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. INTRODUCTION

On May 16, 2014, the claimant, Wilma Robertson, applied forbiigainsurance
benefitsand Supplemental Security Income on June 23, 2dleging that she became disabled
on March 11, 2014because of pain associated with her degenerative disc disease, degenerative
joint disease, scoliosibypertension, obesity, anemia, epistaxis, bradycaadid fibroid tumors.

(R. 13839, 14247). The commissioner denied the claimant’s claims on September 2, 2014. (R.
78, 79, 8884). The claimant timely filed a writterequest for a hearing before an Administrative
Law Judge, and the ALJ held a video hearing on March 2, 2016. (R. 85-86).

In adecision dated July 14, 2016, the ALJ found the claimant was not disabled and was,
therefore, ineligible for the requested benefits. (R67 37#57). After the claimant requested
review of the hearing decision, the Appeals Counsel denied the claimant’s requestegw on
July 27, 2017. (R. -8, 13437). Consequently, the ALJ’s July 2016 decision became the final
decision of the Commissioner of the Social Security Administration. . The claimant has

exhausted her administrative remedies, and this court has jurisdiction pursuant to 4288.S.C
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405(g) and 1383(c)(3). For the reasons stated below, this court AFFIRMS the decidien of t
Commissioner.
1. 1SSUES PRESENTED
The claimant presents the following issues for review:
1. whether the ALJ erred in failing to properly apply the pain standard. jedgif
whether the ALJ failed to take into account any level of gaused by the ten severe
impairments, specifically degenerative disc disease, degenerative joint diseéiesiss

and fibroid tumors;

2. whether the ALJ erred in failing to link the residual functional capacity to thereade
and

3. whetherthe ALJ failed to fully and fairly develop the record by failing to obtain the
opinion of a treating, examining or nexamining physician regarding Ms. Rotsein’s
functional capacity.

[11. STANDARD OF REVIEW

The standard for reviewing the Commissidmeatdecision is limited. This court must
affirm the ALJ’s decision ifhe applied the correct legal standards and if substantial evidence
supports higactual conclusionsSee42 U.S.C. § 405(g)raham v. Apfel129 F.3d 1420, 1422
(11th Cir. 1997)Walkerv. Bowen826 F.2d 996, 999 (11th Cir. 1987).

“No . . . presumption of validity attaches to the [Commissioner’s] legal caonkjs
including determination of the proper standards to be applied in evaluatimg.tMialker, 826
F.2d at 999. This court s not review the Commissioner’s factual determinatitensovo The
court will affirm those factual determinations that are supported by substanitiznes.
“Substantial evidence” is “more than a mere scintilla. It means such relevaenewias a

rea®nable mind might accept as adequate to support a concluBichadrdson v. Peraleg02

U.S. 389, 402 (1971).



The court must keep in mind that opinions such as whether a claimant is disabled, the
nature and extent of a claimant’s residual functionahciy, and the application of vocational
factors “are not medical opinions, . . . but are, instead, opinions on issues reserved to the
Commissioner because they are administrative findings that are dispositiveasé;ai.e., that
would direct the determination or decision of disability.” 20 C.F.R. 88 404.1527(d), 416.927(d).
Whether the claimant meets the listing and is qualified for Social Security disabkitigfits is a
guestion reserved for the ALJ, and the court “may not decide facts anew, relweegidence,
or substitute [its] judgment for that of the Commission@&yer v. Barnhart 395 F.3d 1206,
1210 (11th Cir. 2005). Thus, even if the court were to disagree with the ALJ about the
significance of certain facts, the court has no power to reverse that finding as kulgstantial
evidence in the record supports it.

The court must “scrutinize the record in its entirety to determine the addsorss of the
[Commissioner]'s factual findingsWalker, 826 F.2d at 999. A reviewing court must oody
look to those parts of the record that support the decision of the ALJ, but also must view the
record in its entirety and take account of evidence that detracts from thacevigdied on by
the ALJ.Hillsman v. Bowen804 F.2d 1179, 1180 (11th Cir. 1986).

IV.LEGAL STANDARD

In evaluating pain and other subjective complaints, the Commissioner must consider
whether the claimant demonstrated an underlying medical conditioneithea (1) objective
medical evidence that confirms the severity of thegaltl pain arising from that condition (2)
that the objectively determined medical condition is of such a severity et teasonably be

expected to give rise to the alleged p&lolt v. Sullivan 921 F.2d 1221, 1223 (11th Cir. 1991).



The ALJ may casider the claimant’s daily activities in evaluating and discrediting complaints of
disabling painHarwell v. Heckley 735 F.2d 1292, 1293 (11th Cir. 1984).

If the ALJ decides to discredit the claimant’s testimony as to her pain, he tcighte
explicit and adequate reasons for that decision; failure to articulate reason<feditdisy the
claimant’s testimony is reversible errdfoote v. Chater67 F.3d 1553, 156@2 (11th Cir.
1995). A reviewing court will not disturb a clearly articulated credibiiigling supported by
substantial evidence in the recoldl.at 1562.

The ALJ mustalsocomplete a residual functional capaditiRFC’) assessment of each
claimant. The responsibility for determining the claimant's RFC rests with the 2L.C.F.R
404.1546(c), 416.946(c). An RFC assessment involves consideration of all relevantesindenc
determining the claimant's ability to do work in spite of her impairmdresvis v. Callahan125
F.3d 1436, 1440 (11th Cir. 199&8ee alsa20 CF.R. 404.154&), 416.945(a)However, the
ALJ's decision does not have to reference every specific piece of evidenceethat.xh
evaluated, a®hg as the decision shows that he considered the claimant's medical condition as a
whole.Castel v. Comm’r of Soc. SeB55 F. App’x 260, 263 (11th Cir. 2009).

The ALJ must first assess the claimant's functional limitations and restrictidrihem
express his functional limitations in terms of exertional levi&¢® Castel v. Comm'r of Soc. Sec.,
355 F. App'x 260, 263 (11th Cir.200%reeman v. Barnhart220 F. App'x 957, 95%0 (11th
Cir.2007);see also Bailey v. Astrug;11-CV-3583-+SC, 2013 WL 531075 (N.D. Ala. Feb. 11,
2013). The ALJ determines the claimant's RFC only after establishingtdre ef the claimant's
severe impairments. 20 C.F.R. 404.1520(e)-(f), 416.940(e)-

Additionally, the ALJ has a basic obligation to develop a full and fair re&dlidon v.

Barnhart 355 F.3d 1272, 1276 (11th Cir. 200&)aham 129 F.3d at 1422. Developing a full



and fair record “may not require use of exgedtimony.”Welch v. Bowend854 F.2d 436, 440
(11th Cir. 1988). “The failure to include [an RFC assessment from a medical satutice|State
agency level does not rendére ALJ's RFC assessment invalid.angley v. Astrue777 F.
Supp.2d 1250, 1261 (N.D. Ala011). Furthermore, “the ALJ’s duty to develop the record [does
not] take away the claimant’s burden of proving he is disablgtison, 355 F.3d at 1276. A full
and fair record ensures that the ALJ has fulfilled his duty to explore the relea@st &nd
enables the reviewing court to “determine whether the ultimate decision on theisneiisnal
and supported by substantial evidendd.”
V.FACTS

The claimahwas fifty-six years old with a tenth grade education when therahdered
his decision. (R. 22, 138). The claimant reported that she was disabled begaaiseastociated
with her degenerative disc disease, degenerative joint disease, schiipsidension, obesity,
anemia, epistaxis, bradycardia, and fibroid tumors. (R. 173). The claimant haellgastt work
experience as a nurse’s aide and vehicle processor. (R. 54, 174). The claimadtsitegvas
disabled beginning March 11, 2014. (R. 413017

Physical Impairments

The claimant visited the emergency room at DCH Regional Medical Center drBApr
2013, complaining of vaginal bleeding. The claimant reported that her last normsiruaé
cycle was 3 yearprior. The ¢aimant told ER staff thadhe noticed continuous spotting for two
months prior to her visit, but thaehbleeding became heavy about ek prior. The laimant
reported lightheadedness, shortness of breath, and abdominal cramping, along washkst fl

occasionalnight sweatsand mood swings. Thelagmant denied vaginal dryness, headache,



blurry vision, chest pain, vomiting, and diarrhea. As to her general medical hik®ciaimant
reported hypertension, but denied migraines, blood disorders, and back problems, amang others

Dr. Angelia Woodward admitted claimant and ordered an ultrasoutite@aimant’s
pelvis, which revealed suspected enlarged fibroid tumors in the claimant’s uteeush® next
two days, doctors performed additional scans, including a chest scan, which deneale
abnormalities, and an ultrasound of the lower extremiitiarevealed bilateral leg swelling, but
no evidence of deep vein thrombosis. On the day of her discharge, April 5t2@t&imant
reported that she felt better after receivibgod and also reported chronic back pain issues and
possible depression. Dr. Abilash Balmuri dischartfezclaimant with instructions to make an
appointment with Capstone Gynecology to follow up on her vaginal bleeding. Dr. Balsauri a
started claimanbn hormonal therapy. (R. 225-60).

On May 15, 2013, Dr. David Smith of DCH performed an MRtha claimant’s spine
after claimant complained of lower back pain. The imaging revealatbrmal anatomic
alignment in the claimant’®mimbar vertebrae, clumpeatescending nervesvhich did not appear
to be abnormalleft lateral disc protrusion without evidence of neural impingepeedtsc bulge
at L4-L5; and a mild annular bulge at L5-S1 without evidence of impingement. (R. 457-58).

The daimant visited the DCHmergency room on July 28, 2QX®mplaining of lower
back pain and pain behind her neck that stasteelmonth prior to her visit. Théagmant rated
her pain as a ninen atenpoint painscale Dr. Jeremy Pepper evaluatixg claimant, gave her
pain medication, and referred her to The Spine Care Center in Tuscaloosa for a folloivtap vis
determine if she had degenerative disk disease. (R. 437-56).

On August 9, 2013, claimant visited the DCH emergency room complaining of hip pain

after“falling up thestairs” The daimant also complained of back pain and reported a history of



back painDr. Christi Vaughn ordered severatays, all of which indicated bruising and lumbar
strain, but no fractures or dislocation. Dr. Vaughn discharged claimant the deameith
instructions to use elevation and compression to allow her bruising to heal. (R.)409-36

The claimant visited the DCH emergency room again on October 8, 2013, compddining
chest pain. Thelaimant rated her pain as a seven atenpoint pain scale The d¢aimant
reported thaherpain was tight and sharp, lasted a few minutes at a timand wa brought on
by exertion. Thelaimant also reported chronic back paim @hronic abdominal pain because of
a fibroid tumor for which she wasupposd to have surgery. Dr. Robert Sheppard cedea
stress echocardiogram thatvealed no abnormalitgnd was negative for ischemia. Dr. Charles
Brant reviewed all of claimant’s systems and each systasnegative for abnormalities. After
being admitted to the hospit#the claimant received a transfusion and reportelinig better Dr.
Brant dischargedthe claimanton October 9, 2013with recommendations to continue her
medications and to follow up wither primary care physician for treatment of iron deficiency.
(R. 263-323).

On October 31, 2013he claimant visited University Medical Center complaining of
abnormal bleeding and an abnormal pap smear. Dr. John McDonald reuisswedimant’s
systems,which were negative for abnormalitiesside from the abnormal pap smear and
bleeding. Dr. John McDonald performed an endometrial biopsy and advised claimant to follow
up in one week. The laboratory report for this biopsy indicatiggical squamous cellsf o
undetermined significance, benign endometrial pglyand no indication of HPV. (R. 324,
334-38).

On January 3, 2014he claimant saw Dr.Toya Burton atWhatley Health Services

because oback pain. She stated her pain began fiftgegrs ago, bulvas improving. After a



review of claimant's systems and a physical exam, Dr. Burton schethaeclaimant for
chiropractic manipulation and massage therapy and recomm#radedeclaimant get an update
MRI of her back. (R. 922-925).

The daimantvisited University Medical Center on January 8, 2014, to follow up on her
previously reported abnormal bleeding and an abnormal pap smear. Dr. John McDona
performed a cervical biopsy that indicated diagnostic histopathologic alteration and benign
epithelium,blood, and mucus. (R. 325-27, 333).

The claimant sought medical treatment at DCH Regional Medical Center orafebru
2014, following a motor vehie accident thatoccurred the previous daylhe daimant
complainedto Dr. Christi Vaughn of pain frorthe accidentincluding low back pain andeck
pain. A CT scan of claimant’s cervical spine revealed no fractures or subluxatdeyate
multilevel degenerative changes, mild posterior disc bulging @€8&and C3C4, mild posterior
spondylotic spurringat C4C5 with moderate posterior disc bulging centrally to the right, and
mild central posterior disc bulge or protrusion at@& A CT scan of claimant’s thoracic spine
revealed mild scoliotic curvature, no acute fracture, and appropriate bone.d&rGE scan of
the claimant’s lumbar spine revealed degenerative endplate sclerosis andybstiEwptation at
L5-S1. (R. 504-06).

Later that day, claimant checked herself into North Harbor Pavillion, a mieed#
facility for older adults. Thelaimart complained to Dr. Sanjay Singh that she was suffering
from depression and chronic back pain and reported that her recent car deattlénteased
herback pain and caused neck pain. She also reported thatshedmasleeping poorly because
of her pan and that her pain rendered her unable to work. Tehenant ated her back pain as a

sevenon atenpoint pain scale. Thelaimant told Dr. Singlshe felt useless because she can no



longer do the things she used to do and that she heard voices telling her to kill hersel@l¢ut w
never attempt suicide because her sister had attempted suicide. Dr. Singh dbgecladant
overnight and recommended that she visit Indian Rivers Mental HeaitityRde next week for

an evaluation. Dr. Singh dischargie claimant on February 8, 2014. (R. 496-97, 715-739).

The daimant visited Whatley Health Services on February 17, 2014, complaining of back
pain. She reported to DF.oya Burtonthat her back pain began around twegsars prior and
was worsening. Thelaimant stated that the pain was in her lower back, legs, neck, and thighs
and radiated to her back, ankles, arms, calves, and feet. After a physiogl @r. Burton
scheduledhe claimant for electric stimulation therapy and chiropractic manipula{Rn807
09).

On February 20, 2014he claimant visited Whatley Health Services to follow up on her
reported hypeéension, back pain, and anemia. Th&mant reported to Dr. Aalia Al Barwani
that she had not been taking her iron pills because theyerhtx stomach and also rejsal
lower back and neck pain. Thiaienant stated that she had not seen a specialist for her back pain
because she wanted to get health insurance first. Dr. Al Barwani recomnaefodlesh-up visit
in two weeks. (R. 8086).

The daimant again visited Whatley Health Services on March 6, 2014, to follow up on
her hypertension, back pain, and anemia. Claimant reported to Dr. Aalia Al Banatsihé was
experiencing headaches, chest pain, and nausea related to her anemia.t @laon@ported
lower back and neck pain, whiabccurredintermittently. Dr. Al Barwani reviewed claimant’s
systems and conducted a physical exarhich revealedno abnormalities Dr. Al Barwani
prescribed Neurontin for back pain and advised claimant to thisitemergency room if she

experienced chest pamm shortness of breath. (R. 199



On April 4, 2014 the claimantvisited the DCH emergency room complaining of chest
pain and shortness of breath. She ratedplaér as a sion atenpoint pain scale Dr. James
Proctor performed an EKG thaidicated normal sinus rhythm and nonspecific ST changes. Dr.
David Smith performed chestrays and found no acute findings. Dr. Christi Vaughn also
evaluated thelaimant, recommending that she follow up withaadmlogist and her primary
care physician within one week. Dr. Vaughn dischatgedlaimant the same day. (R. 373-396).

The daimantreturned tahe DCH emergency room on April 28, 20hgaincomplaining
of upper chest pain. Théatmant rated her paias a seveon atenpoint painscale Dr. James
Proctor performed an EK thatevealed normal sinus rhythm. Examination notes indittze
claimant respirated with ease and noted no acute distresslaliimnard also underwent a lung
function spirometry tésand received a chestray, both of which noted minor changes in
functioning and no significant concerns. Dr. Carson Penkawaeaigluatedhe claimantand
determined that she had no atypical cardiac symptoms, but rather that her paindajgpbare
musuloskeletal. Dr. Penkava prescribed hydrocodone and ibuprofen and dischiaeged
claimant the same dafR. 347-72.

On April 10, 2014theclaimant visited Dr. Aalia Al Barwani &Vhatley Health Services
to follow up on her reports of hypertension, anemia, back pain, nose bleed, and dyspnea. A
review of the claimant’'s systems revealed negative results for chest pain, edema,airregul
heartbeat, nausea, polyuria, dizziness, and headachgoditive results for back pain. For her
anemia, Dr. Al Barwani instructetthe claimant to take ovethe-counter iron pills twice daily.
For the degeneration dfie claimant’s lumbar or lumbosacral invertebral disc, Dr. Al Barwani

recommended thelaimant continue to take Neurontin daily and continue Robaxin only as

10



needed. Dr. Al Barwani also prescribed an albuterol inhaler to helgh@ttlaimant’s dyspnea
symptoms. (R. 754-57).

Five days later, on April 15, 201#he claimant again visited Whatley Health services
complaining of low back pain and neck pain. Thengantreported her back pain began fifteen
years ago and ratduer level of pain as a temn atenpoint pain scale She characterized her
back problems as “fluctuating” and reported that she felt pain in her upper backbbmketeft
flank, right flank, arms, legs, neck, and thighs. She reported that her baskapaggravated by
ascending stairs, bending, chamgipositions, coughing, daily activities, descending stairs,
extension, flexion, jumping, lifting, lying/resting, pushing, rolling over in bed, runnitt@)gs
sneezing, standing, twisting, and walking. She deniadatything relieves her pain.

The daimant reportedo Dr. Toya Burton that her neck pain began gear ago and
characterized her pain as severe and constant. She refattéer pain is bilateral ineh head,
neck, shoulder, and upper back areas and radiates down her arms. She listathéhe
aggravating factors for neck pain as she did for her back pain and also denieteafrpnelthe
pain. A review ofthe claimants systems revealed extreme weakness, loss of balance, numbness
in extremities, tingling, back pain, join pain, neck pand difficulty sleeping. DrBurton’s
physical exam found thahe claimant was having moderate lumbar spasms, lumbar tenderness,
and difficulty moving. Dr. Burton recommended massage therapy, eletimalaion, and
chiropractic manipulation. (R. 7585

The daimant again returned to Whatley Health Services on April 25, 2fit4a
medication follow up. Dr. Al Barwani prescribed an inhalertf@claimant on April 5, andhe
claimant reported to the office to see if the inhalas working. The laimant reported that she

experienced pain with deephialationand categorized it as achy in nature. She repdintedhis

11



pain began after a biopsy of her right breast in November 2013, and has beenng®ssma.
She ato mentioned that an ENT physmcimnserted “something” in her nose, that it has since
fallen out, and that she cannot afford the $tibtbllow up at their office. Thelaimant reported
that she was not taking her iron pills as instructed because they were imakaick.

Dr. Al Barwan conducted a physical exam and fouth@& claimant’s palpation was
normal, that she had no chest wall tenderness, and a regular heart rate and rhythm. Dr. A
Barwani notedan unclear source diie claimant’'s dyspnea. Dr. Al Barwani ordered a chest x
ray and pulmonary function test and noted that she would rédferclaimant to an ENT
physician. (R. 762-764).

On June 10, 2014, the claimant visited Tuscaloosa Ear, Nose and Thoeag\taluated
for nose bleeds. The claimant told Dr. Lee Loftin that sheldssh experiencing nose bleeds
from her left nostril for about fouyears. An examination ahe claimant’s nose revealed a
curved septum, enlarged turbinates, clear sinuses, no masses, and no worrisome lesions. T
remainder ofthe claimant’s systems werexamined and revealed no significant abnormalities.
Dr. Loftin performed a catheterization tfe claimant’s nose and gave her instructions to return
as needed for follow-up. (R. 340-44).

Claimant again followed up with Dr. Al Barwani\athatley Health 8rvices on June 20,
2014,about her hypertension and to report chronic urinary symptdmsAl Barwani reviewed
the claimant’s systems and noted chest pain, dyspnea, constipation, incontinencessjzzi
headache, and back, joint, and neck pain.

Dr. Al Barwani further notedhe claimant’'s anemia was still low because claimant was
not complaint with hemedications anthat the chest-xay ordered on April 25, 2014 showed

scarring, which could possiplexplain claimant’s dyspnea. Théaicnant reported shevas

12



waiting until November 2014, when she would have insurance, to see a specialist. Dr. Al
Barwani notedthe claimant still needegulmonary function tests for her dyspnea and prescribed
Ocybutynin for claimant’s incontinence. (R. 770-74).

The daimantreturned to Whatley Health Services on July 14, 2@i4ollow up on her
back pain. The claimant reported to Dr. Toya Burton that her back pain began 20 geatasag
moderate to severe, and occurs persistently. She reportgaitheas in her lower bacland
radiatel down her legs. Claimant stated that her pean relieved through heat and massage. Dr.
Burton scheduled claimant for massage therapy and chiropractic manipulation. (F8).775-

On July 19, 2014the claimant visited the emergency room at DGA¢dical Center
complaining of abdominal pain, pain when taking deep breaths, lightheadedness, diadhea, a
nausea. Thelaimantrated her pain intensity as a $r atenpoint pain scale Dr. Christina
Cooley orderedan ultrasound ofhe claimant’s kidreys, a CT scan of her upper abdomen, and
lab work, anddetermined thathe claimant exhibited signs of symptomatic dehydration and
orthostatic hypotension, tachycardia, and acute renal faibur€ooley treated the claimant with
a saline IV releasedheclaimant from the emergency ropand recommended she be admitted
to the hospital. After monitoring her condition for a few days, Dr. Ty Krehbssahdirgedhe
claimanton July 22, 2014, after her kidney function improved. (R. 8)-

On July 25, 2014the claimant followed up with Whatley Health Services regarding her
diarrhea. She reported to Dr. Al Barwani that her diarrhea was improving, but she hbdemnly
able to afford her Flagylrpscription and was also able to take 2 Vancomycin tabletsADr.
Barwani reviewedhe claimant’s systems and noted back pain, but no joint pain, dizziness, chest

pain, dyspnea, abdominal pain, or urinary frequency. Dr. Al Barwani rewhetelaimant’s

13



prescriptions and advised her to seek financial assistance ®ompoFrary Emergency Services
or the Good Samaritan Clinic. (R. 779-83).

On July 28, 2014, Dr. Samuel Williams, a state agency medical consultant, completed a
Disability Determination Explanation as to the claimant’s alleged impairments. Diarig
reviewed the claimant’s meditaecords to date and found, based the claimant's daily
activitiesand the medical evidencentained in her fileno indication of any mental impairment,
no evidence of any medically determinable impairments, and no limitatiomssic work
activities or functional limitations. (R. 635).

The daimant visited the DCH emergency room on August 13, 2@d#hplaining of
diarrhea and nausea and rabest pain intensity as a niran aten-point scale Dr. Neil Stern
ordered éstingand lab workthat revealed mild renal insufficiency. Dr. Stern admittie
claimantto the hospitafor further observation. A-xay of the claimant’s abdomen showed no
obstructions or free air and no acute diseaskdnlaimant’s chest. Dr. David Aymond observed
the claimant for several days before releasing her on August 17, 2014, reportitigethaimant
was doing very well and no longer having diarrhea. (R. 586-621).

On August 21, 2014, thdazmant reported to Watley Health Services to follow up from
her Awust 13, 2014, hospital visit. Théarnant told Dr. Al Barwani that her dentist had given
her multiple antibiotic courses atldat she bakeved those antibioticsrompted her diarrhea. A
review ofthe claimatis systems revealed dizziness, dyspnea, and chest pain, but no joint pain.
Dr. Al Barwani advisedhe claimant to continue her Metronidazole tablets for diarrhea, stay
hydrated, and continue her iron tablets for anemia. (R. 783-86).

Dr. Al Barwani refered theclaimant to DCH on September 30, 2014 for evaluation and

treatment b hypotension and bradycardia. The claimant complained to Dr. Carson Penkava of

14



mild fatigue and intermittent chest pain over the past two years, but reportesthehatis not
experencing chest pain at that time. Th&aimant also denied headache, dizziness, melena,
abdominal pain, or coughing.

Dr. Warren Holley performed a left heart catheterizatiorth@claimant on October 1,
2014 and found no obstructive coronary artery disease and no significant coronaryatialtsfic
Dr. Holley concluded thathe claimant’s chest painvas from some other etiology and her
shortness of breatwas likely secondary to her chronic anemi@he next day, on October 2,
2014,Dr. Elizabeth Marshallleared theclaimant for discharge. (R. 6272).

The daimant visited Whatley Health Services on October 16, 2014, for a hospital follow
up. The claimant reported to Christine Falls, CRNP, that she felt much betteonind
experiencd intermittent chegpain now. The claimant did mention that her vision became blurry
shortly after taking her oxybutynin, but that the blurriness went away afterddiwet hours.
CRNP Falls reviewetheclaimant’s gstems and found no abnormalities. (R. 795-98).

On Octoler 21, 2014, the claimant had a follap visit with Dr. Warren Holley at
Cardiology Associates of West Alabaratier her heart catheterization. The claimant reported
that she was doing well, taking her medications as prescribed, and had no concerns. (R. 467)

The claimant visited Whatley Health Services on December @4, Zomplaining of
back pain. Thelaimant reported to DiToyaBurton that her back pain began twewight years
ago andvasworsening. She statatather pain was in her lower backdradiated to her right
leg. After a review ofthe claimant’s systems and a physical exam, Dr. Burton scheded
claimant for massage therapy and chiropractic manipulation. (R. 926-29).

The claimant visited the emergency room at DCH on Februa291%, complaining of

pain and swelling in her left arm. Thdagmant reported to Dr. Carson Penkavat tfour days
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prior to her visitshe reached to pick up a glass of water and felt shooting pain in her arm and had
since felt intermittent pain @moticedswelling in the arm. Thel@mant reported that she broke

her left arm twelve years ago and had experiemuedmittent painsincethat time A physical

exam showed no significant joint swelling or warmth and no sepsis, but rather symptoms
consistent wit arthritis. Dr. Penkava referrethe claimant to Dr. Kevin Thompsenan
orthopedic surgeon, for follow up and gave her prescription medications. (R. 740-46).

The daimant visited Whatley Health Services on February 12, 201fellow up on her
anemiaswelling, and hypertension. The claimant reported to Dr. Aalia Al Barthamhishe had
been experiencing swelling for twweeks and had experienced bone pain, chest pain,
depression, fatigue, and headache, among other things, related to her anemid&ddwahi’s
physical exam also revealed elbow pain, so Dr. Al Barwani orderedray of the claimant’s
elbowthatrevealed no acute fractures and calcification along the distal anterionsafghe
humerusDr. Al Barwani recommended that the claimant Vit Toya Burtonfor chiropractic
manipulation (R. 929-34).

The daimant visited Whatley Health Servicagain on March 6, 201%0omplaining of
back pain and arm pain, specifically in her elbow. The claimant stated thadidbdenot go to an
orthopedst becauséthey wanted too much money.” The claimant told Dr. Toya Burton that her
back painwaslocated in her lower backnd that her pain level was moder&ée said her right
elbow began hurting about one momitior. Dr. Burton’s physical exam revealed tenderness in
the claimant’s lower back and arm pain with motion. A reviewtlsd claimant’'s xray from
February 13, 2015 showed calcification of distal anterior margins of the humeruBurim

ordered an MRI ofheclaimant’s upper body. (R. 824-28).
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On March 9, 2015the claimant unérwent the MRI of her upper bodydered by Dr.
Burton on March 6, 2015. The MRI revealed mild joint effusion, mild joint space narrowing, a
small amount of edema, and a potential strain or tear in her left.e|Bo893-949.

The daimant visited Whatley Health Services again on March 23, 2@fBplaining of
back pain, neck pain, shoulder pain, and left arm pain. TEn@mant told Dr.Toya Burton that
her left arm had been hurting constantly and that her neck, back, and shoulder pain were
moderate. After a physical exam, Dr. Burton scheduleziclaimant for massage therapy,
electric stimulation, and chiropractic manipulation. 29-32.

On April 2, 2015 the claimant visited Wha#ly Health Services for a follewp of
hyperten®n, wrist pain, and swelling. The claimant reported swelling and pain iellbew and
pain in her wrist beginning two months prior. Dr. Aalia Al Barwani recomraétiake claimant
follow up with her chiropractor and noted that she would réferclaimant to an orthopedic
surgeon. (R. 833-36

The daimant visited Whatley Health Services again on May 5, 2015, complaining of
back pain. After performing massage thgrapelectric stimulation, and chiropractic
manipulation, DrToyaBurton recommended the claimant follow up in faugeks. (R837-40).

On May 15, 2015the claimant visited Whatley Health Services complaining of shortness
of breath and hot flashes. Dr. Kimberly Forte ordered chesyscand a Doppler echo exam that
found no abnormalities. Dr. Forf@escribed Prozac fdhe claimant’s menopausal symptoms
and instructedheclaimant to seek medical attention if she experiences depression or thafughts
suicide. (R.841-44, 889-9p

The daimant visited Whatley Health Services again on June 1,,2015 visit with her

chiropractor. The claimant told Dr. Toya Burton that pimevioustreatments sheeceived had
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good results and “lasted a good while.”. Burton performed massage therapy and chiropractic
manipulation and recommended tiaimant follow up in twoveeks. (R. 845-48

The daimant returned to Whatley Health Services on August 5,,2016llow up on her
hypertension. Dr. Aalia Al Barwani veewedthe claimant’'s systems and conducted a physical
examthat revealed no abnormalitieBr. Al Barwani recommendetthat theclaimant exercise
change her diet, and visit the emergency room for any chest pain or shofthessth. (R. 849
52).

On Octder 16, 2015, the claimant visited Dr.yBoBurton at Whatley Health Services
for back pain. The laimant rated her pain as a six on a-pemt pain scale The daimant
reported that chiropractic manipulation relived her symptoms for @boegdays followirg an
appointment. Dr. Burton scheduléte claimant for massage therapy to treat her back &in.
858-6)).

The daimant visited Whatley Health Services November 5, 2015, for a followp on
her joint pain and hypertension. Dr. Aalia Al Barwani ndteat the claimant rated her joint pain
as a seven on a t@oint pain scale. The claimant stated that she had an appointment in January
of 2016 to review her disc degeneration, but Dr. Al Barwani recommehdethe claimant try
and get her appointment scheduled sooner. Dr. Al Barwani reféreeclaimant toSurgical
Associates. (R. 871-76

The daimant visitedDr. Andrew Barranco ahe Kirklin Clinic at UAB on January 12,
2016, complaining of arm and back paline claimant statethat her arm pain vgathe result of
a fall in 1997, after whiclthe claimant has experienced occasios@aklling and a weakened
grip. The ¢aimant also reported chronic bagkin since heffirst pregnancy twentgeven years

prior. The caimant stated that the worst pain is in lewer back and thaher pain scale is
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typically a seven on a tguoint pain scale, but can be as low as a four and as high asrten
Barranco ordered an MRI anerays and requested théie daimant follow up in twowveeks. (R.
901-05).

On January 262016,the claimant visited Dr. Laura &zar at Spain Rehab Center for a
follow-up evaluation of her back pain and elbow pain. Dr. Kezar ordered a variety of imaging
tests, including x-rays and an MRI, labs, and physieahiby for claimant. (R. 89800).*

The daimant sought treatment for back pain at Whatley Health Services onaFgl,
2016. The claimant told Dr. Toya Burton that she had receivexys<xat UAB, but had been
offered no new treatment. Dr. Burton performed chiropractic manipulation arshgeatherapy.
(R. 920-24).

On February 4, 2016he claimant visited Whatley Health services to follow up heam
hypertension and leg pain. Thiaimant told Dr. Aalia Al Barwani that her back pain occurs
constantly and was worsening. She rated her paanasght on a tepoint pain sale. Dr. Al
Barwani ordered lab tests be performed and recommendbdt the claimant follow up in three
months. (R. 915-19).

The daimant visited Whatley Health Servicagainon February 26, 2016, complaining
of back painThe daimant reported that her pamedicinewas not helping anthade her sleep.
Dr. Toya Burton performed chiropractic manipulation and massage therapy ancttéts
claimant to follow up in threeeeks.(R. 90610).

The ALJ Hearing
After the Commissioner denied the claimant’s request for disability insulzeefits

and supplemental security income, the claimant requested and received a hearengri#did

! The claimant testified at her hearing that she did not return for thaggnigrtests because she had not yet “had the
chance” to reapply for Charity Care services.
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on March 2, 2016At the hearing, the claimatestified that she has not worked anywhere since
January 19, 2009. When questioned why she could no longer worktantiljob, the claimant
statedthat she suffers from severe headaches, hypertension, and arthritis. (R. 30, 32-33).

Regardingher back painhe claimantestified that hepain comes and goes, and that she
typically has twagood days out of a sewelay period The claimant said that on her good days,
she can dress her upper body, but needs help potiihgr socksShe alsstated thashe has to
lie down from timeto time because dfer back pain. The claimatitentestifiedthat on her bad
days, she requires help getting to the bathroom and getting from the chair to the beate8She s
that she can stand up on the bad days, butotdstraighen up.”On bad daysthe claimant said
she cannot tie her shoes, get in and out of the bathtub without assistance, or do singgi&ehing
sweeping, mopping, and cleaning. Thiaimmant further testified that when she takes her
medicine every fouhours, it causes her to be drowsy and sleep for “about an hour and a half,
two hours.” (R. 42-45).

The claimant thetestified that her back pain causes numbness in her right leg. Ske state
that her chiropractor, Dr. Tya Burton referredher to Spain Rehaland that doctors there
determined that hergm was the result of arthritis. The claimatdtedthat Dr. Burton disagreed
with the doctors at Spain Rehabhe ¢aimant testifiedthat she did not return to Spain Rehab
because she could not afford another visit and needed to redo her application to the UAB Chari
Care program. (R. 46-47).

As to her fibroid tumors, the claimanéstified thather tumors cause her to spot
“constantly” that she experiencesip as a result of these tumotisat her pain is an eight on a
tenpoint pain scale; andhat she had not had the tumors surgically removed “due to no

insurance.” (R. 44
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The daimant also testified that she suffers frdmgh blood pressure anthat the
medication she takes to control her hypertension causes her to use the reskeawetly 20
minutes” because of itdiuretic and affects her eyesight. (R. 46).

The daimantstatedthat she had been hospitalized several times since her atleget
date of March 22, 2014. Théaomantsaidthat she visited DCH in April of 2014 for chest pains
and that doctors performed amay, but did not find anything “definite.” Thdagmant then
stated that she returned twedfidyir days later with contired chest pains and received another x
ray, which revealed calcifications and minor pleural thickening. Tdimanttestified that when
she returned tder primary care physician, her physiciaas not able to determir@usation
because the claimant didtr*have insurance to do further testing.” The claimant Haéd she
returned to DCH in July of 2014 for diarrhead C. Diff colitis and spent three days in the
hospital. The claimant then returned to DCH in August still complaining of diarrhea. She
testfied that doctors told her they hadtrggven her enough antibiotics and medicato gave
her blood due to chronic anemia. (R. 48-52).

The claimant statedhat she returned to DCH in September of 2014 for chest pains and
received a left heart catheterization, but doctors were not able toogee“bottom of \Wwy” she
was having chest pain. The claimantdstnat she visited DCH again in February of 2015 fo
elbow pain because her elbow was swolled she coulahotuse her arm. Her chiropractor sent
her for xrays which showed that her arm veil broken and this break caused the swelling.

The claimantstated that she was also referred to Spain Rehab, where doctors determined her
elbow pain was because afthritis, but again stated that Dr. Burton disagreed with this
assessment. Thdagnant thenmentionedthat she visited DCH again after February 2015 for

diarrhea (R. 52-54).
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A vocational expertiMs. MarissaHowell, testified concerning the type and availability of
jobs that the claimant could perform. Ms. Howstlited thathe claimant’spast work consisted
of a certified nurse assasit, classified as semiskilled worknd an automobile or vehicle
processor, classified as unskilled work. (R).54

During the administrative hearing, the ALJ prepd a hypothetical scenario to Ms.
Howell that supposed an individual witm impairment thatrequiredadditional unscheduled
breaks outside of the normal midmorning, lunch, and midafternoon breaks. Ms. késtréédd
that the hypothetical individual woulde allowed to take ten minute breaks every hour, but
anything above that would not be tolerated for continued employment. The ALJ kleerahsut
an individual who would need additional unscheduled days off throughout the month because
they are unable to initiate or sustain a regular work day. Ms. Howell respdrateant/thing
above two missed days per month would not be tolerated for continued employment. (R. 54-55

Ms. Howellalsotestified thaian individual who could only perform light work could not
perform the claimant’s past wor&he also stated that an individual was off task about 10% of
the time that individual could work irtompetitive employment in an unskilled work setting. (R.
55-56).

Ms. Howell then testified thahe skills required for CNAvork did not transfer to light or
sedentary work and certified that her testimony was consistent with thenany of
Occupational Titles andeln opinions based on her 20 years of experiences as a vocational rehab
counselor. (R. 56).

The ALJ Decision
On July 19, 2016the ALJ issued a decision finding that the claimant was not disabled

under the Social Security Act. First, the ALJ found that ¢cla@mant met the insured status
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requirements of the Social SedyriAct through December 31, 20EHnd had not engaged in
substantial gainful activity since tiadleged onset date of Mardfi, 2014. (R. 1R

Next, the ALJ found that the claimant had #evere impairments of mild degenerative
disc disease of the cervical spine, mild degenerative disc disease of e Bpme, scoliosis,
essential hypertension, obesity, fibroid tumors, degenerative join disease efittiedbow,
anemia, history of epistaxis, and history of bradycardia. (R. 12

The ALJ next determinetthat the claimant did not have an impairment or combination of
impairments that met or medically equaled the severity of one of the listed impairm@gts in
C.F.R. Part 404, Subpart P, Appendix 1. (R. 13

The ALJ notedthat the evidence related to claimant’'s degenerative joint disease of the
left elbow failed to show the presenceagjross anatomical deformignd chronic join pain and
stiffness with signs of limitation of motionand findings of an abnormalityon appropriate
imaging. (R. 13-14).

The ALJ also found that the evidenosated to claimant’s scoliosis and degenerative
disc disease of the lumbar and cervical sgaiked to show nerve root compression, spinal
arachnoiditis, or lumbar spinal stenosis resulting in pseudoclaudication.)(R. 14

Regardingclaimant’s hypertension, the ALJ found that the medical evidence of the
record failed to establish that the claimant’s benign hypertension causeevany snpairment
on any other body systems. The ALJ noted that the medical evidence showed that 'slaimant
hypertension was wetlontrolled with medication and no significant symptoms had ever been
documented or reported. As a result, the ALJ found that claimant’s hypertensioot dikisfy

the criteria for any of the cardiovascular listings. (R. 14).
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As to the claimant’s anemithe ALJ noted that, although the evidentiary record showed
that the claimant had been diagnosed with aneth&,record containedo evidenceof the
requirements for the listingR. 15).

The ALJ also found that the claimant’s bradycardia did not raditing because
record contained no evidence of “recurrent” arrhythmias resulting in uodledtepisodes of
cardiac gncope or near syncope, despite prescribed treatment. The ALJ noted that the
evidentiary record instead indicates tha claimant’s few instancesf bradycardia completely
resolved on their own withoutceiving any actual treatmentjultiple EKGs were normal in
nature;andthe claimant’s left heart catheterization results were interpreted as n{lRmab).

Finally, the ALJ accounted for the claimant’s obesity in the residual functional capacity
determination and founithat a reduction to medium etienal work was warrantedR. 15).

Next, the ALJdetermined that the claimant h#se residual functional capacity to
performthe full range of medium work as defined2é C.F.R. 404.1567(a) and 416.967 (&).

15). In making this finding, the ALJ considered the claimant’'s symptoms and the extenich
these symptoms were reasonably consistent with the objective medical evidenctheand o
evidence.The ALJ found thatwhile the claimant’'s medically determinable impairments could
reasonably be expected to cause the alleged sympimenslaimant’s statements concerning the
intensity, persistence, and linm¢ effects of her symptoms are not entirely consistent with the
medical evidence and other evidence in the record. (R. 16)

The ALJ found that the medical evidence reveded theclaimant had not experierate
a nosebleed since December 1, 2013, when she undaavmasil cauterization procedure. The
ALJ notedthat the claimant’s nosebleeds do not occur on a daily basis as alleged. Likiesvise,

ALJ found that claimant hadot expeience any significant issues with her anema had not
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been treated for essential hypertension sherealleged onset date. Rather, &le) noted that
the treatment records from Dr. McDonald, Dr. Hwll Dr. Al Barwani, Dr. Kezar, and records
from DCH show thatclaimant’s hypertension is wetbntrolled withnothingmore than routine
medications(R. 17).

Regarding theclaimant’'s bradycardia, the ALJ found that the evidentiary record shows
that the claimant’'s few instancesf bradycardia completely relsed on their own without
receiving any actual treatment and that multiple EKGs were normal. The ALJ agbtfat the
evidentiay records failto show that claimant’s other impairments of degenerative joint disease
of the left elbow, obesity, fibroid tumors, scoliosis, and mild degenerative disse&lisédhe
cervical and lumbar spine, when considered singularly and in combination, would preclude all
work-related activities. (R. 17).

The ALJ noted thathe claimant presented to the emergency room and her chiropractor
multiple timesfor treatment of back pain, bimaging tests revealed only mild scoliosis and mild
to moderate disc bulging, and physical examinations during chiropractic visgsesentially
normal. During followup visits with her prirary care physician, the evidentiary record indicates
that the claimants medications helpedo control her back pain anthat her physical
examinations were unremarkable. The ALJ also noted that claimantsds fronmvisits to the
emergency roonshow herphysical examinations were largely normal and did not show that
claimant was in acute distress. (R-19.

After reviewing and discussing the evidentiary record in its entiretyAtldefound that
the claimant’'s medically determinable impairments dosealier to experience weorklated
limitations, but found no evidence that these limitations reduce her residual fuhctpaaity

to anything less than the medium level of exertion. The ALJ found that the clartestiimony
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and other allegations of pain and functional restrictions were not consistent withj¢ative
medical evidenceThe ALJ found that the record does not contain objective findings that could
reasonably be expected to produce the degree and intensity of pain andhnailetyel by the
claimant and no diagnoststudiesshowed abnormalities that could be expected to produce such
severe symptoms. The ALJ also noted that the claimant was not in obvious pain ofatiscom
while testifying during her hearing, and gave this fact songhtskveight in reaching his
conclusion regarding the credibility of the claimant’s allegations and edsidunctional
capacity.(R. 20).

The ALJ noted that Dr. Williams, the state agency medical consultanteviewed he
medicalrecord in July 2014determined that the @imant did not have a medicaliieterminable
mertal health impairment. Ahough te evidentiary recordontains a diagnosis of depression
from an acceptable medical source, Dr. Williams found ndeece of any mental impairments
andthereforeno mentallimitations in the claimant’s ability to perform basic work adias. The
ALJ gave Dr. William’'s assessment great wei@gRt. 13, 21).

The ALJ found thatthe records of Drs. Al BarwaniKezar, Forte, Singh, Holley,
McDonald, and Lafn were useful in determining the full scope of claimant's impairments,
although none of these physicians offered an opinion concerning claimant’s functional
limitations. (R.21).

The ALJ gavelittle weight to the findings of chiropractor TayBurton, having
considered her findingss an “other medical sourté’he ALJ gave little weight to Dr. Burton’s
findings because they were not consistent with the diagnostic imaging regbitsthve record

or consistent with the objective evidence from any acceptable medical fBurgg).
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Finally, the ALJ found that the claimant weapableof performingpast relevant worlas
a certified nursing assistant and automobile procesSonsidering the claimant’sesidual
functional capacity and the physical and mental demands of this work, the ALJ foumigethat
claimant is able to perform these mediarertion jobs as she actually performed them in the
past and as they are generally performed in the national economy. Thereféie] tencluded
that the claimainwas not disabled as defined iret8ocial Security Act. (R. 21

VI. DISCUSSION
Issue 1: The ALJ's Application of the Pain Standard

The claimant argues that the ALJ did not properly apply the Eleventh Circuit pai
standard. More precisely, the claimant argues that the ALJ incorrectigdlied the claimant’s
complaints of pain. (Pl.’s Br. at 10This court finds that the ALJ properly applied the pain
standard and that substantial evidence supports his decision.

In this case, the ALJ noted that thadence demonstrated that claimant had underlying
medical conditions and severe impairments, but found that the objective medical ewakence
not show that she was unable to work because of her impairments. The ALJ concluded that the
claimant’s records didot include indications of severe, disabling impairments that could likely
cause her alleged degree of pain. (R. 20).

In discrediting the claimant’s subjective complaints, the ALJ articulated spgaifimds
for doing so.See Brown921 F.2d at 1236 (iding that the ALJ must explicitly articulate his
reasons for discrediting the claimant’s subjective testimony of p&h®.ALJ found that the
claimant’s testimony and other allegations of pain and functional restrictioeshnatconsistent
with the objective medical evidence. The ALJ noted that the record contained novelgepts

and findings that could reasonably be expected to produce the degree and intensityantipai
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limitations that the claimant alleges. For example, as noted in the ALJSatesectiorabove

an MRI of the claimant’s spine revealed only mild to moderate disc bulging awmdyaok the
claimant’s lumbar spine revealed only “mild” changes and no acute abnormalitie®ALThe
correctly noted that such findings do not support the @atis allegations of debilitating back
pain that reaches a ten on a-pmnt pain scale. Additionally, cardiac workups and imaging
studies of the claimant’s chest have been consistently negative in natardLJIhcorrectly
noted that these findings dotreupport the claimant’s assertion that she experiences debilitating
chest pain. (R. 20).

Based on the explicit findings of the ALJ, this court concludes that he properly applied
the Eleventh Circuit’s pain standard and that substantial evidence supports hasdecisi

Issue 2 The ALJ’'s Assessment of the Claimant’'s RFC

The claimantnext argues that the ALJ erred in failing to link the residual functional
capacity to the evidence. Specifically, the claimant alleges that no evidentiasgXiagdfor
the ALJ’s characterization of the claimant’s impairments or his determination ofaimeant’s
ability to performwork. (Pl.’s Br. at 6).This court finds that substantial evidence supports the
ALJ’s determination of the claimant’'s RFC.

While the ALJ mushs®ss the claimant’s functional limitations and restrictions and then
express her functional limitations in terms of exertional lexbis ALJ's decision does not have
to reference every specific piece of evidence that the ALJ evaluated, as long as siom deci
shows that she considered the claimant's medical conditiowlsle. Castel v. Comm’r of Soc.
Sec.,355 F. App’x 260, 263 (11th Cir. 200%reeman v. Barnhast20 F. App’x 957, 95%0

(11th Cir. 2007).
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As discussedabove the ALJ thoroughly reviewed and consideted medcal records
concerning each ahe claimant’'s impairments to determine the claimant’s residual functional
capacity This careful review of the evidence ldte ALJto determinghat theclaimant hadhe
residual functional capacity to perform the full range of medium work as defined ifFRO C
404.1567(c) and 416.967(c). (R. 15).

The ALJ also met his burden of proving the claimant could engage in a full rhnge o
medium work through vocational expert tesdny. See Chestef792 F.2d at 13Z%finding that
vocational expert testimony is substantial evidence to prove the claimant ¢armpesork
despite his impairments)he vocatioal expert testified that claimant’s past work aSMA and
vehicle processonvolved medium physical demand levels and that claimant could take breaks
and be offtask for 10% of the work dawhile still being able to engage icompetitive
employment in an unskilled work setting. (R. 56).

Based on these findings as to the claimamigslical records and the vocational expert’s
corroborative testimony, this court concludes that substantial evideppsrs the ALJ's RFC
determination that the claimant could perform medexartion work.

Issue 3 The ALJ Properly Developed the Rec@vithout Obtaining an MSO.

Finally, the claimant argues that the ALJ should have developed the record by obtaining a
medical sourceopinion (“MSQO”) either with medical experassistance or by consultative
examinationln particular, the claimant argues tlla¢ ALJ needd to develop the record with a
consultativeexamination to “make an informed decision.” (Pl.’s Br. at Ihe court finds that
the ALJ did not need to obtain M50 because thecord contained sufficient evidence.

In the present case, tlewidentiaryrecord contained sufficient evidence for the ALJ to

make adetermination of disability, so obtaining SO was unnecessargee Welch§54 F.2d

29



at 440 (notingthat developing a full and fair recortnay not require the use of expert
testimony’). The claimant provided several years’ worth of medical records, includingptaulti
imaging studies and treatment notes from numerous physidiaesALJ specifically noted that
he found these treatment records “useful in determining the full scope dfldimeant’s
impairments.” (R. 21)

Requiring the ALJ to obtainnaMSO would disregard the ALJ’s ability to determine a
claimant’'s RFC based on an alreaslyfficient record.SeeLangley 777 F. Supp. 2d at 1261
(finding that the regulations do not require the ALJ to base his RFC finding on asrasaé
from a medical sourcelFurthermore, the claimant could have presented a M&® one of her
own doctorsfor the ALJ’s consideration, but failed to do s8eeGibson,762 F.2d at 1516
(noting that the claimant bears the burden of pro\sjge is disabled). The ALJ's duty to
develop therecord does not relieve the claimant of his burden to prove his own disability.
Therefore, thisourt finds that the ALJ properly developed the record.

VIlI. CONCLUSION

For the reasons stated above, this court AFFIRMS the decision of the CommisEnener

court will enter a separate Order to that effect simultaneously.

DONE and ORDERED thi&5" day ofFebruary, 2019.
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CHIEFUNITED STATES DISTRICT JUDGE
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