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IN THE UNITED STATES DISTRICT COURT FOR THE
NORTHERN DISTRICT OF FLORIDA
PANAMA CITY DIVISION

JAMES MILTON SMITH, JR.,
Plaintiff,

VS. Case No.: 5:14cv127/EMT

CAROLYN W. COLVIN,
Acting Commissioner of Social Security,
Defendant.
/

MEMORANDUM DECISION AND ORDER
This case has been referred to the underdigregistrate judge for disposition pursuant to
the authority of 28 U.S.C. 8§ 636(c) and Fed. R. Civ. P. 73, based on the parties’ consent to

magistrate judge jurisdictiorsde docs. 8, 9). It is now before the court pursuant to 42 U.S.C.

§ 405(g) of the Social Security Act (“the Actfar review of a final decision of the Commissioner
of the Social Security Administration (“Commisser”) denying Plaintiff's application for disability
insurance benefits (“DIB”) under Title Il of the Act, 42 U.S.C. 88 401-34, and supplemental
security income benefits (“SSI”) under Title XVI of the Act, 42 U.S.C. §8§ 1381-83.

Upon review of the record before this couirtis the opinion of the undersigned that the
findings of fact and determinations of therlmissioner are not supported by substantial evidence;
thus, the decision of the Commissioner should be reversed and remanded.

l. PROCEDURAL HISTORY

On January 21, 2011, Plaintiffdd applications for DIB and SSI, and in each application
he alleged disability beginning December 12, 2010 (tr. 38, 25 applications were denied
initially on March 4, 2011 (tr. 98-99), and ceconsideration on April 6, 2011 (tr. 108—-09), and

! All references to “tr.” refer to the transcript ofcsal Security Administration record filed on August 29, 2014
(doc. 14), and the page numbers refer to those found on the lower right-hand corner of each page of the transcript, as
opposed to those assigned by the court’s electronic doclsgttgm or any other page numbers that may appear.
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thereafter he requested a hearing before anrastnaitive law judge (“ALJ). A hearing was held
on October 5, 2012, and on November 1, 2012, the gdukid a decision in which he found Plaintiff
“not disabled,” as defined under the Act, at any time through the date of his decision (tr. 38—47).
The Appeals Council subsequently denied Plaistiquest for review. hus, the decision of the
ALJ stands as the final decision of the Commissiosnject to review in this court. _Ingram v.
Comm'r of Soc. Sec. Admin496 F.3d 1253, 1262 (11th Cir. 2007). This appeal followed.
Il. FINDINGS OF THE ALJ
In denying Plaintiff's claims, the ALhade the following relevant findingseg tr. 38—47):

€) Plaintiff meets the insured requirements of the Act through December 3%, 2015

(b) Plaintiff did not engage in substantiginful activity (“SGA”) after December 12,
2010, the alleged disability onset dfate

(c) Plaintiff has four severe impairmentgrvical degenerative disc disease (“DDD”),
lumbar DDD, diabetes mellitus, and obesity;

(d) Plaintiff has no impairment or combinai of impairments that meets or medically
equals the severity of one of the listed impants in 20 C.F.R. Pa40D4, Subpart P, Appendix 1;

(e) Plaintiff has the residual functional capacity (“RFC”) to perform light work as
defined in 20 C.F.R. 88 404.1567(b) and 416.967(b). He can frequently lift ten pounds and
occasionally lift twenty pounds; stand or walk &ix hours and sit for six hours in an eight-hour
workday; occasionally climb ladders, ropes,aaffolds, and balance, stoop, and crouch; frequently
climb, kneel, and crawl; and he should avoid concentrated exposure to hazards;

() Plaintiff is unable to perform any past relevant work;

2 The time frame relevant to Plaintiff's claim for®ls December 12, 2010 (date of alleged onset), through
November 1, 2012 (date of the ALJ's decision), even th&lgintiff is insured for DIB purposes beyond the date of
the ALJ’s decision. The court notes tha &1.J appears to have made a scrivener’s or other error in stating that Plaintiff
is insured for DIB purposes through the end of 2015, instead of the end of Marcle@0d4 € tr. 56with tr. 38), but
to the extent the ALJ erred the error is of no consequence because the relevant period of adjudication ended on the date
of the ALJ’s decision.

The time frame relevant to Pl&ffis claim for SSI is January 21, 2011 (date of SSI application), through
November 1, 2012See Moore v. Barnhart405 F.3d 1208, 1211 (11th Cir. 2005) (indicating that SSI claimant becomes
eligible to receive benefits in the first month in which he is both disabled and has an SSI application on file).

® There is a suggestion in the record that Bfaemmended—or intended to amend—his disability onset date
during his administrative hearing, to December 19, 2011 (Plaintiff's 50th birthetay).329;seealsodoc. 22 at 2 n.1),
but the ALJ did not so finds¢e tr. 38). As this court’s review is limited to determining whether the ALJ’s decision is
supported by substantial evidence from the record and wadtaoféba application of proper legal standards, the court
will review the ALJ’s decision as including a finding that Plaintiff alleged disability beginning on December 12, 2010.
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(9) Plaintiff was born on December 19, 1961, indgs was forty-eight years old, which
is defined as a younger individual aged 18—49, oalteged disability onset date; his age category
subsequently changed to “closely approaching advanced age”;

(h) Plaintiff has at least a high school edimraand is able to communicate in English;

0) Transferability of job skills is not material to the determination of disability because
using the Medical-Vocational Rules (“the Grida3§ a framework supports a finding that Plaintiff
is “not disabled,” regardless of whether he has transferable job skills;

(), In light of Plaintiff's age, educationyork experience, and RFC, there are jobs
existing in significant numbers in the natioredonomy that Plaintiff can perform; therefore,
Plaintiff has not been under a disability, aswlediin the Act, from December 12, 2010, through the
date of the decision.

1. STANDARD OF REVIEW

Review of the Commissioner’s final decisiotimsited to determining whether the decision
is supported by substantial evidence from the record and was a result of the application of proper
legal standards. Carnes v. Sulliy&®36 F.2d 1215, 1218 (I1Cir. 1991) (“[T]his Court may

reverse the decision of the [Commissioner] only when convinced that it is not supported by
substantial evidence or that proper legal standards were not appsesialso Lewis v. Callahan

125 F.3d 1436, 1439 (11th Cir. 1997); Walker v. Boy&26 F.2d 996, 999 (11th Cir. 1987). “A
determination that is supported by substantial evidence may be meaningless. . . if it is coupled with
or derived from faulty legal principles.” Boyd v. Heckléf4 F.2d 1207, 1209 (11th Cir. 1983),
superseded by statute on other grounds as stated in Elam v. R.R. Ret. Bd921 F.2d 1210, 1214

(11th Cir. 1991). Aslong as proper legal staddavere applied, the Commissioner’s decision will

not be disturbed if in light of the record aswhole the decision appears to be supported by
substantial evidence. 42 U.S.C. § 405(q); Falge v. Apfsd F.3d 1320, 1322 (11th Cir. 1998);
Lewis, 125 F.3d at 1439; Foote v. Chat®r F.3d 1553, 1560 (11th Cir. 1995). Substantial evidence

is more than a scintilla, but not a preponderance; it is “such relevant evidence as a reasonable person

would accept as adequate to supparclusion.” _Richardson v. Perald$2 U.S. 389, 401, 91
S. Ct. 1420, 1427, 28 L. Ed. 2d 842 (1971) (mgConsolidated Edison Co. v. NLRB05 U.S.
197,59 S. Ct. 206, 217, 83 L. Ed. 126 (1938)); Let25 F.3d at 1439. The court may not decide
the facts anew, reweigh the evidence, or substits judgment for that of the Commissioner.
Martin v. Sullivan 894 F.2d 1520, 1529 (11th Cir. 1990) (citationstted). Even if the evidence
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preponderates against the Commissioner’s decisiemdbision must be affirmed if supported by
substantial evidence. Sewell v. Bow&02 F.2d 1065, 1067 (11th Cir. 1986).

The Act defines a disability as an “inability engage in any [SGA] by reason of any

medically determinable physical or mental impaintnehich can be expected to result in death or
which has lasted or can be expected to last fmmtinuous period of ntss than 12 months.” 42
U.S.C. § 423(d)(1)(A). To qualifgs a disability the physical anental impairment must be so
severe that the claimant is not only unable thid@revious work, “butannot, considering his age,
education, and work experience, engage in amgrdtind of substantial gainful work which exists
in the national economy.”ld. § 423(d)(2)(A). Pursuarib 20 C.F.R. § 404.1520(a)-(b}he

Commissioner analyzes a disability claim in five steps:

1. If the claimant is performing SGA, he is not disabled.

2. If the claimant is not performing SGA, lmspairments must be severe before he can
be found disabled.

3. If the claimant is not performing SGA amelhas severe impairments that have lasted

or are expected to last for a continuous periat t#ast twelve months, and if his impairments meet
or medically equal the criteria of any impairment listed in 20 C.F.R. Part 404, Subpart P, Appendix
1, the claimant is presumed disabled without further inquiry.

4. If the claimant’s impairments do not pest him from doing his past relevant work,
he is not disabled.

5. Even if the claimant’s impairments prevent him from performing his past relevant
work, if other work exists in significant numisein the national economy that accommodates his
RFC and vocational factors, he is not disabled.

The claimant bears the burden of establishing a severe impairment that keeps him from
performing his past work. 20 ER. 8§ 404.1512. If the claimant establishes such an impairment,
the burden shifts to the Commissioner at step fighto the existence offar jobs in the national
economy which, given the claimant’s impairmetits,claimant can perform. MacGregor v. Bowen
786 F.2d 1050, 1052 (11th Cir. 1986). If the Comroissri carries this burden, the claimant must

*In general, the legal standards applied are the sagaedless of whether a claimant seeks DIB or SSI, but
separate, parallel statutes and retjoie exist for DIB and SSI claimseg 20 C.F.R. 88 404, 416). Therefore, citations
in this Order should be considered to refer to the appropaasdiel provision. The same applies to citations of statutes
or regulations found in quoted court decisions.
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then prove he cannot perform the work suggested by the Commissioner. Hale v, 8&iver2d
1007, 1011 (11th Cir. 1987).
V. SUMMARY OF RELEVANT EVIDENCE OF RECORD

A. Plaintiff's Personal History, elring Testimony, and Other Statements

As indicated above, Plaintiff was fortyghit years of age ondgzember 12, 2010, the date
he alleges he became disabled, though he attainadetaf forty-nine one gek later; he was fifty
on November 1, 2012, the date of the ALJ’s opiniBlaintiff completed the twelfth grade (tr. 60).

Though Plaintiff's earnings records showome in all four quarters of 2014e¢, e.g., tr.
218, 225, 228-29, 234, 235), Plaintiff testified atddministrative hearing, held October 5, 2012,
that he did not recall working in 2011, tha¢ 2011 income shown on his earnings records might
have been unemployment compensation, and thtte thest of his recollection, he last worked in
the fourth quarter of 2010 (tr. 61-6&e also tr. 40, 287). During the fourth quarter of 2010
Plaintiff worked as a maintenance man pedormed indoor and ador work involving grounds
keeping, moving furniture, buffing floors, anafaetimes” lifting objects that weighed fifty pounds
(tr. 62—63). Plaintiff's work prior to the mdaanance job involved loading trucks, bagging and
stacking fifty-five pound bags, maintaining hos|staemodeling, painting, hanging drywall, metal
framing, operating equipment, and working asrenfian (tr. 64—66, 82). Plaintiff stated he quit
working due to having two pancreatic attack®@40 and his becoming a ffblown diabetic” after
the attacks, as well as the medications he takehis inability to go out in the sun “without falling
out” (tr. 66—67). He testified that he “just sitfg]the house” during the day due to his inability to
be in the heat, which can cause dizzy spells gpirantly, fainting (tr. 67, 88). Plaintiff stated he
administers three insulin shots daily and monitossblood sugar, but his diabetes is nevertheless
not under control (tr. 67—68).

Plaintiff also complained of pain and otlpgoblems with his lower back and noted that he
last had a magnetic resonance imaging (“MRI'2@®4, which is when his back pain began though
it has worsened over time (tr. 69, 8&ealsotr. 452 (MRI report, dated July 6, 2004)). He reported
that the left side of his body becomes numb udiclg his hand and at times his knee, and the left
side of his body feels colder than the right $tde69—70, 77). He was prescribed “nerve medicine”

for this condition, but the medication “didn’t se¢éonhelp much” (tr. 70). The numbness causes
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Plaintiff to drop things because he cannot feel them in his left hdi)d (He also has neck pain,
a bad knee on the left side, and “poor cirtala[from the knee] down into [his] feetsde id.,
77-78;seealsotr. 462).

Plaintiff noted that he was receiving mental health treatment from Michael Barnes, M.D.,
who prescribes Zoloft for depression, and memtalth counseling on a monthly basis from “Mrs.
Jones” at “Life Management,” though he skippeglrionth prior to his hearing because he did not
feel well (tr. 72—73). Plaintiff testified that the gt “help[s]” him, “mellows [him] out,” prevents
him from arguing with his wife, and has reduce@lominated the irritation he felt “a lot” prior to
taking Zoloft Gee tr. 73). He stated that he does gotout in public very often but could not
explain why other than to note that he “just don’t care to be around nobody” (tr. 75).

Plaintiff stated he is ablte cook, wash dishes, mop, dustd vacuum, but he “can only do
so much” {d.). He can sit for about twenty to thirty minutes and then must stand (tr. 84). He has
difficulty standing and walking due to poor aitation and painful and “burning” toes, which
conditions are reportedly a result of his diabetindition (tr. 85—-86). He noted that the toe pain
resolves once he administers an insulin shot (tr. B&$tly, Plaintiff statethe was “pretty sure” he
could not stand six hours in an eight-hour workddy).(

B. Relevant Medical History

Between 2009 and 2013 Plaintiff received treatnframb Dr. Barnes, a family practitioner,
for a variety of conditions including back pairs@mnia with muscle spasms, dyslipidemia, anxiety,
depression, and pancreatitis, for which Dr. Baprescribed a variety of medications including
cyclobenzaprine, Xanax, Lortab, Lopid, and Lipiteee( e.g., tr. 13, 400, 416). In a treatment note
from January 2009 Dr. Barnes notelintiff's report that he had been taking his medications as
directed and was “doing fairly wel(tr. 416). He also noted thRtaintiff's physical examination
was normal and that Plaintiff exhibited no mental abnormaliittes (A follow-up treatment note
from April 2009 is nearly identical (tr. 414). January 2010 treatment note reflects that Plaintiff
reported abdominal pain and that a physical exatiwn revealed some pain near the gallbladder,
but otherwise the note is largely the same a8Bmes’ earlier treatment notes (tr. 412). On April
13, 2010, Dr. Barnes indicated that he would omggibladder studies in light of Plaintiff's
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continued complaints of abdominal pain and pgian examination (tr. 410). It was also noted that
Plaintiff was using his Xanax “just to sleep at nightl’).

On April 30, 2010, Plaintiff presented to anengency room (“ER”) with complaints of
severe abdominal pain (tr. 367). The ER recatdse that Plaintiff is “known to have type 2
diabetes and he is noncompliant with medicatidtrs 368). Plaintiff was assessed with acute
pancreatitis and admitted for observation and care (tr. 367—68). Plaintiff underwent a surgical
procedure to remove his gallbladder, after wiielheported doing fine, &g did upon his discharge
on May 7, 2010<ee tr. 363). Plaintiff was “given sicleave until . . . Tuesday,” May 11, 2010, at
which time he was to see Dr. Barna$)(

On May 11, 2010, Dr. Barnes saw Plaintiff anaterin his treatment note that Plaintiff’s
gallbladder disease had “resulted in pancreatitis and his insulin and blood sugar got all out of
whack,” but that Plaintiff wasow “doing fine” and taking his nacations as directed, though his
“blood sugar [was] still running high” (tr. 408)A treatment record from June 2010 is largely
unremarkable, other than noting Plaintiff’'s s&sgly unrealistic fears about some redness at the
base of his left thumb, whichdhtiff thought could ultimately leatth an amputation, but which Dr.
Barnes viewed as non-worrisome and requiring only an antibiotic (tr. 406).

Plaintiff presented to the Gulf Coast Medli Center on September 8, 2010, with complaints

of abdominal pain (tr. 375). He was assds®ggth acute pancreatiti secondary to severe
hypertriglyceridemia and also was noted to be noncompliant with treatment for obesity, diabetes,
and hyperlipidemiaid.). The attending physician createtteatment plan that included placing
Plaintiff on a “very aggressive, low-calorie, Idat diet, monitoring his cholesterol profile and
blood sugars”ifl.). The physician also noted that he “counseled [Plaintiff] thoroughly about
[adhering to a] very low fat diet,” exercisingnd avoiding certain foods that he had regularly
consumed, including steaks, other red meats, haavy food, and desserts and “all kinds of sweets”
(tr. 374-75, 379). Plaintiff's wife wmalso advised that Plaintiff needed to diet, exercise, lose
weight, and monitor his cholesterol profile, giei, and blood sugars (tr. 378). Another physician
noted that Plaintiff was “obviously” in need of diabetic counseling (tr. 377).

Dr. Barnes’ treatment note as to a visithaPlaintiff on September 15, 2010, reflects that

Plaintiff had recently been hospitalized for “pancreatitis with triglycerides of around 5000 (tr. 404).
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Dr. Barnes stated that “[h]opefully his bloasggr will calm down and we can stop his insulin as
soon as his pancreas calms down and regains functah” (n October 2010 Plaintiff's blood
sugar was still high, and Dr. Barredjusted his medicationseétr. 402). He also advised Plaintiff
to return for follow-up in about two months, or in or about December 2010.

On February 25, 2011, Dr. Barnes completed a questionnaire that asked, “Do you feel that
[Plaintiff] suffers from a mental impairment that significantly interferes with daily functioning?”
In response, Dr. Barnes marked “NO.” (tr. 423).

It appears that Plaintiff esaw Dr. Barnes, on June 28, 20(tl. 462). Plaintiff reported
neck pain, shoulder pain, numbness ml&ft hand, and burning in his feed.j. He stated he had
not been taking his insulin shots regulahd was “out of” his other medicationd.f. He further
stated that he only checked his blood sugar wigefeet burned, and Dr. Baes reminded Plaintiff
that he was supposed to check his blood sugar daily (tr. 462—63). Plaintiff also reported that
“[t]hings ha[d] been so bad mentally” and thatwes irritable, down, and worried (tr. 463). Dr.
Barnes thus increased Plaintiff's Celexa dosage to 40dng (Dr. Barnes assessed peripheral
neuropathy, back pain, generalized anxiety disorder, diabetes, depression, dyslipidemia,
hypertension, insomnia with muscle spasms, andneatitis (tr. 462). A physical examination was
unremarkable (tr. 462). Dr. Barnes opined ®laintiff had medial carpal tunnel syndrome “or at
least a nerve impingement syndrome on his left uppiemity” and that Plaintiff would have to
follow up with an orthopedic physician and obtain an MRJ)( In October 2011, Plaintiff reported
to Dr. Barnes that he had “been doing fairly wéll” 459). He also statdw had been cutting back
some on his insulin and had apparently not been taking his triglyceride medisatioth)( A
physical examination was again unremarkahde.( Plaintiff made no mention of depression or
anxiety, though he was again diagnogéith both conditions. Plaintiff next returned to Dr. Barnes
in February 2012. Plaintiff reported some mhog down his left arm, for which Dr. Barnes

prescribed Neurontin (tr. 457). Dr. Barnescahoted the following in his treatment record:

5 Although a treatment record exists in the file from Dr. Barnes that is dated Janudry, & &fpears that the
record pertains to a visit with Plaintiff on January 512(@s the record includes notations stating that Plaintiff began
taking on Zoloft on May 17, 2012, and discontinued taking Celexa the samseeltry 461).

® The undersigned was unable to locate a record estaigligtien Plaintiff was first prescribed Celexa or the
dosage when it was first prescribed. As noted, Plaintiff3a Barnes in October 2010, but the treatment record from
that visit does not show that Plaintiff was prescribed Celeeei, 402—03). The next chronological record appears
to be dated June 28, 2011, and it indicates that both Plaintiffiis wife reported that “the Celexa is just not working”

and that Dr. Barnes thus “increase[d] his Celexa to 40 mg a day” (tr. 463).
Case No.: 5:14cv127/EMT
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“Depression — This is [Plaintiff's] biggest problem. He’s really reluctant to take his antidepressant,
but he needs to be on an antidepressant moratiyéimng. His whole life situation has just got him

up against the wall.”id.). Dr. Barnes prescribed Zoloft, 100 mg, once per d&y. (Another
treatment record from Dr. Barnes, dated iny\N2®12, again notes that depression is Plaintiff's
biggest problem and, according to Dr. Barnesai$ “getting worse and worse I'm afraid,” though
Plaintiff denied any suicidal or homicidal idemtj and he was alert and aware in all three spheres
(tr. 453). Dr. Barnes continued Plaintiff on Zoloft, 100 mg, once peridgy (

On July 11, 2012, Plaintiff presented to the Life Management Center (“LMC”) for an
evaluation and to initiate mental health treatment, upon Dr. Barnes’ referral (tr. 468). Plaintiff
reported anxiety and depression atated that the depression began approximately two years prior,
around the time he began having medical and financial probldms Ke reported “low mood,
anhedonia, poor sleep, appetite problems, feelinglfdure, poor concentration . . . [and] feeling
anxious, overwhelmed, and irritabled (). Additionally, although Plaiiff stated he had no suicidal
thoughts or plans, he also stated he would be “better off deshld” He noted he had “financial
stressors and [was] hoping to get disabilitg); An evaluation revealed that Plaintiff was oriented
as to person, place, situation, and time (tr. 467). Plaintiff exhibited appropriate mood, affect,
thought processes, and intellect, as well as nalmalbht content and “fair” (not “good” or “poor”)
insight and judgmentid.). Omar H. Howard, M.D., a pshm@trist, assessed major depressive
disorder, recurrent moderate, and generalized anxiety disorder; he estimated Plaintiff's Global
Assessment of Functioning (“GAF”) to be’glr. 469). Plaintiff’'s mdications were adjusted, he
was referred for counseling, and he was adviseeturn to the LMC in one montid(). Plaintiff
returned to the LMC on or about August 8, 2012, and reported a slight improvement in mood but
also reported “several days of low interest, feeling low, frequent poor sleep, frequent low energy,

frequent poor concentration, . . . [and] occaditimaughts of being bettef [sic] dead,” though he

" GAF is the overall level at which an individual fiienis, including social, occupational, academic, and other
areas of personal performance. American Psychiats&odiation,_Diagnostic and Statistical Manual of Mental
Disorders30-32 (4 ed. 1994). It may be expressed as a numerical skcbiat.32. A score between 51 and 60 reflects
moderate symptoms (e.qg., flat affect and circumstantial spesgdsional panic attacks) or moderate difficulty in social,
occupational, or school functioning (e.g., fewriids, conflicts with peers or co-workersyl.
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again denied any suicidal thoughtptans (tr. 465). Dr. Howardmeental health evaluation yielded
the same results as before, and he assessed the same diagnoses and GAF score (tr. 464—-65).

On October 16, 2012, shortly after Plaintiff's hiagrbefore the ALJ, Plaintiff obtained an
MRI of the cervical spine (tr. 482)t showed a moderately sized pergor disc protrusion at C3-4,
moderate DDD at C5-6 and to a lesser degree at C4-5, and inconsequential abnormalities at other
levels of the cervical spinegeid.).

C. Other Information Within Plaintiff's Claim File

On March 4, 2011, Janis Heffron, Ed.D., a psyobt, completed a “psychiatric review
technique” form “PRTF”) for the Social Sedyr Administration (“SSA”), in connection with
Plaintiff's request for reconsideration of tingial denial of her claims for benefitseg tr. 424—36;
see also doc. 22 at 5 & n.6). She evaluated Pldifisticonditions under Séions (or “Listings”)
12.04 and 12.06 of 20 C.F.R. Part 404, Subpaipipendix 1 (Affective Disorders and Anxiety-
Related Disorders, respectively) (tr. 424, 427, 4230e concluded that&thtiff’'s depression and
anxiety were non-severe and did not satisfy thgmlbstic criteria necessary to qualify as disabled
under the Listings (tr. 424, 426, 429). In so doding, Dr. Heffron noted—in pertinent part—that
although Dr. Barnes assessed anxiety in Oct2d®0, Plaintiff's blood sugar was high at that time,
and that Dr. Barnes subsequently noted thah#fiahad no mental impairment that significantly
interfered with daily functioning (t436). She also concluded tiRdaintiff’'s conditions caused no
restriction of activities of daily living; no difficulties in maintaining social functioning; no
difficulties in maintaining concentration, persiste or pace; and no episodes of decompensation
(tr. 434). On March 28, 2011, John Thibodeau, Rhal3o with the SSA, reviewed all of the
evidence in Plaintiff's claims file and Dr. Hefin's findings; he then affirmed her “PRTF . . . as
written” (tr. 440).

In early March 2011, Brigida Tellis, an adjudimatvith Disability Determination Services
(“DDS”), completed a physical RFC assessment fmmwhich she concluded that Plaintiff was
capable of performing work that is generally detent with the definition of “medium” worlks¢e
tr. 100-07; 20 C.F.R. § 404.1567(c)). On Ma26h2011, Nicolas Bancks, M.D., a hon-examining
DDS physician, also completed a physical RFC assa#siorm. Dr. Bancks opined that Plaintiff
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could perform light work with the same restrictiashs ALJ (later) incorporated into Plaintiff's RFC
(compare tr. 441-48nith tr. 42, 15).

Robert N. Strader, a vocational expert (“VE”), testified at Plaintiff’s administrative hearing
(tr. 89;seealsotr. 167—68). Mr. Strader identified Plaintgfpast work as a maintenance engineer
as “medium,” with a specific vocational preparation (“SVP”) of 3, and his work loading trucks as
“medium to heavy” and unskilled with a SVP2{tr. 90-91). He then opined that a hypothetical
person with Plaintiff's RFC could not perform that work (tr. 90). The person could, however,
perform other available work, including work asiand packer (SVP 1), assembler (SVP 2), and
cafeteria attendant (SVP 2), all of wh jobs are both “light” and unskilledge tr. 91). According
to the VE, if the hypothetical individual coulid six hours and stand two hours during an eight-hour
workday, there definitely “would[] be a lot ofdentary jobs” the person could perform, including
sedentary assembler and sedentary hand packegflvatich are unskilled with a SVP of 2 (tr. 92).

D. Evidence Submitted to the Appeals Council

Plaintiff presented additional evidencehe Appeals Council (“AC”), including treatment
records from The NeuroPain Center, ddietiveen on January 23, 2013, and March 12, 2013 (tr.
17-30). Included within The NeuroPain Center’s rds@re the results of a lumbar spine MRI (tr.
23) and electromyogram and nerve conductionomglastudies conducted in February 2013 (ir.
23-24).

Plaintiff also supplied additional treatmeatords from Dr. Barnes, dated March 12, 2013,
and May 21, 2013 (tr. 12-15). The March records ti@ePlaintiff was “doing fairly well” with
respect to his diabetes, but Dr. Barnes statedPiaditiff was “severely” depressed and “not doing
well from [that] standpoint,” though &htiff denied any suicidal or homicidal ideations (tr. 15). Dr.
Barnes increased Plaintiff's Zoloft to 200 mg aratest that if Plaintiff did “not do[] much better,”
he would prefer that Plaiiff see a psychiatrisid.). In May 2013, Dr. Barnes noted that Plaintiff's
was “really not getting much better” and statet #ithough Plaintiff comtiued to deny any suicidal
or homicidal ideations, “[w]e are going to have to get him in to a psychiatrist” (tr. 13).

V. DISCUSSION
Plaintiff contends the ALJ erred in determig that he had no severe mental impairment

(doc. 22 at 13-18), in failing to properly accountRtaintiff's spinal condition and neuropathy in
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the RFC(d. at 19-21), and in making his credibility findingd. @t 21-24). The court will address
the first of Plaintiff's claims, after addressing the alleged onset date sesdfedtnote 3 supra),
even though Plaintiff has not specifically raised the onset date as an issue in this appeal.

A. Disability Onset Date

In applying for benefits, Plaintiff clearly and specifically alleged a disability onset date of
December 12, 2010 (tr. 216ge also tr. 56, 62, 237 (additional references to same onset date)).
Though Plaintiff's former counsel asserted in segkeview by the AC that Plaintiff amended his
onset date to December 19, 204 (r. 329), his counsel on this appeal concedes that Plaintiff “did
not specifically amend his onset date during theihgarather possibility [sic] of such was implied”
(doc. 22 at 2 n.1). A resw of the transcript of Plaintiff's hearing before the ALJ reveals that
Plaintiff's former counsel confirmed with the ALJtht outset of Plaintiff' ®earing that Plaintiff's
alleged onset date was December 12, 2010 (tr.A&). the only other statement made by counsel
that remotely touches on the onset date is the following:

Based on Mr. Strader’s assessment [pregaly his conclusion that Plaintiff
had no transferable job skills], it would se@yme that we would be considering a
grid rule at [age] 50, or within the sixamth latitude that is permitted since he could
— there were no transferable skilBsnd you know, assuming [Plaintiff] was limited
to sedentary work . . . .

(tr. 94;seealsotr. 93). These statements did not alertAhd to a change in Plaintiff’'s onset date.
Moreover, even if Plaintiff would have beefisabled at age 50 under the Grids due to no
transferable job skills and an RFC for sedenteoyk, as Plaintiff seems to have contended at his
hearing, the ALJ concluded that Plaintiff could perform liglork, which does not render him
disabled under the Grids at age 58¢ 20 C.F.R., Part 404, Subpart P, Appendix 2, Table 1,
§ 201.12 (for sedentary work) and Table 2, § 202.13 (for light wade);also 20 C.F.R.
8 404.1563(d) (defining a person in the “closgdpm@aching advanced age” category as one aged
50-54).

To the extent Plaintiff actually intended to arddnis onset date during the hearing, he or his
counsel had an obligation to definitively so staBait neither did. The undersigned thus finds no

error with respect to the ALJ’s finding that Pitdf alleged disability as of December 12, 2010, or,
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correspondingly, no error with respect to the ALdbsiclusions as to Plaintiff's age categories
during the period under adjudication or his us¢hefGrids as a framework for his decision.

B. Mental Impairments

The ALJ concluded that Plaintiff's depremsiand anxiety were medically determinable
mental impairments, but they were not sevengairments. More specifically, the ALJ found that
the two conditions, “considered singly and in combination, do not cause more than minimal
limitation in [Plaintiff's] ability to perform baic mental work activities and are, therefore,
nonsevere” (tr. 41). Plaintiff contends the Adided at step two in finding his depression and
anxiety non-severe.

At step two of the sequential evaluation procasdaimant must prove that he is suffering
from a severe impairment or combination of impents, that have lasted (or must be expected to
last) for a continuous period of at least twelve mohtsg which significantly limit his physical
or mental ability to perform “basic work activitiesS2e 20 C.F.R. 88 404.1509, 404.1520(a)(4)(ii)

& (c), 404.1520a. Basic work acities include physical functions not at issue here, and mental
functions such as understanding, carrying out, and remembering simple instructions; using
judgment; responding appropriately to supervision, co-workers, and usual work situations; and
dealing with changes in a routine work sejti 20 C.F.R. § 404.15208\n impairment can be
considered non-severe “only if it is a slight abnormality which has such a minimal effect on the
individual that it would not be expected to inteefarith the individual’s ability to work, irrespective

of age, education, or work experience.” Brady v. Heckl24 F.2d 914, 920 (11th Cir. 1984¢
alsoBowen v. Yuckert482 U.S. 137, 153 (1987) (“The severggulation increases the efficiency

and reliability of the evaluation process by ideti§ at an early stage those claimants whose
medical impairments are so slight that it is unlikblgy would be found to be disabled even if their

age, education and experience were taken into account”). Although the claimant carries the burden
at step two, the burdennsild. McDaniel v. Bowen800 F.2d 1026, 1031 (11th Cir. 1986) ( “Step

two is a threshold inquiry. It allows only claims based on the most trivial impairments to be

8 The need for an impairment to have lasted, orxpected to last, for a continuous period of at least twelve
months is known as the “duration requirement.”
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rejected.”). A claimant need only show that hmefiairment is not so slight and its effect is not so
minimal.” 1d.

Here, in finding Plaintiff's metal impairments non-severestaép two, the ALJ relied upon
the following evidence and/or made the following statements with respect to Dr. Barnes:

(1) although Dr. Barnes prescribed medication®laintiff’'s mental impairments, he noted
no psychiatric abnormalities, and he assessaderdal functional limitations at any time during
the course of Plaintiff's treatment;

(2) on February 25, 2011, Dr. Barnes specificafiyned that Plainti did not suffer from
a mental impairment that significantly interfered with daily functioning;

(3) Dr. Barnes’ opinion of February 25, 2011kat Plaintiff did not suffer from a mental
impairment that significantly interfered wittaily functioning—is “consistent with the overall
record”; and

(4) although Dr. Barnes noted in Februaryd May of 2012 that Plaintiff's “biggest
problem” was depression:

(a) Dr. Barnes did not explain the appdam@ontradiction between these opinions and
the opinion he rendered in February 2011, and the ALJ characterized the February 2012 opinion as
“sudden” and unexplained,

(b) Plaintiff had “normal psychiatric examination[s]” in February and May 2012,
which examinations are inconsistent with Dr. Beg'rstatements at those times that depression was
Plaintiff's biggest problem, and

(c) Dr. Barnes assessed no mental limitations in February or May 2012, despite
commenting that Plaintiff's depression was a big problesat(. 41).

Continuing, with respect to other evidence of record, the ALJ found that:

(1) the opinions of Dr. Thibodeau and. Bteffron—namely, that Plaintiff had no severe
mental impairment, no restriction of activitiesdzily living, no difficulties in maintaining social
functioning, no difficulties in maintaining concentration, persistence or pace, and no episodes of
decompensation—are “most consistent witl kbngitudinal evidence, which shows no formal
psychiatric treatment from a mental health specialist until July 11, 2012” (or, less than four months
prior to November 1, 2012, the end of the time franevest to this appeal)ikewise, Plaintiff’s
ability to perform a wide array of activities of ddilying is consistent with a finding that he has no
restriction of activities of daily living, no difficulties in maintaining social functioning, no
difficulties in maintaining concentration, persiste or pace, and no episodes of decompensation;

(2) Dr. Howard's examination of Plaintiff on July 11, 2012, yielded essentially normal
results, and thus the GAF score he assessegiBiggly inconsistent with his examination; Dr.
Howard’s record from Plaintif§ follow-up visit in August 2012 inatled a notation that Plaintiff's
mood was slightly improved and reflected that ther@been “no significant change in mental status
examination aside from dysphoric mood,” but Eoward assessed the same diagnoses and GAF
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score; and, even if Dr. Howard’s GAF score is accepted, it was assessed over a one-month period
near the end of the relevant period, and thus Plaintiffs mental impairments do not satisfy the
duration requirement; and

(3) Plaintiff “only recently received mental health treatment, and these [LMC] treatment
records do not relate back to his alleged onset date” (tr. 41-42).

The undersigned cannot confidently concludd Hubstantial evidence supports the ALJ’s
findings at step two and thus cannot affirmdwerall finding that Plaintiff had no severe mental
impairment or any functional limitations resulting from his depression or anxiety.

With respect to Dr. Barnes, although many ef#LJ’s findings accurately reflect or track
the evidence of record, the findings generallyttaccount for the evidence from Dr. Barnes that
shows a worsening of Plaintiff's depression diree. Importantly, Dr. Barnes’ records from 2012
reflect—not only Plaintiff’'s complaints, but alBo. Barnes’ view—that Plaintiff was experiencing
increased and significant depression. Although Drn&sis not a mental health specialist, he
treated Plaintiff for many yearsid had the opportunity to interagtth him and observe him on a
fairly regular basis during the course of hisatment, and he clearly believed that Plaintiff's
depression was progressively worsening. As natexe, Dr. Barnes started Plaintiff on Celexa
(apparently some time prior to June 20dek footnotes 5, Gsupra)), without success; he increased
Plaintiff's Celexa dosage irude 2011, without success; in Febgua012 he switched Plaintiff to
Zoloft, 100 mg, once a day, withaguiccess; and he switched Plaintiff to Zoloft, 200 mg, in March
2013, but he noted in May 2013—that even with theglstrdosage of Zoloft that Plaintiff had tried
to date—Plaintiff's depression was “really not getting much better” and psychiatric care was
necessary. He also referred Plaintifthe LMC for specialized psychiatric care.

The ALJ additionally noted that in Febru@@11 Dr. Barnes stated that “[Plaintiff] does not
suffer from a mental impairment that significantliierferes with daily functioning,” but in February
and May 2012 “Dr. Barnesuddenly opined that [Plaintiff's] biggegiroblem is depression” (tr. 41)
(emphasis added). The undersigned does ndtDir. Barnes’ opinion of February 2012 to be
“sudden.” The opinion was offered one year dfteearlier opinion, and it followed Plaintiff's June
2011 visit, during which Plaintiff gorted that things had “been so bad mentally,” and Dr. Barnes
increased the Celexa dosage after determining that the current dosage was ineffective. As noted
supra, the ALJ further determined that Dr. Barhagsinion of February 2011 should be “credit[ed]
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... because itis more consistent with the ovesathrd” (tr. 41). This determination is likewise not
supported by the record as a whole, because itdaalscount for the more recent evidence from Dr.
Barnes (and from the LMC, as discussed more faftya). Lastly, the ALJ found that Dr. Barnes
conducted normal psychiatric examinations in February and May 2012, and thus his
contemporaneous opinions that Plaintiff was signifigadepressed are inconsistent with the results

of the examinations. Dr. Barnes’ treatmegttords from February and May 2012, however, show
only that he determined Plaintiff was “[a]lert aadare in all three spheres,” not that he conducted
thorough psychiatric examinationgthiesulted in normal findingseetr. 457, 453). Additionally,

one can be oriented as to person, place, andytntill exhibit symptoms of depression or even
severe depression.

Continuing, in finding Plaintiff's mental imfranents non-severe, the ALJ pointed to the
opinions of the non-examining SSA psychologigir. 41). Dr. Thibodeau and Dr. Heffron,
however, rendered their opinions in March 2011 ,tand they did not review—and could not have
reviewed—the LMC records from 2012 or anyDof Barnes’ records that post-date March 2011.
Their opinions are thus based on an incomplketend. What is more, these psychologists likely
would not have reached the same opinions if Haglreviewed all of the evidence from Dr. Barnes,
given that they specifically relied on one of Dr. Barnes’ opinions in reaching their conclusions and,
correspondingly, deemed Dr. Barnes to be a creddalece regarding Plaiff's mental functional
abilities Gee, e.g., tr. 436 (Dr. Heffron’s refeence to Dr. Barnes’ statement of February 2011 that
Plaintiff had no mental impairment that signifitignnterfered with dailyfunctioning); tr. 440 (Dr.
Thibodeau’s affirming Dr. Heffron’'s PRTF its tmety)). Similarly, Dr. Barnes’ more recent
treatment notes strongly suggestvireuld have answered the question posed to him in February
2011 differently had it been posed to him agairrdifi®visits with Plaintiff in February 2012, May
2012, and beyond. Put simply, the opinions of.Oihibodeau and Heffron are not based upon a
complete record and thus do not adequatelyesmsdor assess Plaintiff’'s condition during the full

relevant period.

°The ALJ accurately found that Dr. Barnes assessashatiénal limitations, but this one finding is insufficient
to outweigh the ALJ’s other findings &sDr. Barnes discussed herein.
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With respect to the LMC records, the ALJrextly noted that Plaintiff's mental status
examinations yielded essentially normal results. The undersigned concludes, however, that this
factor alone is insufficient taupport a finding that Plaintiff had nowsre mental impairment or any
associated functional limitations in light of tbhther evidence of record, including the treatment
notes from the LMC. The LMC treatment noteseal, in pertinent part, that Dr. Howard—a
psychiatric specialist—assessed major depressive disorder and generalized anxiety disorder, referred
Plaintiff for counseling, and assigned Plaintiff a GAF score of 51, which is the lowest possible score
to remain in the “moderate” symptoms categargtead of the “serious” symptoms categmae(

American Psychiatric Association, DiagnostimgStatistical Manual of Mental Disorders 30—32

(4th ed. 1994) (a GAF score between 41 and 86ats serious symptoms (e.g., suicidal ideation,
severe obsessional rituals, frequent shoplifting) or any serious impairment in social, occupational,
or school functioning (e.g., no friendsnable to keep a job))). The undersigned is aware that a
diagnosis, alone, is insufficient to establish the severity of an impairn8ef.e.g., McCruter v.

Bowen 791 F.2d 1544, 1547 (11th Cir. 1986) (“the ‘séyéof a medically ascertained disability

must be measured in terms of its effect upon ahiitywork, and not simply in terms of deviation

from purely medical standards lbbdily perfection or normality”)see also Salles v. Comm'r. of

Soc. Sec. Admin229 F. App’x 140, 145 (3d Cir. 200 Qrpublished) (diagnoses alone, including

diagnosis of depression, insufficienestablish severity at step twi8)But here there are diagnoses

from both Plaintiff's long-term treating physiciand a specialist, each whom also determined
Plaintiff was in need of psychiatric counselangd medications. Such evidence goes beyond a mere
diagnosis in the recordee Yuckert 482 U.S. at140-41 (the step-two inquiry isdeaminimis
screening device to dispose of groundless claitdegler other circumstances this court might find
that a psychiatrist’s unremarkable findings ugaamination support a finding that a claimant’s
mental impairment is non-severe, but upon reviethefrecord as a whole here, this court cannot

conclude that such a factor is sufficient to uphold the ALJ’s findings.

10 sallesand any other unpublished case cited heaggrcited only as persuasive authoriBge, e.g., United
States v. RosenthaV63 F.2d 1291, 1294 n.4 (11th Cir. 1985) fgtian unpublished Seventh Circuit opinion as
persuasive authoritydeealso U.S. Ct. of App. 11th Cir. Rule 36-2 (prdimg that an unpublished opinion may be cited
as persuasive authority); Twin City Fire Ins. Co., Inc. v. Ohio Cas. Ins. Cq.48tcF.3d 1254, 1260 n.3 (11th Cir.
2007) (citing R. 36—2 and noting that an unpublishediopimay be cited as persuasive authority).
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Lastly, the ALJ’s overall finding at step twotasPlaintiff’'s mental impairments appears to
be based on a premise that Plaintiff had to detmatesthat by the time his application was decided
he hadalready experienced twelve continuous months of disability to meet the duration requirement
under the regulations. While that is one way taldsh the duration requirement, there is another:
the duration requirement may be met if the impairment “cagxjpeeted to last for a continuous
period of not less than 12 month$ee, e.g., 42 U.S.C. 8 423(d)(1)(A) (emphasis addesdy;also
Social Security Ruling (“SSR”) SSR 82-52 (&fug. 20, 1980) (“When the application is being
adjudicated (or a hearing decision is being isshethre the impairment has lasted 12 months, the
nature of the impairment, the therapeutic histang,the prescribed treatment will serve as the basis
for determining whether the impairment is expedted. . continue to prevent the individual from
engaging in any SGA (or any gainful activity) foe additional number of months needed to make
up the required 12 months duration (e.g., 7 monthihéoclaim being adjudicated in the 5th month,
etc.).”); Charafeddine v. Astru&lo. 12-CV-00535-REB, 2013 WL 1232205, at *3 n.3 (D. Colo.
Mar. 27, 2013) (a claimant need not prove thaivhs unable to engage in SGA “for a period of

twelve continuous months prior to his date lastred, but only that [[he became disabled on or
before that date”) (citing McQuestion v. Astré29 F. Supp. 2d 887, 901-02 (E.D. Wis. 2009) and
SSR 83-20 (“Although important to the establishnadrd period of disability and to the payment

of benefits, the expiration of insured status is not itself a consideration in determining when
disability first began.”)).

Here, the record arguably supports a findirag flaintiff had developed a severe mental
impairment in early 2012, which continued through May 2013. Thus, it matters not that Plaintiff
did not seek “formal psychiatric treatment frarmental health specialist until July 11, 2012”; that
Dr. Howard treated Plaintiffjiagnosed Plaintiff, and assed$gAF scores only over a one-month
period in July and August 2012; or that “the[MLC] treatment records do not relate back to his
alleged onset date,” as the ALJ noted in finding Plaintiff's mental impairments non-severe. If
Plaintiff had or developed a severadisabling mental impairmedtiring the relevant period which
“could be expected to last for a continuous periaabbiess than 12 months,” Plaintiff satisfied the
duration requirement under the Act and regulatidgeg, e.g., 42 U.S.C. § 423(d)(1)(A).

Accordingly, the ALJ erred at step two of geguential analysis with respect to Plaintiff's
mental impairments. Moreover, the error is not harmless because the ALJ failed to include any
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mental limitations in the RFC or the hypothetical sfigns posed to the VE or otherwise consider
Plaintiffs mental impairments at any subsequent step of the sequential an&@¥sBelia v.
Comm'r of Soc. Sec. Admir433 F. App’x 885, 887 (11th Ci2011) (unpublished) (although ALJ

erred in finding claimant’'s mental impairments non-severe, the error was harmless because the ALJ

“gave full consideration to the consequences of Delia’s mental impairments on his ability to work
at later stages of the analysis”) (citing Reeves v. HecKigt F.2d 519, 524 (11th Cir. 1984)

(rejecting a challenge to an ALJ’s conclusion as harmless error when the ALJ had considered the

relevant evidence in making the disability determination)).

In Social Security cases, the role of thaurt is to determine whether the law has been
properly applied and whether substantial evidence supports the Commissioner’s findings, not to find
facts. Because of this limited role, the geheude is to reverse and remand for additional
proceedings when errors occusee, e.g., Davis v. Shalala985 F.2d 528, 534 (11th Cir. 1993)
(referring to general practice); Holt v. Sullivéd?1 F.2d 1221, 1223-24 (11Gtr. 1991). A case

may be remanded for an award of disability benefits, however, where the Commissioner has already
considered the essential evidence and itis cleaththatimulative effect of the evidence establishes
disability without any doubt. Davi985 F.2d at 534eealso Bowen v. Heckler748 F.2d 629, 636

(11th Cir. 1984) (if the Commissiorige decision is in clear disregard of the overwhelming weight

of the evidence, Congress has empowered thasctmmodify or reverse the decision with or
without remanding the case for a rehearing); Car®@8 F.2d at 1219 (“The record . . . is fully
developed and there is no need to remand for additional evidence.”); ®ark.2d at 1216-17
(finding that improperly refuted testimony oftr@ating physician must be accepted as true and
remanding “with directions to enter a finding of total disability”).

Here, the cumulative effect of the evidedoes not establish disability without any dotibt.

"ndeed, the undersigned notes that Plaintiff's testinadhys hearing before the ALJ suggests that the Zoloft
was controlling his symptomseg, e.g., tr. 73), even though Dr. Barnes’ treatment notes suggest the opposite. The ALJ,
however, did not identify Plaintiff's testimony as to the Zbés a basis for finding his mental impairments non-severe
or for concluding that Plaintiff had no mental functional limgas, and it is not the role of this court to supply any such
basis to support the ALJ's findingSee, e.g., Allen v. Barnhart357 F.3d 1140, 1145-45 (10th Cir. 2004) (district courts
should not draw factual conclusions on behalf of an ALJ or create post-hoc rationalizations to explain the
Commissioner’s treatment of evidence when that treatimerdt apparent from the Commissioner’s decision itself)
(citing SEC v. Chenery Corp318 U.S. 80 (1943)); Cline v. Sulliva839 F.2d 560, 565 (8th Cir. 1991) (“It is not
enough that inconsistencies may be said to exist, the ALJ must set forth the inconsistencies in the evidence . . . ");
Zblewski v. Schweiker732 F.2d 75, 78-79 (7th Cir. 1984) (while strong grounds may have existed for rejecting
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Therefore, this case must be remanded for further administrative proceedings. Upon remand, the
ALJ shall further develop the record regardingiftiff’s mental impairments (for example, by
obtaining updated PRTFs or other opinions that asedan a review of all of the relevant evidence

of record and which address the existence, ngame extent of any functional mental limitations,
and by closely examining the efficy of Plaintiff's medicationsy. If credible limitations are found

to exist, they should be included in PlaintifR&C and presented to a VE, if applicable, or they
should otherwise be considered in determining whether Plaintiff was able to work during the
relevant period. Additionally, the ALJ shall specifically consider whether any of Plaintiff's
impairments met the duration requirement, either because they had lastdddnave been
expected to last for a continuous period of not less than twelve months.

VI.  CONCLUSION

For the foregoing reasons, the Commissioner’s decision is not supported by substantial
evidence and should not be affech 42 U.S.C. 8 405(q); Lewi$25 F. 3d at 1439; Foqté7 F.3d
atl1560. A remand for additional administrative proceedings is warranted.

Accordingly, it iSORDERED:

Pursuant to sentence four of 42 U.S8C405(g), the decision of the Commissioner is
REVERSED, the Commissioner is ordered to remand this case to the Administrative Law Judge
for further proceedings consistent with this order, and the Clerk is directed to close the file.

At Pensacola, Florida this 29lay of September 2015.

[s/ Elizabeth M. Timothy
ELIZABETH M. TIMOTHY
CHIEF UNITED STATESMAGISTRATE JUDGE

claimant’s testimony, ALJ’s failure to articulate reasémrsdoing so precludes meaningful appellate review). The
efficacy of Plaintiff's Zoloft, however, should be considered by the ALJ upon remand.

121n light of the undersigned’s conclusion that the ALJeatestep two, the court need not consider Plaintiff's
remaining claims for relief, as the error at step two necessarily calls into question the ALJ’s findings at the remaining
steps of the sequential evaluation.
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