor mop because of back pain; healible getting along with
family and ceworkers; did not engage in social activities; and could not lift more than thirty
pounds, squat, bend, straighten up, or climb stairs. (R. 223-28).

On June 3, 2014, the claamtvisited Dr. AnthonyFava at Family Medicintor a

consultative examination at the Social Security Administration’s request. Timactaeported



that she sufferettom chronic back and leg pain; could not stand for over 20 minutes bexdause
pain; hadarthritisin her kneesywhich causedain in her right hipusedover the counter

ibuprofen and did not take prescription medications because she cowéforota physician

Dr. Fava reported that the claimant had a nomraafe of motion in her upper and lower
extremitiesdecreasedange of motion in her backo spasms or deformity in her back; no
difficulty gettingon and off the examination tabl® evidence of ataxia or spasticigndthe

ability to squatind ariseheelto-toe walk andambulate normallyvithout the use of aassistive
device.(309-13).

Dr. Fava diagnosed the claimant with osteoarthhesniated nucleus pulposus of the
lumbar spine, and bone spurs affecting the lumbar spine. Dr. Favalimatéae claimantould
perform the following work related activities: sitting, walking, and stantbngess than 20
minutes; lifting, carrying, and handlirapjects weighing less than three pounds; and hearing and
speaking. He also noted that the clain@mild not travel. (R. 309-13

On July 10, 2014at the request of the Social Security Administration,Chang Kon Jin
x-rayed the claimant’s lumbar spiaethe Amiston Medical Clinic. Dr. Jin stated, “Theray of
the lumbar spine showed spur formation at L2 and L1, especially the right side . . . bug ther
no evidence of narrowing of the joint space or other significant abnormal findingsble
stated, “[T]he xray showed L2 upper and L3 upper anterior spur formation. There is no
significantspace narrowing, except for 1146 area with a little bit of narrowing by this view.”
Dr. Jin concluded that the claimant suffered from degenerative arthritispuitficsmation. (R.
315).

On August 27, 2014, the claimant visited Quality of Life forratial consultation

because of back pain and depression. She reported to Dr. Dolores Victoria Heatidpatin was



aten out of ten on the pain scalgr. Victoria noted that the claimant was distressed to the point
of tears; experiencduack spasms and moderate back pain when she moved; and requested
stronger medication than Napiem Dr. Victoria prescribed the claimanaproxen andJltram

for her back pain. (R. 325-28

On March 12, 2015, the claimant returned to Quality of IStee omplained of chest
and back pain, which she rated a five out of MursePractitionerAshleigh Sullivan reported
that the claimant experienced tenderness and spagheslumbar spine region; bending, daily
activities, extension, flexion, and twisting aggravated her paidrest relieved itNurse
Practitioner Sullivarprescribed Diclofenac ariflobaxinfor the claimant'soack painnstead of
Naproxen and UltranOn April 13, 2015 NursePractitioner Sullivameported that the
claimant’sback pain haeot changed since her last viaitd that the claimant had not been
takingthe Robaxin andhadjust started taking thei€lofenac.During the claimant’s physical
exam NursePractitionerSullivan foundthat the claimanivas normal in each tzgory,
including musculoskeletal. INsePractitioner Sullivarstated, “Visual overview of all four
extremities is normal.” (R330-47).

On April 26, 2015, the claimant visited Citizens Baptist Medical Center complaining of
back pain after she slipped afedl at work. The claimant rated the pain aight out of tenDr.
Nilam Chiman Patel reported that the claimapBs wasmoderatethatcertain positions and
movements aggravated &nd thathe claimant experienced tenderness in heracic and
lumbar back regions; but her range of motion in the musculoskeletal regions was normal. Dr.
Patelx-rayed the claimant arfdundthat there were multilevel degenerative changes with no
acute process in the claimant’s thoracic and lumbar regions. Dr. Patel medbalkclaimant

Naproxen and Ultram for her back pain. (R. 3&)-



On November 12, 2015, the claimant followed up at Quality of Life for backtipairshe
rated a six out of teNursePractitionerSullivanreportedhat he claimant’'sx-ray demonstrated
disc disease and that sh@d muscle spasms and reduced range of motion in her back. Nurs
Practitioner Sullivamoted that, although medication and rest relieved the claimant’s pain, she
was not taking the Dlofenac orRobaxin thatNurse Practitioner Sullivaprescribed(R. 405-
09).

Mental Impairments

On November 19, 2013, the claimant sBw Smith at the Cheaha Mental Health Center
because of depression and anxi€y Smith diagnosed the claimant with Major Depression
Disorder andGeneral Anxiety Disordesndassignedhe claimant &AF score of 55. (R. 304-
05).

During the claimant’s visit to Cality of Life on August 27, 2014r. Victoria stated that
the claimant had a suicidal overdose in 1994 anditéetl that at the time of éhconsultation she
was havingsuicidal thoughts, but had no plan to commit suicide. Dr. Victoria prescribed
Buspirone for the claimant’s anxiety and Celexa for her depre€fQimiMarch 12, 2015, Nurse
Practitioner Sullivan noted that the claimant wastakihgeither the Bispirone or the Celexa.
(R. 325-28, 330-39).

In her Function Report, filled out on April 14, 2014, the claimant stated that she had
trouble dealing with family and caorkers;did not engage in social activitiestperienced
memory and concentration problems; had trouble managing her temper; and did wdbdike t
alone because she was paranoid. On July 11, 2014, Dr. Robert Estock performed a Mental
Residual Functional Capacity Assessment on the claiatahe request of the Social Security

Administration Dr. Estock noted that the claimant could be expected to understand and



remember simple instructions and tasks, but may need help with more detailedtiorstrand
tasks; tolerate ordinary work pressures, but should avoid excessive workloads andaragéd;ch
work with regular breaks and a slow pace, while maintaining a work pace confsistéet
mental demands of competitive level work; interact with the public awvdockers, but was
expected to engage iceasional conflict with cavorkers; and adapt to gradual and infrequent
changes. Dr. Estock did not treat or examine the claimant. (R. 78-830p28-

On April 13, 2015the claimant reported to Nurse Practitioner Sullitfaat her
depression made functioning difficuthe experienced depressed mood, difficulty concentrating,
diminished interesandpleasure, andxeessive worry and restlessness; andhstte”just
recently”’beguntaking theCelexaprescribedo her on August 27, 2014 and had not taken the
BuspironeNurse Practitioner Sullivan assessed that the claimant had a GAF score of 43
indicating “serious symptoms OR any serious impairment in social, occupatosahool
functioning.” In the “Assessment/Plan” seati, NursePractitioner Sullivan stated, “CELEXAN
20MG PO DAILY!!! Take meds Nelda¥Vhile meeting with the claimant on November 12,
2015, Nurse Sullivan reported that the claimant was still not taking the Celexa. (65,3825-
28, 340-47).

The ALJHearing

After the commissioner denied the claimant’s request for disability inbersefits ad
supplemental security income, the claimant requested and received a heanagbefLJ on
November 16, 2015. At the hearing, the claimant’s attostegdhat the claimant started
working parttime in Piggly Wiggly’s deliin December of 2013&fter her alleged date of

disability, but was fired in August of 201%bause of hetecision taattendthe ALJ’s hearingpn

10



November 16, 2015. The attornalgo statedhat the claimant’s work in the deli was not
consideredsubstantial gainful activity, except for the second quarter of 2015.

The claimant testified that while at Piggly Wigglyesworked between six and a half to
seven hars a daystood forthree hours at a timeith no breaks; and lifted boxes that weighed
over thirty pounds. Although the claimant usually worked twenty-six hours per week and had
informed her boss that she could not work more than that because of badopanweekshe
worked twenty-eight to twenty-nine houihe claimant alstestifiedthat she had trouble
dealing withcustomers, other employees and her supervisber supervisor was too
demanding, the claimant would walk away, do as she was told, and then go hersaté&h “I
would just leave it alone(R. 42-45, 5).

Next,the claimant testified about her pain and physical limitatidhe claimant testified
thatshe experiencesharp back pain in her lower back, which work aggravated and medication
relieved spent her off days at home lying down; relied on her son to complete chores; and drove
five times a weekvith no restrictions(R. 41, 48-51, 54-5b

Then, the complainant testified about her medication usé&eatthent history. The
claimanttestified that she was tiaky Celexa for depression, an@ptoxen and muscle relaxers
for back pain; her medications helped and she haidsoeffects; shbad no surgeries, steroid
injections,or physical therpy for her back painandshedid not use a brace, splint, cane, or
walker. She also testified that her doctors referred her to UAB to see an orthopedansimgs
at the time othe hearing, she had not visited UAB. (R. 45-47, 56

Lastly, the claimant testified about her mental impairmesitgetestified thashe

experiencesgmoments of forgetfulness and had traublaintaining concentratipanderstanding

11



information and getting along with others. Therapy for her depression was helpful, but she quit
attending after her therapist lefiR. 48, 52-53.

Vocationalexpert, Melissa Williamson, testified concerning the type and availability of
jobs the claimant was able to perform. Ms. Williamson testified that the claimant € leasint
work was as a cookjassified as medium and skilledtaaindry worker 1ll,classified as light
and semskilled; and a home health aide, classified as medium anddselhed. (R. 59).

The ALJ asked Ms. Williamson to consider a hypothetical individual the same\agje, le
of education, and experience as ttarohnt who could perform medium exertional work, and
could occasionally climb ramps and stairs, but never ladders and scaffolds; equiehtty
stoop; could occasionally kneel, crouch, and crawl; should never be exposed to unprotected
heights, dangerous tools, dangerous machinery, hazardous processes; should never operate
commercial motor vehicles; would be limited to routine, repetitive tasks and simpleelaidd
decisions; would be able to accept constructive,cmrirontational criticism; could wkrin
small group settings; would be able to accept changes in a workplace $éttiragluced
gradually and infrequently; would not be able to perform assembly line work with a porducti
rate pace, but could perform other goal-oriented work; and in addition to normal breaks, would
be off task approximately five percent of an eigbtr work day in norconsecutive intervals
(R. 61-62).

Ms. Williamson testified that the individual could not perform any ofctaanant’s past
relevant work, butould perérm other work in the national economy at the medium exertional
level. The individual could work as a hand packager, with 8,000 positions available in Alabama
and 600,000 positions available in the national economy; an order filler, with 1,000 positions

available in Alabama and 20,000 available in the national economy; and a washer, with 4,000

12



positions available in Alabama and 300,000 available in the national economythéeXxt,J
asked Ms. Williamson if the hypothetical individual could perform anhefdaimant’s past
relevant work at the light exertional level. Ms. Williamson testified that the indivadwed not.
(R.62).

The claimant’s attorney asked Ms. Williamgban employer would allow a fuliime
workerto take breaks three times a dayigodown or reclineMs. Williamsontestified that
employer would not tolerate such breaks. (R. 63).

The ALJ’s Decision

On February 15, 2016, the ALJ issued a decision finding that the claimant was not
disabled under the Social Security Act. First, the ALJ found that the claimatheriasured
statis requirements of the Social Security Act through December 31, 2018. The ALJ found that
the claimant startedorking parttime fromDecember 2013vhich was after the alleged onset
date of disabilityuntil August 2015The ALJ statedhatonly one quarteduring that time
exceeded the substantial gainful activityeisholdandfound thathis work activity did not rise
to the level of substantial gainful activity for the entire period at igRI€L9).

Next, the ALJ found that the claimant had severe impairments of major depressiv
disorder; generalized anxiety disorder; degenerative arthritis withifapoation at L1/2and
minimal narrowing at L4/5The ALJ foundthat the claimant did not have an impairment or
combination of impairments that met or medically equaled the seveatyisting The ALJ
stated that the claimdstdegenerative arthritis failed meet or medically equhisting 1.04
because she hamb evidence of compromise of a nerve rmospinal cord characterized by

neuro-anatomic distribution of pain, limited range of motion of the spine and motor loss
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accompanied by sensor or reflex lamspositive straighteg raise no spinal arachnoiditis; or no
lumbar spinal stenosis resultimgpseudoclaudication draninability to ambulate(R.20).

The ALJ also stated that the severity of the claimant’s mental impairnecentsdered
singly and incombinationdid not meet o medically equal the criteriaidtings of 12.04 and
12.06. In making this finding, the ALJ considered whether the “paragraph Biavitere
satisfiedandfound that the claimant hawb restrictions in daily living because the claimant
reported no difficultiesaused by mental healtbsuesn her functional report; no issues
grooming or cooking; andiasable to work part time. The ALJ found that the claimant had mild
difficulties in social functionindpecause of her trouble dealing with others and her discomfort
from being in crowds. However, the ALJ stated that the claimant could shop fof,Headel
never been fired or laidff, and never had ghysical altercation with anyone. TA&J found
that the claimant hachoderate difficulties with concentration, persistence and pacelexf
depression and anxiety and had never experienced episodes of decompensation of an extended
nature. The ALJ concluded thagcause the claimant’'s mental impairments do not cause at least
two “marked” limitations or one “marked” limitation and “repeategfisodes of
decompensation, each of extended duration, the “paragraph B” criteria wassi@osgiR.20-

21).

The ALJ also found that the “paragraph C” criteria wassatisfied becaugke claimant
hadno medically documented history of a chronic mental disorder of at least tved dua@tion
that hadcaused more than a minimal limitation on the claimant’s basic-vedaked activities or
repeated episodes of decompensation of extended duration. (R. 21).

Next, the ALJ determined that the claimaas the residual functional capacity to

perform medium worlexcept thathe claimantouldoccasionally climb ramps and staicsuld
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never climb ladders or scaffolds; could frequently stoop and occasionally crouch, kneel, and
crawl; should never be exposed to unprotected heights, dangerous machinery, dangerous tools
hazardous processes, or operate commercial motor vehicles; would be limitechivandt
repetitive tasks and making simple wastated decisions;ould accept constructive, non-
confrontational criticism, work in small group settings, and accept gradual aaguefrt
changes in the work place; the claimeotld not perform assembly line work with production
rate pace, but could perform other goal-oriented work; and in addition to normal workdes; brea
would be off-task five percent of an eight-hour workday in nonconsecutive intervals. (R. 22).

In making this finding, the ALJ considered the claimant’s symptoms and corresgondi
medical record. The ALdoncluded thatalthough the claimant’'s medically determinable
symptoms could reasonably be expected to cause symptoms, the claimaydtgakieegarding
the intensity, persistence, and limiting effects of these symptoms were naidiudiigtent with
the evidence. To support his decrisithe ALJ first referenced the claimanfisir physical
examinationgrom June 2005, June 2007, June 2011, and February @@&?e Dr. Davis
cleared the claimant to warkiext, the ALJ referenced medical notemn Sepémber 13, 2005
concerning the claimant’s emergencgmovisit because of an injury to her hand and stated that
the claimantwvasindependent regarding hactivities of Daily Living; exhibiteda normal mood
and affect; had a decreased range of motion ith&ek secondary to pain, but did not have pedal
edema of the extremitiesad myofascial lumbar stragiwas prescribed pain medication; and was
physically well, although her hand was injured. (R. 23).

The ALJ next referenced the claimant’s visit to the gmecy room on January 4, 2014,
wherethe review of the claimant’s systemasd the range of motion in her back were normal.

Then, the ALYeferenced th&-ray of the claimant’s lurbar spine on July 10, 201Hat

15



demonstratethatshe had degenerative arthritis at L1/a#th no evidence of narrowing of the
joint space or other significant abnormal findimgshat areaand anterior spur formation in the
L2 upper and L3 uppewith a“little bit” of joint space narrowing in tHe4-L5 region (R. 23).

The ALJ also referenced the claimant’s visit toehgergency room on April 26, 2015,
after she slipped and fell at work. The ALJ stated that the claimant descriljgalrhas
“moderate” and “aching.” The ALJ also stated that the radiological imagieglexV disc space
narrowing at L45 and L5-S1, with mild hypertrophic arthropathy, and no acute fracture or
subluxation. The ALJ then notdlde claimant’s followup visitto Quality of Lifeon November
12, 2015, where NurderactitionerSullivan reported that the claimant was not taking any of the
threeprescribed medications and Hawloderate”issues with her lumbar spine, with the rest of
her systems appearing nornjBl 23-24).

Next, the ALJ addressed the claimant’s mental health issueé&LTh&tated that the
claimant hadyeneralized complaints of depression and anxiety, whektreated with
prescriptions; haAF scores in thenid-fifties, whichare“indicative of no moreltan moderate
limitations”; hadnormal psyclatric exams; wasot under any psychiatric caaéthe time of the
hearing; and hathiled to take medication for her mental health issiseshe was instructed. The
ALJ foundno evidence that the claimant diiiculty getting along with others and héeen
employed for most ohie period that she claimstie wadisabled. Furthermore, the ALJ stated
that the claimant’s employment required a substantiabiainaf interactions with others and no
evidenceexistal thather supervisor reprimanded her for her failure to get along with ofRers.
24).

The ALJ then addressed the psychiatric portion of the Disability Deterarinat

Explanation by Dr. Robert Estoekdthe Consultative Examination Report by Dr. Antlyon

16



Fava The ALJ gavggreatweight to Dr. Estock’s opinion because Dr. Estock gave the full
benefit of the doubt to the claimant asetermined that the claimant possessed moderate
limitations caused by psychological factors, which was consistent withatieahevidence of
record. (R. 24).

The ALJ gave little weight t®r. Fava’s consultative examination reploecausér.
Favaassessed limitationsconsistent with the medical evidence and his own examination of the
claimant.The ALJ referenced Dr. Fava’'s examination where the doctor noted that thantlaim
exhibited normal range of motion in her extremities; showed no spasms or defarthigybiack;
exhibited 4/5 strength; was able to get on and off the examination table with naltgiffic
ambulated without the use of an assistive device; displayed no evidence of aspestiaity;
and was able to squat and amase heelo-toe walk. The ALJ stated that the physical
examination showed nothing objectively wrong with trerohnt, but Dr. Fava gave extreme
limitations, such as, the claimant could sit, walk, and stand for twenty minutes, anapabkec
of lifting, carrying, and handling objects less than three pounds. The ALJ found no objective
evidence to support these extre limitations, and thereforgavelittle weight to Dr. Fava’s
opinion. (R. 24).

Next, the ALJ addressed the claimant’s recent work history at PigglyiyWigge ALJ
stated that the claimant’s work activity during the period that she claimed shisalaled
weighs heavily against her credibility and that $telady employment over the twear period
does not support her assertion that she had trouble getting along with other engidylees
supervisor. Furthermore, the ALJ stated that the claimant’s work history inriedubkat require

a lot of customer service and interaction with the publesdot support that assertion. (R. 25).
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Finally, the ALJ found that the claimant could not perform any of her past work, but
could perform other jobs in the national economy, such as, hand packer, order filler, and washer
Therefore, the ALJ concluded that the claimant was not disabled as definedhen8ecial
Security Act.(R. 26).

IV.DISCUSSION

The claimant argues that the ALJ failed to adequately conseatéestimony abouhe
effects that hepersistent pain and mental impairments had orfiumetional capabilitiesTo the
contrary, this court disagrees and finds thatALJ properly discredited the claimant’'s
subjective complaints.

In discrediting the claimant’s subjective testimony, the AlLthis case articulated
reasons for doing so and substantial evidence supports those r&esolswn v. Sullivan921
F.2d 1233, 1236 (11th Cir. 199The ALJ concluded that although the claimant’s medically
determinable impairments could reasonably be expected to cause symptomantiet’'slai
allegations regarding the intensity, persistence, and limiting effects ef sfyogpptoms were not
fully consistent with the evidenc&he ALJarticulated specific reasons for his findings and
substantial evidence supports those reasons.

The ALJ first foundhatthe claimant’s alleged back pataused by bone spurs and
herniated disks was not fully consistent with the evidence. To support his finding, the ALJ
referencedhe objective medical evidence, which includeey x-rays of the @imant’s back.
The first xray from July 10, 2014 demonstrated no evidence of narrowing in the L1/L2 region
and spur formation in the L2 upper and L3 upper, with only a “little bit” of jointespacrowing
in theL4-L5 region. The second pay from April 26, 2015 demonstrated space narrowing and

mild hypertrophic arthropathy with no acute fracture or subluxation.
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The ALJ also referenced treatment notes from several medical stusrggport his
decision. He referenced Dr. Davis&ir physicalexaminations of the claimatitat occurred
between 2005 and 2011, wh@&e Davis cleared the claimant to work; emergency room notes
from 2005that noted that the claimant walsysically well;emergency roomotes from January
4, 2014, where Dr. Lester stated that the claimant had normal strength,s,edlect@ange of
motion in her neck and musculoskeletal regions;dundePractitioner Sullivan’s statement
from November 12, 201that althoughthe claimanthad“moderate”issues with her lumbar
spine,the rest of her systems were norm@R. 23-24).

Furthermore, the ALJ referenced the claimant&dication andreatment historyThe
ALJ noted that doctors presentiy@ claimanmedicatiors, butshedid not take them as
instructed, even though she testified that they helped her and did not cause arigd&l@ led
ALJ also noted that the claimant had not undergone surgery, received steroidriajemti
participated in physical therapgr her back pain (22-24).

The ALJ also relied on the claimant’s daily activities and work history in maigng
decision. He cited thdamant’s testimony that she had problems with persahcare and
grooming, except harms get tired when she brushest hair;could prepare meals and perform
chores; andhad a steady workistoryfor two yeardollowing her alleged onset date of
disability. (R. 25).

The court finds that substantial evidence supports the ALJ’s determination that the
claimant’s complaints of severe back pain were inconsistent with other evideheerecord.
Consequently, the ALJ properly discredited those subjective complaints.

TheALJ alsoarticulated specific reasons supported by substantial evidence why

subjective testimony regardinige claimat’s functional limitationsauwsed by her mental health
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issueswere not fully consistent with the eviden@ée ALJ referencedreatment ntesfrom

2014 to 2015 regarding the claimant’s back pain, which showed normal psychiatri¢ theams
fact that the claimant wast under any psychiatric care at the time of the heaneigGAF

score of 55 from November 19, 204B8owing moderate limitains the lack of evidence that she
hadtrouble getting along with otherthe lack of evidence that she waprimanded for her
inability to get along with others; the fact that stesemployed in work that required
substantial interactions with tipeiblic and coworkersher failure to take prescribed medications
as instructed, even though she testified that they hékpednd did not cause side effeetsd

the claimant’s functional report, which the ALJ states does not mention difscaliusedyo
mental impairmentgR.20-22, 24).

The claimant argues that the ALJ failed to consider the totality of the evitteaice
supports the claimant’s testimohgcause htailed to reference the claimant’s most recent GAF
scoreof 43from April 13, 2015 He also failed tanention that on that same vitlie claimant
reported suicidal thoughts, with no plan in place to commit suicide.

Although, theALJ failed to mention the claimant’s GAF score of 43, which indicates
“serious symptoms OR any serious impant in social, occupational, or school functioning
his failure to reference a GAF score is not, standing alone, sufficientdgtoureverse a
disability determinationSee Howard276 F.3d at 241 (“While a GAF score may be of
considerable help to th&LJ in formulating the RFC, it is not essential to the RFC's accuracy.”).
The ALJarticulated specific reasons supported by substantial evidence to support hismdecisi
that the claimant’s functional limitations caused by her mental impairments wereseveae as
she alleged, includinggxamples othe claimant’s daily activities, social interactions,

employment history, treatment notes, and medication use. (R.24).
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This court finds that substantial evidence supports the ALJ’s determinatiohehat t
claimant’s complaints of functiondiimitations caused by her mental health issues were
inconsistent with other evidence in the record. Consequently, the ALJ properlyldéesttbose
subjective complaints.

Issue 2: The ALJ's Assessment of the Consulting Physician’s Opinion

The claimant argues that the ALJ gave insufficient weight to Dr. Fava’s statdraen
the claimant could sit, walk, and stand for less than 20 minutes and could lift, carry, and handle
objects weighing less than three pounds. To the contrary, this court finds that thepddypr
articulated his reasons for discrediting the opinion of Dr. Fava and that sudlstsitience
supported these reasons.

The ALJ may reject any medical opinion if the evidence supports a contrdinyfiSee
Sryock,764 F.2d 834, 835. The ALJ gave specific reasons why the evidence did not support Dr.
Fava’'s opiniorthat theclaimant could sit, walk, and stand for less than 20 minutes and could lift,
carry, and handle objects weighing less than three polihdsALJ referenced Dr. Fava’'s
statements that the claimant hagkduced rangef motion in her cervical and dorsolumbar
spine; normal range of motion in her upper and lower extremities; no spasms oltgefohar
back; theability to ambulate withouan assistive device; no evidence of ataxia and spasticity;
andtheability to get on and off the examination table, squat and arise, antbhieelwalk
without difficulty.

Substantial evidence supports the ALJ’s conclusion that the evidence fronv®s Fa
physical examination of the claimant was ingstent with Dr. Fava'’s opinion. In Dr. Fava’s
examination noteiereportecthatthat the claimant’s range of motion in her back wasiced,

but that finding alone does naipport the functional limiteons he assessed. According to Dr.
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Fava’s own examination notes, the claimant had a normal range of motion in her upper and
lower extremities; did not demonstrate spasms, deformity, ataxia, or spastletybackand
completed physical tests without difficult@ther evidence in the record shows that during the
claimant’s visit with Dr. Fava in June 2014, she worked approximately twenty-six hours pe
week;stood for periods of three hours at a time; and lifted boxes over thirty pounds. (R. 42-45).
This evidence contradicts Dr. Fava’s opinion that the claimant could sit, walk, andsthess f
than twenty minutes and lift, handle, and carry less than three pounds. Therefore, thedsourt
that the ALJ correctly gave Dr. Fava'’s opinion little weight and substavidénce supports
that finding.
VIlI. CONCLUSION

For the reasons stated above, this court concludethéhALJ appliegroper legal
standards and substantial evidence suppor@duision Accordingly, this court AFFIRMS the
decisionof the Commissioner.

The court will enter a separate order to that effect simultaneously.

DONE and ORDERED thig1* day of September, 2018.
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KARON OWEN BOWDRE
CHIEFUNITED STATES DISTRICT JUDGE
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