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UNITED STATES DISTRICT COURT
MIDDLE DISTRICT OF FLORIDA
ORLANDO DIVISION

ANTONIO TILLMAN,
Plaintiff,
-VS- Case No. 6:12-cv-969-0Orl-22DAB

COMMISSIONER OF SOCIAL
SECURITY,

Defendant.

Memorandum Opinion & Order

The Plaintiff brings this action pursuant to 8wcial Security Act (the Act), as amended, Tit

e

42 United States Code Section 405(g), to obfadticial review of a final decision of th

11}

Commissioner of the Social Security Administration (the Commissioner) denying his claim for
Supplemental Security Income (SSI) benefits under the Act.
The record has been reviewed, including angcript of the proceedings before the
Administrative Law Judge (ALJ), the exhibits tlland the administrative record, and the pleadings
and memoranda submitted by the parties in this case. Oral argument has not been requested.

For the reasons that follow, the decision of the CommissioddtF$RMED .

BACKGROUND

A. Procedural History
Plaintiff filed for SSI benefits on January2®07, alleging an onset of disability on November
6, 2006, due to a cerebrovascular accident80R81, 189-93. His application was denied initially
and upon reconsideration. R. 83-88. Plaintiffuested a hearing, which was held on July 1, 2010,
before Administrative Law Judge Angela Mirandar@inafter referred to &8LJ"). R. 16-57. In

a decision dated August 24, 2010, the ALJ found Plaintiff not disabled as defined under the Act
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through the date of his decision. R. 63-78. Ritiifiled a Request for Review of the ALJ’
decisior, which the Appeals Council denied on April 26, 20R21-4. Plaintiff filed this action fo
judicial review on June 26, 2012. Doc. 1.

B. Medical History and Findings Summary

Plaintiff was born on March 18968, and he was 42 years old, and had a 10th grade edu
at the time of his hearing before the ALJ. &3, 189, 198. He had worked in the past as a

laborer, dishwasher, and sod layer. R. 194.

cation

day

Plaintiff's medical history is set forth in detail in the ALJ’s decision. By way of summary,

Plaintiff alleged that he was disabled due to a stroke and fractured elBow83. After reviewing

Plaintiff's medical records and Plaintiff's testimy, the ALJ found that Plaintiff suffered from stat

S

post cerebrovascular accident (CVA) with residual left-sided weakness, hypertension, drug abuse

pancreatitis and obesity, which were “severe” roallf determinable impairments, but were not

enough to meet or medically equal one of the impairments listed in Appendix 1, Subpart P,

Regulations No. 4. R. 68-70. The ALJ also fouredabmbination of Plaintiff's status post CVA with

his drug abuse caused limitations in his cognitive abilities. R. 69.

The ALJ determined that Plaintiff retaine@ tiesidual functional capacity (RFC) to perfo

m

sedentary work, except that Plaintiff had the capacity to frequently balance, occasionally| stoop

crouch, climb stairs and ramps and to less than occasionally kneel and crawl due to his rig

ht-side

weakness. R. 70. The ALJ fouRthintiff had the capacity tonderstand, remember, and carry ¢ut

simple, routine tasks. R. 70-73. The ALJ determiR&ntiff had no past fevant work. R. 73.

Considering Plaintiff’'s vocational profile an@FC, the ALJ applied the Medical-Vocationgal

Guidelines (the grids), 20 C.F.R. Pt. 404, Subpt. P, App. 2, and, based on the testimon

Although the request for review was untimely, the App€alsncil determined that Plaintiff had good cause for
late request and allowed it. R. 1-3, 58-62.
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vocational expert (“VE”), the ALJ concluded thaailiff could perform work existing in significan
numbers in the national economy as a call out opeKEtarge account clerk, or surveillance monif
R. 73-74. Accordingly, the ALJ determined that Plaintiff was not under a disability, as defined

Act, at any time since January 3, 2007 through the date of the decision. R. 74.

t

or.

in the

Plaintiff now asserts two points of error whitie Court will address collectively. He argues

that the ALJ erred by finding he had the RFC tdgren sedentary work contrary to the opinions
his treating physician and two examining physicians. For the reasons that follow, the decisio
Commissioner iIAFFIRMED .
. STANDARD OF REVIEW

The scope of this Court’s review is limiteddetermining whether the ALJ applied the corr

legal standard$/cRobertsv. Bowen, 841 F.2d 1077, 1080 (1 Cir. 1988), and whether the finding

are supported by substantial evidenRehardson v. Perales, 402 U.S. 389390 (1971). The

Commissioner’s findings of fact are conclusifesupported by substantial evidence. 42 U.S.

8 405(g). Substantial evidence is more than a scintil®,the evidence must do more than mer
create a suspicion of the existenéa fact, and must include such relevant evidence as a reasq
person would accept as adequate to support the conclé&siatey. Chater, 67 F.3d 1553, 1560 (11
Cir. 1995) (citingwWaldenv. Schweiker, 672 F.2d 835, 838 (I'Cir. 1982) andRichardsonv. Perales,
402 U.S. 389, 401 (1971)).

“If the Commissioner’s decision is supported by sabtal evidence, this Court must affirr

even if the proof preponderates againstRhillipsv. Barnhart, 357 F.3d 1232, 1240 n. 8 (11th Cjr.

2004). “We may not decide facts anew, reweiglethdence, or substitute our judgment for that
the [Commissioner.]ld. (internal quotation and citation omitte@)yer v. Barnhart, 395 F.3d 1206

1210 (11 Cir. 2005). The district court must view the evidence as a whole, taking into ag
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evidence favorable as well as unfavorable to the decigioote, 67 F.3d at 156Gccord, Lowery

v. Qullivan, 979 F.2d 835, 837 (T'1Cir. 1992) (court must scrutinize the entire record to deterrine

reasonableness of factual findings).

The ALJ must follow five steps ivaluating a claim of disabilitySee 20 C.F.R. §8 404.152Q,

416.920. First, if a claimant is working at a substhgainful activity, he is not disabled. 20 C.F.

§ 404.1520(b). Second, if a claimant does not hayempairment or combination of impairmenits

which significantly limit his physical or mentaliity to do basic work activities, then he does not

have a severe impairment and is not dishbl@0 C.F.R. § 404.1520(c). Third, if a claiman

impairments meet or equal an impairment liste®0 C.F.R. Part 404, Subpart P, Appendix 1, h

disabled. 20 C.F.R. § 404.1520(d). Fourth,damant’s impairments do not prevent him frgm

[t's

Eis

doing past relevant work, he is not disable20 C.F.R. § 404.1520(e). Fifth, if a claimanft’s

impairments (considering his residual functional cépaage, education, and past work) prevent |

m

from doing other work that exists in thetioaal economy, then he is disabled. 20 C.A.R.

§ 404.1520(f).

Il.  ISSUES AND ANALYSIS

RFC and the treating physician’s and hospitalists’ opinions

Plaintiff claims that the ALJ should not haf@nd him able to perform sedentary work

n

light of the opinion of limitations assigned by tmsating physician, Dr. Byerly, and two hospitaliss,

Drs. Subhani, and Ullah, which would precluttee performance of sedentary work. The

Commissioner argues that substantial evidence stgpfue ALJ's decision that Plaintiff coul

perform other work in the economy.

Residual functional capacity is an assessmesedan all relevant evidence of a claimant's

remaining ability to do work despite his impairments. 20 C.F.R. § 404.1548(a3%,v. Callahan,




125 F.3d 1436,1440 (11th Cir. 1997). The focus of this assessment is on the doctor's eval
the claimant's condition and the medical consequences thiete&ubstantial weight must be givd
to the opinion, diagnosis and medical evidenca wéating physician unless there is good caug
do otherwise.See Lewis, 125 F.3d at 144Edwards, 937 F.2d at 583; 20.F.R. 88 404.1527(d)
416.927(d). If a treating physiciaropinion on the nature and severmtya claimant’s impairment
is well-supported by medically acceptable clinical and laboratory diagnostic techniques, an
inconsistent with the other substantial evidendkenecord, the ALJ must give it controlling weigl
20 C.F.R. 88 404.1527(d)(2), 416.927(d)(2). ThelAhay discount a treating physician’s opini
or report regarding an inability to work if itimisupported by objective medical evidence or is wh
conclusory.See Edwards, 937 F.2d 580 (ALJ properly discountiedating physician’s report whet

the physician was unsure of the accuracy of his findings and statements.)

Where a treating physician has merely madelosocy statements, the ALJ may afford the

such weight as is supported by clinical or laory findings and other consistent evidence ¢

claimant’s impairments See Wheeler v. Heckler, 784 F.2d 1073, 1075 (11th Cir. 19883 also

Schnorr v. Bowen, 816 F.2d 578, 582 (11th Cir. 1987). Wisemeating physician’s opinion does not

warrantcontrolling weight, the ALJ must nevertheless weigh the medical opinion based on
length of the treatment relationship and the frequehexamination; 2) the nature and extent of
treatment relationship; 3) the medical evidenggp®srting the opinion; 4) consistency with the rec
as a whole; 5) specialization in the medical isaiessue; 6) other factors which tend to suppor
contradict the opinion. 20 C.F.B404.1527(d). As a general rule, a treating physician’s opini
normally entitled to more weightdhn a consulting physician’s opinioSee Wilson v. Heckler, 734
F.2d 513, 518 (11th Cir. 1984ke also 20 C.F.R. § 404.1527(d)(2).

The ALJ must “state with particularity the wét she gave different medical opinions and

reasons thereforeSharfarz v. Bowen, 825 F.2d 278, 279 (11th Cir. 1986) (requiring the ALJ
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articulate his reasons for “giving no weight to the diagnoses accompanying the test results
Eleventh Circuit has clarified the standard @mmmissioner is required to utilize when consider
medical opinion evidence. Winschel v. Commissioner of Social Security, 631 F.3d 1176, 1178—7

(11th Cir. Jan.24, 2011), the Eleventh Circuit hitldt whenever a physician offers a statem

". The

ng
O

ent

reflecting judgments about the nature and sevefigclaimant’'s impairments, including symptons,

diagnosis, and prognosis, what the claimant can still do despite his or her impairments,

claimant’s physical and mental restrictions, tlaeshent is an opinion requiring the ALJ to state W
particularity the weight given to it and the reasons therédo(citing 20 CRF 88 404.1527(a)(2
416.927(a)(2)Sharfarz, 825 F.2d at 279. The Eleventh Circuit sththat “ ‘[iJn the absence of sug
a statement, it is impossible for a reviewing court to determine whether the ultimate decision
merits of the claim is rationahd supported by substantial evidencéWhschel, 631 F.3d at 11787
(quotingCowart v. Schwieker, 662 F.2d 731, 735 (11th Cir. 1981)).

Plaintiff first argues that the ALJred in not according proper weight undléinschel to the

opinions of the two hospitalists, Drs. Subhani and Ullgde, e.g., R. 238 (signature line: “Noma

M. Subhani, MD, Hospitalist”). Dr. Subhani opth¢hat Plaintiff was “disabled” on a Florida

Hospital form completed at the time he had streke in December 2006. R. 236. Unlike thq

found on the typical SSA RFC forms, this form dat have any functional limitation categories. T

and th

th

h

on the

pSe

he

day after Plaintiff was admitted with a strok@ecember 25, 2006, Dr. Ullah opined that Plainfiff

would need marked rehabilitation for a prolongediod tome time and further studies. NotaQ
these hospitalists saw Plaintiff only at the hospital on no more than three occasions (R. 237-
51, 405-06) when he was admitted to the hokpitare was no ongoing treatment relationship,
did doctors set forth any specific set of limitations in support of the assertions.

Plaintiff also argues that the ALJ erred by fudiy crediting the opinion of Plaintiff’s treating

physician, Dr. Byerly of the Osceola Health Depaant, who opined that &htiff was “permanently
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disabled” from hypertension, statpest-CVA, with left hemi pargs and sleep apnea” and “[b]ecay

of his medical problems he was unable to work.” R. 370.

On April 3, 2010, Dr. Byerly completed a medisalirce statement on behalf of the Plaint
(R. 391) indicating Plaintiff “is/p CVA with Left hemiparesifyypertension and multiple medical

problems. He is presently disabled becausthist” R. 391. Dr. Byerlyalso completed a RFC

Assessment Form. Dr. Byerly indicated the Plaimiiffild sit/stand or walk less than 1 hour in a
hour work day; needed an assistive device to waltand; could occasionally lift up to 10 Ibs
never more than 11 pounds; would need completddrado rest frequently throughout the day; &
would need to lie down or sit on a recliner faudstantial period of time during the day. R. 392
Dr. Byerly also indicated the prognosis for Plaintiff was permanent. R. 394.

Plaintiff argues that the ALJ erred in failing to address all of the objective evidence

supports Dr. Byerly’s December 2007 opinion, including the results of the testing conducte

Plaintiff had his stroke in Decdrar 2006 — the CT of the brain (308), the MRI of the cervical sping

(R. 304), the MRI of the lain (R. 302-03). Plaintiff contends trlihe ALJ erred in failing to addres
all of the December 2006 testing immediately failog Plaintiff's hospital admission for strokd
Although the ALJ mentioned the MRI of the braintlwe decision, Plaintiff argues that she erreq

not specifically addressing the CT of the brain aedMiR] of the cervical spinePlaintiff also argues

that the ALJ erred in failing to address the findiafjhe hospitalists concerning Plaintiff's conditign,

which supported Dr. Byerly’s opinion.
While the ALJ did not specifically mention tbpinions of the two individual hospitalists, th

ALJ did discuss the hospital treatment notes from Plaintiff's admissions related to his st

se

ff

which

] when

A4

| in

e

oke in

December 2006. R. 71-72. On December 24, 2006, Plaintiff was admitted to Florida Hospital anc

underwent an MRI of the brain aadCT of the brain, which showedute right anterior inferior pon

infarct and multiple supratentorial white matterdes in conjunction with a lesion within the corp
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callosum body and deep white matter focal hypodensity in the high right parietal region extending

from the centrum semiovale to the occipital hordescribed above with additional deep white mafter

subcortical hypodensity on the left, also, periventacuR. 306, 308. At that time, Dr. Subhani, {
hospitalist at Florida Hospital responsible for tiggPlaintiff checked off on a Florida Hospital for
that “based on [Plaintiff's] diagnosis, this person will not be able to work for the following
period . . . [for] twelve months or more (The patiés disabled.)” with a diagnosis of “cerebr
infarct.” R. 236.

The following day, on December 25, 2006, anottempitalist specializing in neurology, D

Saif Ullah, a consulting physician, saw Plaintiff pywince for a consultation after his stroke.

242-44. Plaintiff stated he wok with weakness on the left sidiethe body, difficulty with speech|,

Plaintiff's urine showed cocaine. R. 242. Diagnostudies of Plaintiffs MRI scan of his brai
revealed multiple bilateral chronic changes and acute pontine infarct. R. 243. Dr. Ullah dia
Plaintiff with an acute strokdR?. 243. Dr. Ullah opined that Plaintiff was markedly disabled v
speech and motor functions and was unable to walk “at present.” R. 243. Dr. Ullah opin
Plaintiff required additional testinge., MRI of the cervical spine, an echocardiogram, and bl
tests, and he was “currently severely disabled 8tioke and unable to function independently”; |
Ullah consulted social services to find a possible rehab place. R. 244.

On December 28, 2006, Plaintiff underwent anIMRthe brain without contrast whic
showed extensive white matter lesions throughout the cerebral white matter, stable, mo{
reflective of a small vessel ischemic process amdirfigs again consistent with a recent right sig
hemi pontomedullary infarct. R. 302-03. On December 29, 2006, Dr. Subhani diagnosed §
with infarct involving the right hemi pontomedullary area; small vessel ischemic chg
hypertension; and cocaine abuse. R. 237. After the stroke and several days in the hos

Subhani discharged Plaintiff home in stable coaditvith instructions to follow up with a primar
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care physician and with neurologye was ambulating with a cane and physical therapy had
arranged. R. 237-38.

In late October 2007, Plaintiff returned to Fl@idospital complaining of shortness of breg
R. 341-69. Plaintiff stated he watill using cocaine, the last timas two weeks previously. R. 34
Plaintiff was non-compliant with medications amdresh prescription was given and Plaintiff w
cleared for discharge to his home. R. 345. 8ubhani was again the attending physician \
diagnosed Plaintiff as having uncontrolled hypertemschest pain; shortness of breath; smok

noncompliance; drug abuse; and history of ceredscular accident. R. 34%. Plaintiff's physical

examination was normal, with the exception of&fte weakness, and Plaifis blood pressure was$

described as well controlled during the hosptation. R. 348-49. Plaiiff tested positive for
tetrahydrocannabinol (THC) (R. 347) and Dr. Subhmoted that Plaintiff was noncompliant wif
medications. In July 2009, Plaintiff was again hospitalized and Dr. Subhani diagnosed hi
pancreatitis after testing; he was dischargedeniorstable condition and was ambulatory R. 405;

The Commissioner argues that although Plaimtés unable to walk immediately after i
acute stroke in December 2006, which the ALdgedzed (R. 71), he was ambulating with a gy
cane four days later when discharged (R. 238).noted by the ALJ, when Plaintiff underwent
consultative examination three months after his hospitalization in March 2007 with Dr. Sin
could ambulate without the cane. R. 71, 329.

The hospitalists’ opinions of Plaintiff’'s impanents that Plaintiff was unable to functig
independently or that was disabled immediasétgr Plaintiff's admission to the hospital followin

his stroke in December 2006 provided no informagibbout the limitations of Plaintiff's impairment

been
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after his recovery. Another physician, Dr. Laddu, ndted Plaintiff had previously been dischargged

from the practice, but treated him becauseptfaetice was on emergency department call and

doctor was obligated to see him for cardiac evana R. 239. Hospital notes also reflect th
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Plaintiff had been in Florida Hospital in “theast multiple times” antie “does smoke, and tak
cocaine orally” contrary to other reports in teeards. R. 242. He repatteo SSA staff in Januar
2007 (about a month after the strotegt he was not seeing any dastor receiving therapy. R. 32}

The ALJ quoted at length the functional limitets of the consultative examination perform
on March 29, 2007, by Dr. Shanti Singh. R. 328-88. Singh noted Platiff was found to be
abusing cocaine and marijuana at the time. R. B2&ingh noted the Plaifitiwalked with a slight
limp on the left and using a cane for stability 3B0. Plaintiff was diagnosed with status post ag
pontine cerebrovascular accident; hypertension andlipipdemia. R. 330. As the ALJ noted in
describing the results of the consultative examination, Plaintiff reported that when “he was disg
from the hospital he was issued a quad canesdsuambulate without it” and Plaintiff “walked wit]
a cane but was able to walk slowly without iR: 71. The ALJ also noted that Dr. Singh descri
Plaintiff's speech as "slightly slurred" and witre'ty slight” facial asymntey. R. 71. On the righ
side, Plaintiff had full range of motion and 5/5 muscle strength but on the left, as the ALJ
Plaintiff's upper extremity strength was reduce@f®and his fine manipulation skills were redud
and his motor power on in his left leg was 4/5. R. 71. He had "slightly" decreased sensation

touch on the left side, however the right side wasnal. Evaluation of the claimant's joints wj
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normal. He walked with a "slight limp on thdtleand used a cane for stability, but Dr. Singh noted

that, otherwise Plaintiff had full range of motion. R. 71.

The ALJ did discuss the Florida Hospital notiesn Plaintiff's admission and diagnosis

stroke, even if she did not specifically mentiba specific opinions of the hospitalists, Dr. Subhgni

or Dr. Ullah, by name. The Alalso based the RFC on the opinion of the examining physicia
Singh &ee R. 73), who performed the consultative exaation just three months after Plaintiff

stroke, and specifically noted that he had formed his opinion after reviewing the hospital req
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In reviewing medical records from the hospital, he apparently presented to Florida
Hospital Orlando. He walked into the emency department complaining of the
inability to walk properly and some trouble whis gait. He also complained of left
side burning. He was subsequently admitted further workup showed that he had
suffered an occult stroke. He underwent an MRI scan of the brain which showed
multiple bilateral chronic changes and acute pontine infarction. He had an MRI of the
neck: which showed no significant stenosis. Of note, he was found to be abusing
cocaine and marijuana at the time. He sgbeatly saw a neurologist [Dr. Ullah], was
stabilized during his admission, did have some physical therapy while hospitalized.
His admission was uncomplicated. He diell while hospitalized. He was admitted
12/24/2006, was discharged 12/29/2006. Of hosayorkup for a source of his stroke
was negative. There was no evidence of ficant stenosis. He had a transesophageal
echocardiogram done that was normal, did not show any cardiac thrombolic
phenomenon. Coagulation studies are also normaHe was discharged to follow

up with neurology and his primary care doctor. A quad cane was arranged. Since
discharge he has not had any physical thedajyto lack of insurance. He continued

to improve to the point that he is amlulg even without a cane. His past medical
history was unremarkable with the exceptof morbid obesity and hypertension and

of course his illicit drug use. He was well known to Florida Hospital Orlando, having
had multiple admissions.

R. 328. In addition, SSA staff notes also indicatd tPlaintiff reported to SSA staff that he h
stopped using his cane by late 2007. R. 215.
The ALJ’s failure to specifically discuss the ojpins of the hospitalists made in the day or {

after Plaintiff was admitted to Florida Hospital watstroke was not error. The ALJ’s reliance

WO

on

the results of Dr. Singh’s consultation examinatioRlaintiff, which discussed at length the hospital

records, and the ALJ’s reliance on Dr. Singh’s amirof Plaintiff's functional limitations was basgd

on substantial evidence.

The ALJ gave “limited weight” to Dr. Byerly’spinion that Plaintiff was disabled and fou
that her conclusion was not supported by her o@atitnent notes or the treatment notes of o
sources:

As for opinion evidence, the claimant's treating physician, K. Byerly, M.D., has
indicated that the claimant's condition isabling. With regard to the claimant's work
related abilities, she opined that the clainant sit, stand or vilafor less than one

hour a day and requires a cane for ambulation. Dr. Byerly stated that the claimant
must alternate positions frequently and cannot stoop. Dr. Byerly found that the
claimant is unable to perform repetitive movements, push, pull or perform fine
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manipulative with his left side, however has no restriction with his right side. She

stated that the claimant can lift uptém pounds occasionally and requires freedom to

rest frequently throughout theydd give Dr. Byerly's opiniotimited weight and find

that her conclusion is not supported by her own treatment notes, or treatment notes o

other sources. It is also not consisterthwhe claimant's own statements about his

activities.
R. 72 (emphasis added).

The Commissioner argues that Dr. Byerly’s opinions would not be entitled to contr
weight because, although Plaintiff and the ALJ déscbr. Byerly as Plaintiff’s treating physicia
Dr. Byerly appears to have treated Plaintifhier office on only three ocaass in four years, in
December 2007, February 2008, and April 2010348, 377, 432-33. Dr. Byerly’s notes regardi
these visits are largely illegible; however, Plairdifipears to have been complaining of pain in

right leg, trouble sleeping, and dry mouth at his December 2007 visit, cold/flu symptoms at

February 2008 appointment, and dizziness/leg nussmehis April 2010 follow-up appointment (T|r.

375, 377, 432). At the time of the April 2010 visit, Byerly had not treated Plaintiff for more thd
two years.

The Commissioner also argues that ALJ wasreqtired to consider Dr. Byerly’s 200
opinion that Plaintiff was “permanently disableoécause disadlity is an issuereserved for thg
Commissioner under the SSA regulations, and Dr.IBygeres not reference her own treatment ng
or any other medical records to support her opinigse 20 C.F.R. § 416.927(d); SSR 96-5p. T
Commissioner also argues that, in spite of Dieeember 2006 test results, the medical evide
demonstrated Plaintiff's significant improvemehosdly following these tests in that by the time
his discharge from the hospital, he was ambugatith a cane and described as stable and t
months later, Plaintiff was able to walk slowljthout a cane. R. 329he Commissioner also poin

out that most of Plaintiff's examinatiotetween October 2007 and April 2010 reported nor

physical functional results (except for hypertension or abdominal p&a)R. 355, 399-400, 403.

Record from the Florida Department of Heddditween October 2007 and April 2010 mostly note
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visits were for cold/flu symptoms or lab résstand normal physical examinations. R. 375-78, 420-

21, 436-37, 451-52.

In addition to Dr. Singh’s @nsultative examination and opinion regarding Plainti

functional limitations in conflict with Dr. Byerly’spinion, the ALJ also specifically noted that Dr.

Byerly’s opinion was not supported by Plaintiff's own activities:

In sum, the above residual functional capeassessment is supported by the evidence

of record, medical findings, the opinionstbé examining physicians, the claimant's
level of activity, and the claimant's testimony at the hearing. The claimant stated in
March 2008 that he no longer uses a cararibulate, Exhibit 8E. Furthermore, the
claimant testified that he lives with his ther who is diabetic and blind. He provides
care for her including meals and checkingliieod sugar levels. The claimant cooks
and does shopping, Exhibit 8E. In addition, dtated that he recently acquired a
puppy, which he also takes care of. Therefore, | find the evidence contained in the
record does not support the claimant's allegations of symptoms so severe as tg
preclude performance of any work since his alleged onset date. | conclude that
claimant's subjective complaints and alleged limitations are not persuasive and the
claimant retains the ability, despite higoarments, to perform work activities with

the limitations set forth above. This capacity is consistent with and supported by the
observations of treating sources in the med@abrds, the findingsf consultants, and

the claimant's own statements about his activities and abilities.

R. 73. Plaintiff reported to SSA staff in M&r@008 that he stopped using his cane three mag
before, he was able to prepare a simple mieap or groceries as needed, manage personal care
minimal assistance, recall information and dates, and walk short distances. R. 215. At the

Plaintiff testified that he could tiibout ten pounds with his left armcbthat he could walk to a sto
about 200 yards from his home twice a day. R. 33H&8testified that he dinot have any problem

sitting and he takes care of his new puppy, and his blind, diabetic mother, checking her bloo

nths
e With
nearing

e

[2)

d suga

bringing her medication, and warming her meatg]. R. 38-39, 41, 46. Other medical treatment

notes show he reported to the Florida Hospita¢Egancy Room in January 2008 that he had stre

enough to attempt to move a couch in that he teddre “pulled [his] chest moving a couch” R. 4(
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The ALJ properly considered Dr. Byerly’s otvaatment notes and the other medical eviden

ce

of record as well as Plaintiff's reported activities in giving Dr. Byerly’s opinion limited we|ght.

Accordingly, the ALJ’s decision was based on substantial evidence.

V.  CONCLUSION

The record in this case shows that Plaintiff dogsenjoy full health and that his lifestyle and

activities are affected by his ailments to somgrde. The ALJ appropriately considered th¢se

circumstances and analyzed them in relation to the exacting disabdlitgard under the Socig
Security Act. For the reasons set forth aboveAthEs decision is consistent with the requiremep
of law and is supported by substantial evidence. Accordingly, the QdtFtRMS the
Commissioner’s decision pursuant to sentence fod2ad.S.C. § 405(g). The Clerk of the Court
directed to enter judgment consistent witis thpinion and, thereafter, to close the file.

DONE andORDERED in Orlando, Florida on August 6, 2013.

David A. Bader

DAVID A. BAKER
UNITED STATES MAGISTRATE JUDGE

Copies furnished to:

Counsel of Record
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