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[. INTRODUCTION

On June 6, 2013, the claimant, Cynthia Robinson Perigo, applied for disabiliggriosur
benefits undeTitle 1l of the Social Security AciThe claimant alleged her disabilitgganon
June 6, 201Xecausef herrheumatoid arthritis, fibromyalgia, left knee surgery, need of right
knee surgery, back problems, depression, anxiety, and swelling in the WrestSocial Security
Agency denied the claim on September 19, 20h&. claimant filed a request for a hearing
before an Administrative Law Judge, and the ALJ held a hearing on April 15,(F023.,
88,104, 11%

In a decision dated August 21, 2015, the ALJ fotlnadthe claimant was not disabled as
defined by the Social Security Act and was ineligible to receive Social Seloenigfits. The
Appeals Council denied the claimant’s request to review thEsAdecsion on December 27,
2016. Consequently, the ALJ’s decisioecamehe final decision of th€ommissioner of Social

Security.(R. -3, 43. The claimant has exhausted all of her administrative remedies, and this
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court has jurisdiction pursuant to U.S.C. 88 405(g) and 1383(c)(3). For the reasons stated below,
this courtREVERSES AND REMANDShe decision of the Commissioner to the ALJ for
reconsideration
1. ISSUE PRESENTED

Whetherthe ALJ’s reasons for discrediting the claimant’s subjective complaints algout th

limiting effects of her pain and mental impairments lack substantial evidence.
[11. STANDARD OF REVIEW

The standard for reviewing the Commissioner’s decision is limited. This mmust affirm
the ALJ’s decision if heapplied the correct legal standards drglibstantial evidence supports
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 coankisi
including determination of the proper standards to be applied in evaluatimg.CMialker, 826
F.2d at 999. This court does not review the Commissioner’s factual determirnkgioogo The
court will affirm those factual determinations supported by substantial eeid&hdostantial
evidence” is “more than a mere scintilla. It means such relevant evidence as ableasond
might accept as adequate to support a conclusikiniiardsm v. Perales402 U.S. 389, 401
(1971).

The court must keep in mind that opinions such as whether a claimant is disabletiirthe na
and extent of a claimant’s residual functional capacity, and the application tibnatfactors
“are not medical opimins . . . but are, instead, opinions on issues reserved to the Commissioner

because they are administrative findings that are dispositive of a caskat.e@tild direct the

! The claimant presented other issi&h as whether he improperly discredited the opinion of her treating
physcianDr. Chindalore, but the court does not reach the substance of those issues.rfhdvises the ALJ to re
evaluate those issues in light of this court’s decision.
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determination or decision of disability.” 20 C.F.R. 88 404.1527(d), 416.92¥{whther the
claimant meets ai&ting and is qualified for Social Security disability benefits is a question
reserved for the ALJ, and the court “magt decide facts anew, reweitite evidence, or
substitute [its] judgment for that of the CommissionBwyeér v. Barnhart 395 F.3d 1206, 1210
(11th Cir. 2005). Thus, even if the court disagrees with the ALJ about the significanceiof ce
facts, the court has no power to reverse that finding as long as substadéatevn the record
supports it.

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

IV. LEGAL STANDARD

The claimaris attemptto establish disability through testimony abbatpainand limiting
effects of her impairmentaust satisfy th&leventh Circuit’s pain standar@hepainstandard
requiresthatthe claimant have an underlying medical condition that either (1) hasiebjec
medical evidence supporting the severity of the pain the condition cau@)she medical
condition is of such severity that it could reasonably be expected to causerttantipain.
Holt v. Sullivan 921 F.2d 1221, 1223 (11th Cir. 1991).

Theclaimantmay use subjective testimony to supgutclaim of disability under the pain
standard if substantial evidence supptrtg testimonyDyer v. Barnhart 395 F.3d 1206, 1210
(11th Cir. 20®). In addition to the claimant’s testimonpetALJ mayalsoconsider the

claimant’s daily activities, treatment histpand otherelevant factorsHarwell v. Heckley 735



F.2d 1292, 1293 (11th Cir. 198420 C.F.R. §§ 404.1529(c)(3), 416.929(c)(3he ALJ may
consider the claimant’s ability to perform certain activities of daily living (8pks well as the
impact of such activities on the claimant’s credibility. 20 C.F.R. 88 404.1529 (c)(3)(i),
416.929(c)(3)(i)see also Macia v. Bowe829 F.2d 1009, 1012 (11th Cir. 1987) (finding that
ADLs may berelevant to the fourth step of the sequential process).

The ALJ will also consider any inconsistencies between the claimartiladag and other
evidence in the record to determine if the claimant is disabled or not. 20 C.F.R. 88§
404.1529(c)(4), 416.929)(4). If the ALJ discredits the claimastsubjectivdestimony,such
discreditingmust be obvious to a reviewing court atkquately reasonedyer, 395 F. 3d at
1210. The ALJ must articulate reasons for discrediting the claimant’s subjectivedeyg and
substantial evidence must suppbiige reasons. SBeown v. Sullivan921 F.2d.1233, 1236
(11th Cir. 1991).

V. FACTS

The claimant was fortyhree years old at theme of the ALJ’s final deision. The taimant
has the equivalent of a high school education and past relevant work as a cersfiggl nur
assistant, cleaner/housekeeper, production line worker, and casi@edaimant alleges
disability based oher rheimatoid arthritis, fiboromyalgia, left knee surgery, need of right knee
surgery, back problems, depression, anxiety, and swelling in the \(Rstkl—43, 88).

Physical Impairments

From 2009 to 2015, Dr. Rommel Go at Masisist treated the claimant for multiple physical
ailments and problems starting with arthritis on February 23, 2009rescribed/obic for her
pain. The claimant returned to Dr. Go on April 23, 2009, complaining of pain, and he prescribed

her Lortab. In her visit with Dr. Go on August 24, 2@B8 claimant said she heard a popping



sound in heright knee when she walked and it hurt; Dr. Go continued her on Lo@ab.
October 6, 2009, Dr. Go diagnosed ttemant with a ligament tear in hiaft knee and referred
hertoorthopedic surgeoDr. Joseph Kendra. (R. 355-360).

Dr. Kendra saw the claiant on October 16, 2009, diagnoskreg with a possible meniscal
tear and posterior lateral complex injumyher left knee. Dr. Kendra performed an arthroscopy
on the claimant’s left knee on October 26, 2009; he reported no complications and said she was
doing well.During herfollow-ups with Dr. Kendrathe claimantevealed that she still felt some
discomfort in her knee at night but requedtest shebe allowedo return to work. Dr. Kendra
prescribed her Lortab and encouraged her to do knee sieangibxercises. (R273-75, 309—
10).

Between December 21, 2009, and May 3, 2011, the claimant returned to 8#véh times
for chronic lower back pain, pain in both of her knees, painful movements, tingling and
numbness in her hands, and hand pain. Dr. Go prescribed her Lortab and Mobic to pesat the
On December 10, 2010, Dr. Go reported noted the claimant’'s weak hand grip. (R.)346-54

On August 30, 2011, a doctor at Med Assist diagnosed the claimant with a ganglion cyst on
her right hand and the claimant requested a referral for her hand pain; the deptt'silso
indicated the claimant had paraspiteadderness in her lower spine. The claimant reported that
her current medications worked to control her symptoms. During her November 11, 2011
appointment with Dr. Go, the claimant complained of migraines and requested d teférra
Kendra for her kne pain; Dr. Go prescribed her Imitrex for her migraines referred her back to
Dr. Kendra. (R.345 —46

On February 9, 2012, aftphysically examining the claimant and ordering an MRI,

Kendra determinethat theclaimantmight haveaninternal deragement in her right knesnd



advised her about an arthroscopy. Dr. Keradsa indicatedhat a doctor diagnosed the claimant
with rheumatoid arthritis in 2008 and treated it with Mobic. Kendra scheduled tlegaimant

for right knee surgery, buheclaimant testified athe ALJ hearinghatshe cancelled the surgery
when she lost her job and insurange.271-73.

On March 2, 2012, Dr. Go advised the claimant to have the arthroscopy on her right knee to
alleviate her pain. The claimant saw Bio for her dironic lower back and knee pain and
migraines on June 8, 201¢he reported that she was “doing wedut Dr. Go reported that she
had paraspinal tenderness around her L5 vertebra. On September 5, 2012ntre ohurned
to Dr. Go for back and knee pain and swelling and pain in her hand; he indicated on her chart
that a Dr. Phillipdhaddiagnosed her with rheumatoid arthritis in 2007. Dr. Go prescribed further
treatments of Lortab and Mobic for the claimant’s arthritis and pain. (R. 342-344

During herfollow-up appointment with Dr. Go on December 3, 2Gh2,claimantndicated
thatshe felt no drowsy side effeat$ her medication and was able to do activities of daily living
with her pain medicatiarHowever the claimant still reporté experiencing chronic lower back
and joint pain. Dr. Go continued her on Lortab, Imitrex, and Mdhitalso started the claimant
on Neurontin. On March 4, 2013, the claimagainreported to Dr. Go that she had no side
effects from her medication angit it allowed her to do daily living activitieBut she
complained about not losing vgit with diet and exercise aloaed wanted to try a neweti
medication. Dr. Go added obesity and dyslipidemia diagnoses to the claimant’socanditi
assessed her other condisas unchangedpntinued the claimant on her previous medications;
andadded a Drisdol caj treat her Vitamin D deficiencyR. 336—4).

On June 4, 2013, the claimant reported to Dr. Go that she experienced burning sensations in

her left arm and asked for a referral to a rheumatologist for herpgaieeshe also reported no



change in her chronic lower back and joint pain. She also reportdtethadin medication
allowed her to do activities of daily livingeduced her pain 30%; and caused no negative side
effects Sheaskedthat her medicatiodosages not be reduced. (R. 332-35).

On June 27, 2013, the claimant completed a pain questionnaire for the Disability
Determination Service. She reported experiencing pain since 2006 and thatrily&ffected
her back, both knees and wrists, ankles, and upper left arm. She said her pain is constant; occ
when she sits, walks, or stands for too long; and uses her hands to drive or lift items. She
reported taking one 100mg dosage of Neurontin and four 7.5mg dosage of Hydrocodone a day;
this medicine relieved her pain for about two hors taime. She also reported that pain affected
her ability to work, sit, stand, walk, write, and drive. (R. 197-98).

The claimanteturned to Med Assist on July 2, 208 back painreported no new
problemsandstatedthat hemrmedication adequatelyatrolled her pain. The nurse practitioner
who saw the claimant noted that the claimant needed close monitoring because wtercoes
in her urinalysis results(R. 33).

On July 1, 2013the claimant’snother filled outa function report about ¢hclaimant’s
disability. Shewrote that the claimant did laundry and cleaned the home a couple of times a
week, prepared small meals with the help of her daughters, and attended $haralso wrote
that the claimant rarely left the house besides attending church, going to gpciot@ents, or
grocery shoppingShe reported that she drove the claimant most places and that the claimant
“can’t walk good.” She said the claimant hadutste squatting, walking, bending, and standing
because of her knee pain; she estimated that the claimant could walk “maybe one yandied

and must rest for twenty minutes afterwards. She said the atagmald follow instructions, had

20n June 8, 2013, the claimant’s urinalysis report indicated she took{igra medication used to treat
seizures and depression, but no records indicatedatimeant had a prescription for this dragthe time (R. 464).
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no problems concentrating, and gets along well with authority figures; howevelssistéated
that the claimandoes not handle changes in routine well and gets mad about her inability to
work and care for herself. (R. 211-16).

On July 14, 2013, the claimant completeselffunction report for the disability services
office. In her seHfunction report, the claimastatedthat shevatched television andas able to
engage in seltare behaviors and activities like bathing, dressing, and coshkiafji mealsn a
microwave but experienced pain while doing those activitipecifically, she experiences pain
while squatting, standing, raising her arms, and lifting thi8ge. said her pain keeps her awake
at night. The claimant corroborated her mother’s report gheateaning and leaving the house.
She said she follows direction fine and has no probleitiisconcentration, but does not handle
stress or changes in routine well; stieoreported that she sometimes cried without reason and
had panic attack (R. 218-24).

On July 31, 2013, nurse practitioner Tonya Moses at Med Assist noted in her thabtie
claimant was taking Mobic for her arthritis, Imitrex to control migraine hea$adtlortab for her
lower back and knee pain, and Neurontin for nerve pain. The claimantragorted that her
medication caused no negative side effects; adequately controlled henpaatipaved her to do
activities of daily living. Nurse practitiondionyaMoses warned the claimant about abruptly
stopping medications and reminded her that the goal of pain management treasent)et
her pain to a level where she could function, not the complete elimination of her pain. (R.464—
66).

After the claimant rquested a referraDr. Vishala Chindalee, a rheumatologist, treatbdr
from August2013 until March 2018n her first visit with the claimaman August 9, 2013, Dr.

Chindalore reported théte claimant was taking a hydrocodone-acetaminophen tablet in



addition to Lortab and Mobid-he claimant reported feeling morning stiffness lasting one or two
hours, fatigue, and painful joints. Dr. Chindalbedieved theclaimant showed classic symptoms
of osteoarthritis, fiboromyalgia, and @ilsly rheumatoid arthritis. Sirecommended that the
claimant start exersing and prescribed prednisone to tthatclaimant’goint pain (R. 428—
431).

At the request of the Social Security Administration, Dr. Ronald Borlaza pextba
consultative examination of the claimant on August 17, 20@8.claimant reported that she
could clean, do laundry, prepare small meals, make her bed, and take care af pggiene
needsbut she relied on her mother to do other chores. Dr. Borlaza noted elevemylyia
pain points on the claimant and diagnosed her with rheumatoid arthritis, fioromghalgiaic
bilateral knee and ankle pain, neuropathy with unknown etiology, and depression/dhiety.
assessed that she could stand and walk for no longer than four hours at a time and that she coul
frequently lift orcarry twentyfive pounds. (R.378-382

Between August 26, 2013 and July 11, 2014, the claimant had eleven follow-up
appointments with Dr. Go afat Dr. Chindalore for treatment of her chronic lower back, knee,
and joint pain. On August 26, 2013, Dr. Chindalore started the claimant on methotrexate to treat
her joint pain. During this time, the claimant rated her pain as high as an eigi# lamdas a
four on the pin scale; reported feeling fatigued; had morning stiffness lasting betiween
minutes and two hours. Except on November 6, 2@én he stated that the claimardrthritis
was not doing well, Dr. Chindalore described the claimant’s rheumatoid aréisritiging well
and her osteoarthritis stable; her arthritis aslenate in severity; amaften advised the claimant
about proper diet and exercise. The claimant reported to Dr. Go that her mediatiess no

negative side effects and adequately addressed hehparsessed her chronic back pain as



unchangedOn March 14, 2014, Dr. Go prescribed Norco to treat the claimant’s pain in addition
to Imitrex, Mobic, and Neurontin. (R. 413-27, 451-66, 470-72

On August 1, 2014, the claimant reported to Dr. Go that her medications no longer
adequately managed her pamd requested an adjustment in her dosages and prescriptions; Dr.
Go noted that he would increase her pain meds. He also noted that the claimant’s lurdbago a
rheumatoid arthritis had deteriorated since her previous visit on May 1, 2014. During her
appointment with Dr. Chindalore on September 12, 2014, the claimant reported dull and
throbbing pain, morning stiffness lasting fifteen minutes, and fatigue. Dr. Chiadhttwever,
noted the claimant was doing well on her medications and again describecebartbstis as
stable and rheumatoid arthritis as doing well. (R. 524-30, 604-07).

Whentheclaimant returned to Med Assist @ttoberl, 2014, she reported that her pain
medicationagain adequately addressed her symptoms and detpedencinganynegative side
effects. Nurse practitioner Sabrina Thomas assessed the claimawlittocs as unchanged,;
noted that the claimant was not takimer vitamin D supplements; and instructed her to take her
prescribed medicationBetween November 14, 2014 and January 20, 2015, the claimant saw
Dr. Goor Dr. Chindalore for four more follow-up appointments. She reported to Dr. Go that her
pain medication adequately addressed her symptoms; allowed her to do dailgsictiaiised
no negative side effects; and reduced her pain 30% but still reported no changes in her lower
back and joint pain. Dr. Chindalore continued describing the claimant’s rheumatoitiisaathr
doing well and her osteoarthritis as staffe.597-03, 558-61, 626—-30, 64750

On March 6, 201%heclaimant returned to Dr. Chindaldseoffice for a followup visit. Dr.
Chindalore described the claimant’s osteoarthritis and rheumatbidiaras doing welladded

chronic pain syndrome to her diagnoses; and notgdstie was doing well amarcotic pain
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medication. On this same day, Dr. Chindalals® completethe claimant’s application fa
disability parking pass, indicatinbatthe claimant could not walk more than two hundred feet
because olfer arthritis. (R. 621-625, 636).

In Dr. Go’slast report in the recordiated March 19, 201%eclaimantreported that her
medications adequately treated her pain with no adverse side effects @hdytfaiowed her to
do her activities of daily livingShe did complain of a headaabe that visit,but Dr. Go
indicated that she has bemngraine free for over a year. léso encouraged the claimant to start
taking generic drugs for her pain. (R. 684-687).

Mental Impairments

In addition to her physical problen3;. Goalso treated the claimafudr depression and
anxiety disorders. On February 28, 2009, Dr. Go diagnitssdaimant with generalized
anxiety disorder and prescrib€elexa and Xanax to treat her anxiety and panic att@eks.

April 23, 2009, the claimant report#éahtshe had nine panattackssince the last visilespite
being on medication. Dr. Go refilled the claimant’'s Xanax and Celexa préstsijoin June 22
and August 24, 2008nd her Xanax of®ctober 6 and December ZR. 354-60Q.

On April 23, 2010, Dr. Go diagnoséde clamant wih severe depressiand added Abilify
to hermedications. The claimant returned to Dr. Go on June 6, 2010, stiltirgpsevere
depressionand he prescribed her Seroqu@h August 6, 2010, the claimant returned to Dr. Go
for pain and depressiphe continued her on Celexa, Xanax, and Seroquel. On December 10,
2010, the claimant complained about her generalized anxiety disorder, and Dr. Go continued he
on Xanax. Dr. Go refilled the claimant’s prescription for Celexa on March 4, 2011, and her
prescription for Xanax on May 3. On November 30, 2011, Dr. Go refilled the claimants Xan

and Celexa prescription®n March 2, 2012, Dr. Go continued diagnodimg claimant with
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generaked anxiety disorder but his notes indicatieather primary complaint was knee pain.
On his June 8, 2012port Dr. Go did not mention any of the claimant’s mental problems,
noting that her primary complaint was p&iR. 343-53).

On Septembeb, 2012 the claimant reportet Dr. Go that her depression started in 2006
but that Celex&elped; she also reported that she had a panic attack two daysthefore
appointment where she “felt like she couldn’t breathe.” Dr. Go continued her on Catexa a
Xanax and instructed her to return to the clinic in three months. On December 3, 2012, the
claimant reporté her psychiatric medication adequately controlled her anxiety and depression.
On March 4, 2013, the claimant told Dr. Go that she was taking her Xanax but her urinalysis
indicated she had not taken it in two days; although the claimant complained of anxiety and
panic attacks, Dr. Go assessed her anxiety as unchanged. The claimant told Dr. Galpn June
2013, that she was doing well with faxiety;was not having panidtacks with the
medicationyeported no major side effactrom the medicatiornwas able tdhandle daily
stressors better; amdsted better. On July 31, 2013, she reported to nurse practifiomgs
Moses at Med Assishat her anxiety was wetlontrolled with her medicatioi(R. 332-42, 464—
467).

In October2013, theclaimant began receiving treatment and therapy for her anxiety and
depressiorfrom Quality of Life at the Roberta O. Watts Medical Ceniteder the direction of
first Dr. Ochuko Odjegba and later Dr. Marilyn Lachman. In her first aQuality of Lifeon
October21, 2013theclaimantreportedto Dr. Odjegba that sistarted experiencing depression
in 2005; hadlifficulties with sleep, restlessnessdexcessive worry; experienced fatigue and

feelings of guilt; had diminished pleasure and difficult functioning; and thak&ele longer
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worked for her. Dr. Odjegba noted the claimant was in a depressed mood and that she cried
during the interview; Dr. Odjegba prescribed the claimant Viibryd. (R. 3§3-87

At the follow~up visitat Quality of Lifeon November 11, 2013 ¢ claimant reported
improvement in her symptomspecifically that she was crying lemsd had more energy.
However, she alsmdicatedthatshe still £It anxious and requested her Xanax be refilléd.
Odjegba noted the claimant had improved affect and mood, but added hydroxyzine to her
medications. (R. 388-91).

On November 14, 2013, the claimant tetitial worker Kristy Phillipghat shestarted
experiencing depression after a miscarriage and that her depression had worsetisel last
seven years. Sheld Ms. Phillips that she drove her car off the side of the imadsuicide
attempt in 2011sometime$ad suicidal thoughts; and experienceging spells sadness, and
hopelessness because of her inability to wiglk. Phillips administered to the claimant the
PHQ-9 toolthatindicated she had twenty-seven severe depressive symptoms; Ms. Phillips also
reported that the claimant had a Globaséssment Functioning score of 50, indicashg had
severesymptomsThe daimantmade plans to begregularly seeing/s. Phillips for therapy.

(R. 392-94).

During her appointmentith Dr. Goon December 2, 2013, the claimant reported worsening
depression and cryin@r. Go assessed the claimaratisxietyand depressionad deteriorated
since her last appointmerut noted that she had no suicidal ideationvaasl going to start
regularly seeing a therapist for counseling. Dr. Go decided teasehe claimant’s nerve meds

(R. 458-60).
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On December 12, the claimant reported to Ms. Phillips that she had feelings of m@ssless
and thoughts “that she would be betiirdead’, thatfamily and friends had niced a change in
her behaviorthat $1e was crying a lot; and that she rarely left the hdise&895-96.

OnJanuarys, 2014, the claimant reportéml Dr. Odjegba thathe was unable to exercise
because of pain in her knees but that her depression was doing fine on medica@ahjegba
encouraged hdo start exercisingp help with her depression and weight g&iaring her
session with Ms. Phillips on January 13, 2014, the claimant said she still suffered from
depression and panattacks; feluseless because stwuld not work; and>gerienced
hopelessness, loss of appetite, sleeplessness, social with@mavahncentratioproblemsMs.
Phillips described thdamant as having a low affect and depressed mood and assessed the
claimant witha GAF score of 50. On January 13, Ddjegba described the claimant’'s
depression as stable with medication and noted that she was doing well; he abxhthevis
claimant to start walking thirty minutes a day to combat her depression agitt gain.(R.
397-408.

On February 10, 2014, tlekaimant reportetb Dr. Gothather depression &s better on
Viibryd; she had lost five pounds walking daily; and that she had no negative side effects from
her medication. Whethe claimant returned to Dr. Go on March 4, 2014, she reported that her
anxiety and demssion had improved since the December 2, 24xi that Viibryd helpeder
depressionandthatshe was resting better with Squel.Dr. Go assessed that her anxiety and
depression had improved and continuedrhedicatons. (R. 455-57, 473-77).

During therapy with Ms. Phillips on March 10, 201 claimant reported suicidal ideation,
hopelessness, insomnia, frustration, agitation, and lack of motiveteorRhillips indicated the

claimant’s depression was seveskehad agorapbbia with panic disorder; and her GAF score
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was50. However, on that same ddie. Odjegba described the claimant’s affect and maod a
appropriate; indicated improvement in her depression; and continued her medications. The
claimant though, reported to Dr. Odjegtietshe had some difficulty functioning. (R. 478385

After the claimant experienced a death in the famrtyund April 15, 2014Ms. Phillips
reported thathe claimant'sdepression symptoms worsened agaid Dr. Odjegba noteshe
was pretty upset over the death and not losing more wé&ghitg this session, the claimant told
Ms. Phillips that she had urges to cut herself but did not; that she struggles witlsigepres
symptoms dailyandthat she getap even when she doestrieel like it.Ms. Phillips reported
the claimant had a sdyar mood and a GAF score of 50. (R. 486-92).

During her May 1, 2014 visit to Med Assist, the claim@aportedthat she hado side
effects fromhermedicationthat she was not having pamittacks with it; andhat she could
handle daily stressors better. On May 12, 2014, Ms. Phillips reported no change in the daimant’
mental status buhdicated thathe claimant was going through a break up after dating someone
for three months. She toMs. Phillips that heex-boyfriend called her “crazy,” whicimade her
want to cut hersel{R. 451-54, 498-500

On July 7, 2014, Ms. Phillips noted no change in the claimant’s mental status, but reported
thatthe claimantad new stress because one of her daughters needed surgery and the other one
was trying out for the volleyball team. The claimant admitted that she scratehadn with a
nail and requested more Seroquel; Ms. Phillips reported the claimant had a GABf<k (R.
519-21).

Dr. Go saw the claimant on August 1, 2014 and assessed her anxiety as unchanged. He noted
that she was doing well on her medication; had no side effects; and could handleekstyr st

better.On August 15, 2014, the claimant told Ms. Phillips that she had good and bad days but
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mostly bad ones. Ms. Phillips noted the claimant had a GAF score of $Batrsthevas busy
with her daughters starting scho®. 585-87, 6040y

On August 15, 2014, Ms. Phillips wrote a letter for the claimant’s previous attéteexit
Downs, stating that the claimant’s depression and anxiety prevented hemfgauging in
substantial gainful activity. Ms. Phillips stated that she had provided counselime claimant
for nine months and would continue doing so until her symptbecame manageable. She said
the claimant had classic symptoms of major depressive disorder and panicrdigtbrde
agoraphobia, including feelings of sadness, irritability, insomnia, racinghtgyugw self-
worth, low energy, hopelessness, ahdt she rarelieft the home. (R. 514).

On September 18, 2014, the claimant still reported struggling with sleep, depressi sad
memories; she told Ms. Phillips that she attended some of her daughter’s \b¢jagies and
liked to read to keep her mind bus¥s. Phillips indicated the claimant had made minimal
progress since her previous appointment but that her GAF score was 54. (R. 588-90).

On October 1, 2014, Dr. Go noted the claimant was doing well with her anxiety disorder and
was not having panic attacks with help of her medication. During her October 13i0agy
session with Ms. Phillips, the claimant said she was helping two elderly neigtibors
appointments and errands but that they relied on her too much, chasstigess. She said she
continued having bad days and suicidal thoughts, but denied any actudabdinserself Ms.
Phillips noted the claimant had a less sombeod, twenty severe depression symptoms
according to the PHQ@, and a GAF score of 54. On October 13, 2014, Dr. Lachman noted that
seeing Ms. Phillips helped the claimant; she also noted that psychiatric medicatikad well

for the claimant(R. 588-95, 600—Q3
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On November 21, 2014, Dr. Go again reported the claimant was doing well in tdrars of
anxiety disorderyas not having panic attacks with the help of her medicatias;able to
handle daily stressors; and suffered no negative sidesffeat her medicatiorOn December
8, 2014 the claimant reportetb Ms. Phillips thashe was stressed about paying for the holidays
andrepairs taher car, as well as her elderly neighbors’ son yelling at her. Ms pgBmiltited the
claimant made some progress after ttestmeeting and that the claimant ha@GAF score of
56. On January 20, 2015, Nurse Armstrong reportedhkatlaimant’s mental condition and
medicationsvere unchangeffom November 21, 2014. (R. 597-99, 647-50, 672-74

On February 23, 2015, the claimant reported to Dr. Lachman that she had lots of anger
outbursts and believed Viibryd no longer worked for her. On March 2, 2015, Ms. Phillips
indicated the claimant had made some progress in her condition but that sxpsti#énced
some “bad and really bad days” where she would stay in bed all day. The clap@tdad
spending more time with a good friend; together, they got their nails done, talked|pet he
each othewith some personal problems. Ms. Phillips repdrthe claimant had a GAF score of
56. (R. 675—79).

In his final report on the recordatedMarch 19, 2015Dr. Go indicated the claimant was not
having panic attacks with the help of her medication; suffered from noveegale effects; and
could haulle daily stressors bett€R. 684—87.

The ALJ Hearing

After the Commissioner denidke claimant’s request for disability insured benefits, the
claimant requested and received a hearing before am@AlApril 15, 2015The claimant
testifiedthatshe hadot worked since applying for disability on June 6, 2@&t3he heamg, the

claimant testifiedhatshepreviouslyworked as &ertified nursing assistafdr ten yearand
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after that occasionally worked as a cleaner at a chDuating the cowse of her work as a CNA,

the claimant ofterifted, transportedfed, and bathegatients at nursing home facility. She lost
thatjob when she reported to her supervisor that she could not work bechasbaitk pain

before that she was married and dot work. She also previously worked as a cashier and on an
assembly line at a florist shop makingréll arrangements. After losing eNA job in 2012, the
claimant believes she was onemploymentor a year(R. 21, 58-60, 73, 77—79).

The daimant testifiedhatshe became very depressed dfiemg her job andan her car off
the road in a suicide attempt in 208he said that she sometimes cuts herself to get “a release”
of her stress and depression; she testified that she did it a couple of weekshedfiearing but
had not told her therapist about it yehe daimant tlenstated she is not sure her treatradaot
depression and anxiety amdrking well enough to enable her tonk; thather therapist says she
is not well enough to work; arttlat she has a lot @fork to do [on her mental conditions¢fore
she can workShe aes not eat some days and will stay in bedbaddays” about three or four
timesa week; however, on good days the claimant says she will eat and(Rug8-63).

The daimantindicated thashe receives treatment frddn. Go and Dr. Chindalor®r
osteoporosis, osteoarthritis, rheumatoid arthritis, and fiboromypégraShe had surgery on her
left knee and was scheduled to hawegsry on her right knee until she ideerjob and
insurance. She stated tltlaé pain in her right knee prevertter from walkingmore than half a
blockandher left knee hurts now as well because she puts too much weighEbae gaid her
mom drives her around and buys her groceries. (R. 65-66).

The daimant testified that shexperiences additional pain in herists and lower back,
rating that paira severout of ten on a good day and a ten on adagshe said she hurévery

day because of her fibromyalgia, arthritis, and kpeaa Shealsosaid hempainmedication
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makes her drowsynd she cannot stand or sit for very long without experiencing gan. S
reported that she fallslat; that shegetsup and down all day; artiat shecannot sleep at night
because of her pain. 8hestified that she has neuropathy in her hands that causes them to tingle
and go numb. (R. 67-69).

When the ALJ questioned her on how long she could stiaadlaimant responded, “Thirty,
forty minutes. But I'd have to be moving around. | can’t staististill.” Shestated that she
could at most lift a five pound bag of suganeSlsomight drive sometimes to the convenience
store a couple of miles away from her home, but could not drive further because osher wri
pain.The daimantstated thashe applied but was not eligible for health insurance under the
Affordable Care Acbecause she did not make enough money. She said her only income was
$398 a month in child support and was unsure how much she received in food stamps. (R. 70—
74).

A vocational expert, Dr. David W. Head, testified alibettype and availability of jobs the
claimantcanperform. He classifietheclaimant’s past work as@NA asunskilled andnedium
or heavy aperformed because she regularly lifted over a hundred pounds. The vocational expert
classified the claimant’s jobs cleaning at the church, working on the floaalgement
production line, and working ascashier asinskilled, light work. The ALJ asked Dr. Head to
assuméor a hypothetical person with a GED and the ability to perform light work who cannot
push or pull with her lower extremities; cannot climb; cannot drive; cannot warkedtricted
heights;can occaionally stoop and crouch; amslredricted to simple, noitomplex, and routine
tasks.(R. 81-82.

Dr. Head statethat the hypothetical individual could woak a cleanewith 5,200 jobs

available in the state and 215,000 available in the national econsray;assembly line worker
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with 2,100 pbs available in the state an80J000 nationally; and & sorter of finished products
or items to be used frtherassemblywith 1,850 available in the state and 93,000 nationally.
When asked specifically about jobs available for the hypothetical indivaguhle ALJ
described hebutat the sedentary levdDr. Head stated the claimant could work on an assembly
line with 950 jobsavailable tatewide and 42,000 nationally; as a system monitor with 1,300
positions in the state and 68,000 nationadlydas a telephone quote clerk with 1,100 positions
in the stateand 63,000 nationally. (R. 82—-83).

Dr. Head stated thain individual fitting the criteridrom the hypothetical would be
precluded from the CNA and cashier jobke ALJ askd Dr. Head if the claimant could work if
she could only stand and/or walk for thirty minutes at a time in addition to the previous
restrictions listedDr. Headansweredhatthe claimant could perform light work unless she was
not able to work more thahirty minutes at a time or could not resume working within ten
minutes of taking a breakVith thisnew restrictionDr. Head stated that the hypothetical
individual could perform sedentary jobs like those he previously mentidteedlso statethat
empbyers would have no tolerance for missing more than two days of work a month or being off
task morehan five percent of the time. (R. 84-85).

Finally, the ALJ asked Dr. Head if an individual who could only occasionallyoflextend
her wristbilaterally would be precluded from performing light or sedentary work. Dr. Head
testified that the individual would be precluded from both light and sedentary work becduse bot
types of jobs require a person to flex their wrists and hands. (R. 85-86).

The ALJ’s Decision
On August 21, 2015, the ALJ issued a decision finding that the claimant does not have an

impairment or combination of impairmergsalifying as a disabilityFirst, the ALJ foundhe
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claimant met the insured status requirements of the Social Security Actitibeagmber 31,
2017, andhatshe had not engaged in substantial gainful activity since the alleged onset of
disability, June 6, 2012. (R. 32, 24).

He foundthatthe claimant has theseveré impairments of osteoarthritis, rheumatoid
arthritis, myalgia and myositis, lumbago, neuropathy, fiboromyalgia, obesngraeed anxiety
disorder, panic disorder, and depressive disofider.ALJ also determinethatthe claimant has
the “nonsevere” inpairments of migraine headaches, agoraphobia with panic disorder,
dyslipidemia, and vitamin D deficiencyhe ALJ determined that these “rneavere”
impairments do not significantly limit the claimant’s ability to perform basic work acsyitiet
consideed themn assessing the claimant’s residual functional capaétty24, 32).

The ALJnext found that the claimant does not have an impairment or combination of
impairments that nmeg¢ or equathe severity of one of the listed impairments in 20 C.F.R. Part
404, Subpart P, Appendix The ALJ considered whether the claimantetséhe criteria for
inflammatory arthritis in Listind4.09 but determined that she does not have an “inability to
ambulde effectively or to perform fine gross movements effectiyadlpes not have
inflammation or deformity in one or more major peripheral joints or with one of the/oagdy
systems involved to at least a moderate level of ggvand does not have ankgiog
spondylitis or other spondylarthropathier manifestations of inflammatory arthritis with at least
two of the constitutional symptoms or signs and one ofrthikedlimitation in activities in daily
living, maintaining social functioning, or compleg tasks in a timely manneecause of
deficiencies in concentration, persistence, or p@e32—-34).

The ALJfoundthatthe severity of the claimant’s mental impairmeshtgsnot satisfy

Listings12.04 and 12.06. The ALJ foumidhtthe claimant’s mental impairmestause “no more
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than moderate mild restrictions” of activities of daily living, citthg claimant’s own reports to

the Social Security Administratiahat pain caused the majority of hen&ional problems and

was the primary source bér disability Additionally, the ALJ foundhatthe claimant had no

more than mild difficulties with concentration, persistence, or pacause o mental

impairment and had no episodes of decompensation. The ALJ based this determination on the
claimart’s ability to watch television, prepare small meals, care fochidren, do laundry,

date, helgwo elderly neighbors with appointments and errands, read, and attend her daughter’'s
volleyball gamesin their function reports, neither the claimant nor her matitdcated that the
claimant hagoroblems conentrating, with her memoyyinishing tasks aér starting them, and
getting alongwith others. (R.33-34).

Next, the ALJ determined thtte claimant hathe residual functional capacity perform
light work as defined in 20 C.F.R. § 404.1567(b), with no lower extremity pushing and pulling,
climbing, driving, or unrestricted heights. The ALJ found thatclaimant could engage in
occasional stooping and crouching and that she should be restricted to simple, noncomplex
routine tasks. (R. 35).

In making this decision, the Alstated that heonsidered all of the claimant’s symptoms to
the extent theganbe reasonablgccepted as consistent with objective medical evidence and
other evidence in the recoM/hile the claimant’s medically determinable impairments could be
reasonably expected to caumx symptoms, the ALJ found that her medical records did not
support her allegations of disabling paiine ALJ found he claimant’s testimonynconsistent
with medical records and repoftem herdoctors. Specificallythe ALJ foundthatthe
claimant’s allegation that her pain medicatioade her drowsy and sleepy not credible because

it directly contradictedeveral of her doctors’ reporshereshemade no mention of any side
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effects. TheALJ also notedhat the claimant’s testimorgboutherdaily activitieswas

inconsistent with dailyain such as preparing small meals in a microwave, cleaning the house
except for vacuuming and mopping, caring for her children, visiting with others oneE®at
week attending her daughter’s volleyball games, dating, helping two eldedlbuais vith
appointments and errands, and walking to control her weight. (R. 34-38).

The ALJ also found the claimant’s testimony about her daily activities anthinen
impairments inconsistent with the reports of her doctors. The claimant’s degiestedly netd
thather medications caused negativeside effects and adequately controlled her depression
and anxiety. While social worker Kristy Phillips wrote a letter expngsiser opinion thahe
claimant’s mental problems prevented her from working, the ALJ found this lettersistent
with Ms. Phillips’s reports that indicated the claimant’s GAF score improved from 50 to 56 over
the course of treatmeand that she only had “moderate symptor(i’.”38-39).

OnMarch6, 2015, Dr. Chindalore indicated the claimant’s application for a disability
parking pass thahe believed thelaimant was disabled because her arthritic conditions
prevented her from walking more than two hundred feet. Howthee ALJ found this opinion
inconsistent witlDr. Chindalore’s previous reportgs well ageportsfrom Dr. Go and Dr.
Odjegbathatthe claimant was walking and exercising to martegyeveight; that medicatio
adequately addressed her paingthe claimant’sselfreportedactivities of doindaundry and
cleanng except formopping or vacuuming,isiting friends,preparing some small measnd
otherself-care activitiesThe ALJ found that Dr. Chindalore’s opinion in this regard warranted
little weight because it wanclusory andnconsistent with other evidenagethe record(R.

40).
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The ALJ statedhathe evaluated the claimant’s obesity and accompanying impairments in
accordance with Social Security Ruling-D@ that provides that ALJ’s must assess the effect that
obesity has on the claimant’s abilityroutinely move and perform physical activitiesessary
for work. He determined that the claimant’s obesity was not disabling because she diegeot al
any disability based on her obesity and none of her physicians indicated she should have an
obesity- related work restrictions. (R. 40—41).

The ALJstated that he gave someight to the opinion of the consultative physician, Dr.
Ronald Borlaza, who, after examining the claimant, determined she could stand anal @alk f
maximum of four hours and lift fifty pounds occasionally and twenty-five pounds frequently
despite her impairment$he ALJ did not explain why he gave the opinion only “some weight.”
(R. 39-40).

Findly, relying on the vocational expert Dr. Head’s testimdhg, ALJ found the claimant
capableof performingwork as a cleaner/housekeeper, sogerd aproduction line worker and
thatthose jobsvereavailable in the state and national econoniiémis, the ALJ concluded that
the claimant was not disabled as defined under the Social Security Act. (R. 42-43).

VI. DISCUSSION

The claimant argues thtte ALJ did not properly credit her subjecttestimonyaboutthe
limiting effects of her pain, depression, and anxietytaatsubstantial evidence does not
support his decisiorthis courtagrees anéinds that substantial evidence does not support the
ALJ’s reasons for discrediting the claimant’s subjective complaints

Although theALJ cited the Eleventh Circuit’s pain standard and gave reasons why he
discredited the claimant’s subjective complaints aboulinhiéng effects of her paiand mental

impairments substantial evidence does not support those reaSaeBrown 921 F.2dat 236
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(substantial evidence must support the reasons the ALJ gives for discredithgjritant’s
subjective testimony).

The ALJ indicated that the claimant’s subjective complaints about her pgmuoteas
severe as alleged becausedoactor indicated that she had disabling pain or limitations. To the
contrary, her treating rheumatologist Dr. Chindalore completed theasiésrapplication for a
disability parking pass in March 2015 becabhsessessed that the claimemtild walk no more
than 200 feet because of her rheumatoid arthritis and other impairments. Dr. Chisdalore’
assessment regarding the claimant’s inabititwalk long distances supports the claimant’s
allegations regarding her pain and limitations.

The ALJ discredited the claimant’s allegations regarding her walkingctesis because
doctors told the claimant to walk to lose wejginid the claimant did in fact report that she did
some walking. However, the claimant never indicated that she could not walk rzdtathd,
she, her mother, Dr. Chindalore, and Dr. Odjegba acknowledged that the claimant ckdddtwal
only for short distances because of her pain and physical impairments. Tihatféoe tclaimant
in fact did walk at times is not inconsistent with her asserted limitations regardingthe sh
distance she can walk because of her pain.

The ALJalsopointed torecordswhere Dr. Chindalorandicated that the claimant was doing
well on medicationso discount the claimant’s subjective allegations regarding her ihthe
ALJ’s focus on isolated incidenis the records fails to account for the claimsuqualifying
statements thdter pain medications work well for two hours and reduce her pain about 30%.
The fact that those pain medications managed her pain for periods of time duriay ttues
not negate that she still had pain each day that could prevent her from working anfthiogig

workday. AndDr. Chindalore characterized the claimant’s impairments as moderate inyseverit
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even on medication, but the ALJ failed to include any walking, sitting, or standingtians in
the claimant’s residual functional capacity.

To discralit the claimant’s subjective allegations of the limiting effects of her pain, tde AL
alsonotedthat the claimant testified that shad difficulty sleeping, but that Dr. Go’s report
indicated the claimant was sleeping well. Again, the ALJ istkatfew medical records and
ignored other medical records with contrary informatible“cherry picked the record. Te
claimant did report to Dr. Odjegba in October 2013 that she was having difficlétegsng. She
also told her counselor Ms. Phillips in January, August, September 2014 that she had troubl
sleeping, insomnia, and racing thoughts. These reports to Dr. Objegba and Mss Binpbort
the claimant’s testimony at the hearing that she was having difficulty sleepiegftact that the
claimant had some occasions where sherted resting better is not inconsistent with the
claimant’s reports of the times simefactstruggled with insomnia.

The ALJ also stated as a reason for discrediting the claimant’s submtingaints that the
claimant’s activities of daily living @re inconsistent with her allegations that her neuropathy,
fibromyalgia, and rheumatoid arthritis caused difficulty using her wrglshands.The
claimant consistently complained of pain in her joints in her wrists and hands, and ngnsulti
examiner DrBorlaza noted decreased range of motion and tenderness in her Wnest&LJ
failed to mentiorwhichactivities of daily living were inconsistent with the claimant’s allegations
about the limiting effects caused by the fiboromyalgia and neuropathy inrds aad wrists.
Without anexplicit explanation as to what activities were inconsistent, the court cannot ascertain
whether substantial evidence supports the ALJ's reaSea.Wilson v. Barnhar284 F.3d 1219,
1225 (11th Cir. 2002) (The ALJ mustrticulate explicit and adequate reasons” for discrediting

the claimant’s subjective testimony and substantial evidence must suppotptaeed
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reasons.) The court has reviewed the record and can find no activities ofuitagiyHat would
negatehe claimant’s subjective allegations of limitations causethéyain in her wrists and
hands.

In attacking her allegations regarding the limiting effects of her pain, tdestsited that the
claimant alleges significant limitations in activitiesdafily living but Dr. Go’s records
consistentlyindicatethe claimanstated shean do her activities of daily living-he ALJ
specifically cited the claimant’s ability to cook mostly in the microwave; waithcare for her
children; clean house; make hmd; attend some of her daughter’s volleyball games; visit with a
close friend; and help neighbors with appointments and errands as activities at/uhaly |
inconsistent with the claimantalegations oflisabling pain. Yet, the ALJ againléd to
explain how these activities are inconsistent with her subjective allegationsvi#aidhe ALJ
failed to mention is that the claimant indicated that she could do some activities of dagly livin
while on her medicationsut she still has pain while doing them

None of these activities of daily livintge ALJ citedare inconsistent with the claimant’s
allegations regarding the limiting effects of her physical and mental impairnfeatsng food
in a microwave and watching TV are simple activities thah eseaneone with disabling pain
could do. Her “children” are ages 15 and 18; the claimant’s “care” for her odatexgers would
not involve much physical activity. The claimant did admit that she can do someg|daut
gualified that she could not mop or vacuum, dratshe could only clean for small amounts of
time asshe would have to take breaks because of her paincldinent’s admission that she
canmake a bed, read, and sometimes attend a volleyball game are not incondisteat wi

subgctive allegations of pain and limitations. The facts that the claimant visits with a close
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friend occasionally and helped a neighbor with appointments and errands do not show that the
claimant’s pain is not as she alleges or that she can work a fulheightvorkday.

The claimant does not have to be an invalid who does absolutely nothing and never leaves
her home to be disabled and unable to worktfole. See Parker v. Boweid93 F.2d 1177,
1180 (11th Cir. 1986) (substantial evidence did not support the ALJ’s finding that the claimant’
ability to do simple household chores negated her claims that she had to lie dowmwevery t
hours because of her impairmentge als&mith v. Caliing 637 F.2d 968, 971-72 (3d Cir.
1981) (“[S]tatutory disability does not mean that a claimant must be a quadriptegic
amputee. . . . Disability does not mean that a claimant must vegetate in a dark riool®dexc
from all forms of human and socialtaty. . . . It is well settled that sporadic or transitory
activity does not disprove disability.”) (citations and quotations omittedne of the claimant’s
daily activities as sheeportedthem are inconsistent with her testimony alibatseverity bher
pain and mental limitationsOn remand, the ALJ should specifically discuss how the claimant’s
activities aranconsistentvith the limitations she alleges because of her severe impairments

Most concerning to the court is the ALJ’'s complete dmsm@@f the claimant’s subjective

statements 2015about the limiting effects of her mental impairments. The ALJ diseettie
claimant’s subjective statements regarding her mental impairments by pointing talmedic
records that showed the claimant Wdsing better” on her Viibryd in 2014 and that her GAF
score increased from 50 to 56. However, the ALJ seemed to ignore the claimaita me
records from Februar®3 and March 2, 201%yherethe claimanteported to Dr. Lachmaand
Ms. Phillipsthat shehad increased anger outbursts and felt that her Viibryd was gerlon
working for her. The claimantlsotestified at the hearing that she cut herself two weeks before

the hearing and the medical records reflect times when the claimant had suicidahsleatn
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on her medication¥et, the ALJ focused on the claimant’s statemehismprovementin 2014

to discredit her mental limitationdgain, the ALJ chermpicked the record. The court is bound

to review the record as a whole. The ALJ did cite to places in the recordelvattind as a

whole does not support his conclusions. Neither the court nor the ALJ can disregard portions of
the record to support the claimanéllegations.

The ALJ discounted Ms. Phillips’ opinion regarding the claimant’s mental tioisas
inconsistent with the medical record, bgam he failed to explaihowhe reached that
conclusion. Ms. Phillips, the medical source that spent the most time examininguasdg
the claimantppined thathe claimant was not capable of engaginguhstantial gainful activity
because olier major depressive disorder, panic disorder, and other medical prowktnthe
ALJ provided for no norexertional limitations in the claimant’s residual functional capacity
other than being restricted to simple, noncomplex, routine tasks.

The court concludes that substantial evidence does not stippéit.J’'sdecision to
discredit the claimant’s subjective testimony about her disabling pain and mental |msit@tio
remand, the ALJ should explain fully the inconsistencies on which he basis tleglitisgrof
the claimant’s subjection allegations regarding the limiting effects of her paimemiz|
impairments.

VIl. CONCLUSION

For the reasons as stated, this court concludes that the decision of the Commsssioner
due to be REVERSED AND REMANDEIDTr action consistent with this Memorandum
Opinion.

The court will enter a separate Order in accordance with the MemorandumrOpinio
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DONE and ORDERED thi$9" day of September, 2018.
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KARON OWEN BOWDRE
CHIEFUNITED STATES DISTRICT JUDGE
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