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

PATRICIA McADAMS,
Plaintiff,

VS. Case No.: 5:12cv307/EMT

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

MEMORANDUM DECISION AND ORDER
This case has been referred to the undersigngistrate judge for disposition pursuant to the
authority of 28 U.S.C. 8§ 636(chd Fed. R. Civ. P. 73, based on gaeties’ consent to magistrate
judge jurisdictiongeedoc. 9). Itis now before the court pursuantto 42 U.S.C. 8§ 405(g) of the Social

Security Act (“the Act”), for review of a finalecision of the Commissionef the Social Security
Administration (“*Commissioner”) denying Plaintiffegoplication for disability insurance benefits
(“DIB”) under Title Il of the Act, 42 U.S.C. 8801-34, and supplemental security income (“SSI”)
benefits under Title XVI of the Act, 42 U.S.C. §§ 1381-83.

Upon review of the record before this couiris the opinion of the undersigned that the
findings of fact and determinations of ther@missioner are not supported by substantial evidence;
thus, the decision of the Commissioner should bersed and remanded for further administrative
proceedings.

l. PROCEDURAL HISTORY

On August 7, 2008, Plaintiff filed applicatiofts DIB and SSI, and in each application she

alleged disability beginning January 31, 2008 (tr.*1Her applications were denied initially and

L All references to “tr.” refer to the transcript ®bcial Security Administration record filed on December
13, 2012 (doc. 11). Moreover, the pamenbers refer to those found on the lowight-hand corner of each page of
the transcript, as opposed to those assigned by the adadfsnic docketing system or any other page numbers that
may appear.
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on reconsideration, and thereafter she requested a hearing before an administrative law judge (“ALJ").
A hearing was held on October 28, 2010, and on 392422011, the ALJ issued a decision in which

he found Plaintiff “not disabled,” as defined under the Act, at any time through the date of his decision
(tr. 17-26). The Appeals Council subsequently eigitlaintiff’'s request for review. Thus, the
decision of the ALJ stands as fival decision of the Commissioner, subject to review in this court.
Ingram v. Comm’r of Soc. Sec. Admj96 F.3d 1253, 1262 (11th Cir. 2007).

Plaintiff initiated an appeal of the Commissioner’s final decision by filing a complaint in this
court on September 19, 2012 (doc. 1). After Defanhfiled an answer to the complaint and a
certified copy of the transcript (docs. 1Q), Plaintift—as directed by the couse¢ doc. 12)—filed
a memorandum in support of her complaint (doc. 13), to which the Commissioner responded in
opposition (doc. 16). Plaintiff subsequently requested, and received, authorization to file an
amended/corrected memorandum (docs. 17, 1&)ralmting Plaintiff's request, the court indicated
that the Commissioner could, but was not required to, file an amended memorandum in response to
Plaintiff's amended memorandum and that if the Commissioner chose not to do so, she would be
deemed to be proceeding on her previougdimemorandum (doc. 18). The Commissioner did not
file an amended memorandum. Thus, the court considers the claims and arguments set forth in
Plaintiff's amended memorandum (doc. 19) and the Commissioner’s original response (doc. 16).
. FINDINGS OF THE ALJ

In denying Plaintiff's claims, the ALJ made the following relevant findirsgs {f. 17—26):

@) Plaintiff met the insured requirements of the Act through December 3%; 2012

(b) Plaintiff did not engage in substantial gainful activity during the relevant period;

(c) Plaintiff had the following severe impairmts: degenerative disc disease, diabetes
mellitus, hypertension, asthma, osteoarthudtigl obesity, but she had no impairment
or combination of impairments that metoedically equaled an impairment listed in
20 C.F.R. Part 404, Subpart P, Appendix 1.

2 Accordingly, the time frame relevant to Plaintifékim for DIB is January 31, 2008 (alleged onset date),
through January 24, 2011 (date of ALJ’'s decision), eéliengh she was insured under the Act through December
2012. The time frame relevant to her claim for SSligust 7, 2008 (the date she applied for SSI), through January
24, 2011. See Moore v. Barnhart405 F.3d 1208, 1211 (11th Cir. 2005) (indicating that SSI claimant becomes
eligible to receive benefits in the first month in which shieoth disabled and has an SSI application on file). Thus,
in general, the time frame relevant to this apje&ebruary 2008 through Janu&®11, which will hereafter be
referred to as the “relevant period.”
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(d) Plaintiff had the residual functional capa¢ifgFC”) to perform sedentary work, with
certain exceptions, and thus was unablpeddorm any of her past relevant work
because she performed her past work at light and medium levels of exertion.

(e) Plaintiff—who was born on January 2, 1988d was forty years of age (a “younger
individual”) on the date she alleges slkeed&ime disabled—was able to perform other
available jobs, at the sedentary level @réon, and thus was not disabled during the
relevant period.

1. STANDARD OF REVIEW
Review of the Commissioner’s final decisiorimsited to determining whether the decision
is supported by substantial evidence from the record and was a result of the application of proper
legal standards. Carnesv. Sulliy@86 F.2d 1215, 1218 (11th Cir. 1991) (“[T]his Court may reverse
the decision of the [Commissioner] only whemmeinced that it is not supported by substantial

evidence or that proper legal standards were not applisee’®so Lewis v. Callahan125 F.3d

1436, 1439 (11th Cir. 1997); Walker v. BoweB26 F.2d 996, 999 (11th Cir. 1987). “A
determination that is supported by substantial evidence may be meaningless. . . if it is coupled with
or derived from faulty legal principles.” Boyd v. Heckléf4 F.2d 1207, 1209 (11th Cir. 1983),
super seded by statute on other grounds as stated in Elam v. R.R. Ret. Bd921 F.2d1210, 1214

(11th Cir. 1991). As long asqer legal standards were applied, the Commissioner’s decision will

not be disturbed if in light of threcord as a whole the decision appears to be supported by substantial
evidence. 42 U.S.C. § 405(q); Fal@80 F.3d at 1322; Lewi425 F.3d at 1439; Foote v. Chatr
F.3d 1553, 1560 (11th Cir. 1995). Substantial evidence is more than a scintilla, but not a

preponderance; it is “such relevant evidenca asasonable person would accept as adequate to
support a conclusion.” Richardson v. Peradé? U.S. 389, 401, 91 S. Ct. 1420, 1427, 28 L. Ed. 2d
842 (1971) (quoting Consolidated Edison Co. v. N.B& U.S. 197,59 S. Ct. 206, 217, 83 L. Ed.
126 (1938));_Lewis125 F.3d at 1439. The court may not decide the facts anew, reweigh the

evidence, or substitute its judgment for that of the Commissioner. Martin v. Sif8/4R.2d 1520,

1529 (11th Cir. 1990) (citations omitted). Even if the evidence preponderates against the
Commissioner’s decision, the decision must be affirmed if supported by substantial evidence. Sewell
v. Bowen 792 F.2d 1065, 1067 (11th Cir. 1986).

The Act defines a disability as an “inabilityeéagage in any substantial gainful activity by

reason of any medically determinable physical or mental impairment which can be expected to result
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in death or which has lasted or can be expectdakst for a continuougeriod of not less than 12
months.” 42 U.S.C. 8§423(d)(1)(A). To qualifyeedisability the physical or mental impairment must
be so severe that the claimant is not only umé&bdo her previous work, “but cannot, considering
[her] age, education, and work experience, engage in any other kind of substantial gainful work which
exists in the national economyld. § 423(d)(2)(A). Pursuantto 20 C.F.R. § 404.1520(a)-{up,
Commissioner analyzes a disability claim in five steps:

1. If the claimant is performing substantial gainful activity, she is not disabled.

2. If the claimant is not performing substiiahgainful activity, her impairments must be
severe before she can be found disabled.

3. If the claimant is not performing substial gainful activity and she has severe
impairments that have lasted or are expectedgtédaa continuous period of at least twelve months,
and if her impairments meet or medically equattiteria of any impairment listed in 20 C.F.R. Part
404, Subpart P, Appendix 1, the claimant isspmed disabled without further inquiry.

4. If the claimant’s impairments do not prevent her from doing her past relevant work, she
is not disabled.

5. Even if the claimant’'s impairments prevent her from performing her past relevant work,
if other work exists in significant numberstire national economy that accommodates her RFC and
vocational factors, she is not disabled.

The claimant bears the burden of establishing a severe impairment that keeps her from
performing her pastwork. 20 C.F.R. §404.1512. Ifthe claimant establishes such animpairment, the
burden shifts to the Commissioner at step fiveltow the existence of other jobs in the national
economy which, given the claimant’s impairments, the claimant can perform. MacGregor v, Bowen
786 F.2d 1050, 1052 (11th Cir. 1986). If the Commissioaetes this burden, the claimant must then
prove he cannot perform the work suggddty the Commissioner. Hale v. Bow881 F.2d 1007,

1011 (11th Cir. 1987).
V. SUMMARY OF RELEVANT EVIDENCFE

%In general, the legal standards applied are the segaedless of whether a claimant seeks DIB or SSI, but
separate, parallel statutes and regulations exist for DIB and SSI ctes®0(C.F.R. 88 404, 416). Therefore,
citations in this Order should be considered to refet@gipropriate parallel provisiofihe same applies to citations
of statutes or regulatiorisund in quoted court decisions.

* Unless otherwise indicated, the information in #gstion is derived from the ALJ's opinion (tr. 17—26).

Case No.: 5:12cv307/EMT



Page 5 of 16

A. Evidence Related to Plaintiff's Back Condition

Plaintiff has a history of lowdyack pain dating back to 2007 that is apparently related to a
lifting injury she sustained at work (tr. 359)th@ugh the work injury may have exacerbated a pre-
existing problemgeetr. 43). Prior to January 31, 2008, Ptifis alleged onset date, she received
treatment from Lewe S. West, M.D., a physiciathwnternal Medicine Associates of Dothan,
Alabama ¢ee, e.g., tr. 452). Dr. West's treatment notes eetl Plaintiff's complaints of chronic low
back pain and Dr. West's repeated recommendations to Plaintiff that she losesgejglf (tr. 450,

452). The notes also reflect Dr. West's beliefjolibbelief he shared with Plaintiff, that losing
weight would help reduce her back paee(tr. 497). Also prior to Plaintiff’'s onset date, a magnetic
resonance imaging (“MRI”) of Plaintiff's lumbar spine (obtained in February 2007), revealed a
herniated disc at L4-5 and degenerative disc disease (“DDD”) at L4-5 and multiple levels.

On February 6, 2008, Plaintiff saw Wayhe Warren, Jr., M.D., for a neurosurgical
consultation in connection with her claim for workers’ compensation benafts$r(312). She
reported that her back pain had worsened, lanslDr. Warren referred her for an updated MRI (tr.
315). The MRI was obtained in la&ebruary 2008, and it revealed nsjoinal stenosis at L4-5 and
a mild disc bulge at L2-3 (tr. 316). Dr. Warren recommended surgery to address Plaintiff’'s pain
symptoms, and in March 2008 Plaintiff underwentaimally invasive L4 laminectomy (tr. 363). In
April 2008 Plaintiff reported that her “preopéve symptoms” had improved, and Dr. Warren noted
that Plaintiff's physical examination was normal in all areas testedtr; 327). He restricted
Plaintiff from work until at least until early May 2008 (or, approximately six weeks post-sursgery) (
tr. 327-29). On May 2, 2008, Dr. Warren conducteatlaer, entirely normal physical examination
and thereafter released Plaintiff to work withrastrictions (tr. 329). On June 16, 2008, Dr. Warren
referred Plaintiff for twelve physal therapy sessions (i.e., a four-week course, with three sessions
each week) (tr. 330). Plaintiff returned to B¥arren in August 2008 with eaaplaints of left foot
numbness and worsening lower back pain, altheygtysical examination was again unremarkable
(seetr. 335-36). Additionally, Dr. Warren noted that plogstherapy had been effective in relieving
Plaintiff's pain Gee tr. 335). He assessed lumbar spondylosis and referred Plaintiff to pain
management for lumbar epidural steroid injections (“ESIs”) (tr. 336).

Brad P. Katz, M.D., a pain management ptigs, examined Plaintiff on August 25, 2008 (tr.

359). He noted that Plaintiff was obese (irffeet, ten inches tall, and 226 pounds) but in no
Case No.: 5:12cv307/EMT
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apparent distress when sittind.{. He further noted that Plaintiff's motor abilities were intact, and
that her straight leg raising tegs negative (tr. 360). Dr. Katz commented that Plaintiff's complaints
of pain to cutaneous stimulation across her |dvaek were out of proportion to his examination of
the lower back itself, and that Plaintiff was possibly embellishing her symptdms Dr. Katz
administered lumbar ESls at L5-S1 on August 25, 2008, and September 22, 2008 (tr. 361-62), and
a selective nerve root block at L3-4 on Octaheét008 (tr. 368). In October 2008, Plaintiff reported
a fifty percent reduction of her symptoms (tr. 369). Subsequent treatment records
reflect that Plaintiff continued to complain ofipan her lower back and received medication for the
pain.

On June 19, 2009, Plaintiff presented to an gerecy room (“ER”) with complaints of back
pain, neck pain, and chest pain, among other contpjaind she stated she had run out of Losa (
tr. 567). A lumbar spine x-ray revealed disc space narrowing at L5-S1, but the lumbar vertebrae
were otherwise normal (tr. 575). @rreatment record for this ER visit, a box is checked indicating
that an examination of Plaintiff's back was normal, but a handwritten notation on the same
record—which notation is partially illegible aagpears to reflect a report by Plaintiff—indicates
“midline pain” at L4-5, with radiation into thegfnt leg (tr. 568). The record also reflects that
Plaintiff's motor responses and satisn were intact, bilaterallyd.). Plaintiff was assessed with
acute exacerbation of chronic back pain and sciatilca (

In January 2010, Plaintiff returned to the ER emishplained of back pain (tr. 560). A lumbar
spine x-ray revealed mild degenerative changes in the upper spine and advanced DDD at L4-5 and
L5-S1 (tr. 564). A physical examination revealed mild tenderness in the lower spine and some
decreased range of motion, although straight leg raising tests were negative, bilaterally (tr. 560).
Plaintiff, who was noted to be “improved” upon her discharge, was assessed with acute low back pain
and DDD and advised to follow up with Dr. Weist.).

Plaintiff returned to the ER on March 19, 2010, vatimplaints of chest pain (tr. 527). She
explained she had been “walking around a pond wtyileg to fish on [March 18, 2010]” and began

® Plaintiff also reported that she needed no assistavith activities of daily living, such as dressing,
performing hygiene-related activities, dvelng mobile (tr. 569). She made Haene report on at least two subsequent
visits to the ERgee tr. 520-21, 561).
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to experience chest pain, discomfort, and pregsub®8, 531, 587). Plaintiff also reported a history
of “some chronic back painr(t532-33). A physical examinaticgvealed normal motor responses,
normal sensation, and full range of motioralhextremities(tr. 541-42). Although medication
relieved her chest pain (tr. 541), a diagnosticdiac catheterization was scheduled for March 22,
2010 (tr. 538).

Plaintiff returned to the ER on March 23, 201@jvecomplaints of groin pain and bruising
related to the heart catheterizatiegetr. 518, 526). She denied backmp@r. 518), and an inspection
of her back was normal, as were tests of her motor and sensory responses (tr. 519-20).

At a visit with Roland Spedale, M.Bin October 2010, Plaintiff complained of continued
pain symptoms. Upon examination, Dr. Spedale diagnosed degenerative arthritis with suspected
cervical spine disease and prescribed Ultram.

B. Evidence Related to Plaintiff's Other Medical Conditions

Treatment records reflect that Plaintiff hdidbetes mellitus during the relevant period, for
which she took Metformin, and that her diabetes wantrolled with medication. Plaintiff also had
hypertension, for which she took variausdications that were adjusted from time to time. Although
Plaintiff's blood pressure was noted to be elevated at times, her hypertension was largely (and
sufficiently) under control with medicatioseg, e.g., tr. 497, treatment record noting that Plaintiff's
blood pressure was satisfactosge also tr. 582, noting blood pressure of 100/80). Similarly,
Plaintiff was assessed with osteoarthritis, asthma, and asthmatic bronchitis, as well as wheezing and
congestion, but she took medications for these conditions which controlled them. Finally, as
previously noted, Plaintiff was obesadedid not lose weight as recommendss,(e.g., tr. 507, Dr.
West's noting, in March 2010, that Plaintiff wasntinuing to gain weighafter being “strongly
admonished to work on her weight” in late December 2009 (tr. 508)).

C. Evidence Addressing Plaintiff’'s Physical Capacities

On October 13, 2008, Robert Steele, M.Dhpa-examining agency physician opined that
Plaintiff could occasionally lift or carry twenpounds, frequently lift or carry ten pounds, and stand,
walk, and sit six hours in an eighbur workday (tr. 375). He alspined that Plaintiff could push

or pull and perform most postural activitiestatt limit but was occasionally limited with regard

®Dr. Spedale’s treatment note reflects that Dr. West himeldétr. 599). It thus appears that Dr. Spedale took
over Plaintiff's care at Internal Medicine Associates of Dothan, Alabagsad).
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to climbing ladders, ropes, or scaffolds (tr. 375-#hally, Dr. Steele opirethat Plaintiff had no
manipulative, visual, or communicative limitations, but he recommended that Plaintiff avoid
concentrated exposure to vibration (tr. 377-78).

On or about September 15, 2009, Dr. West completed a form titled Physical Capacities
Evaluation (hereafter “PCE”). On this formdy@ned that Plaintiff could lift ten pounds occasionally
and five pounds frequently, sit thours a day, and stand or walk dvoeir a day (tr. 494). He stated
Plaintiff could never climb stairpush and pull arm or leg controls, perform gross manipulation (i.e.,
“grasping, twisting and handling”), bend or stoop, reach, operate a motor vehicle, or work around
hazardous machinerid(). He also noted that Plaintiff ditbt require an assistive device to walk
during a normal workday and stated that Plaintiff wideg absent from work more than four days a
month {d.). When asked to explain and briefly desctheebasis for any restriction indicated on the
form, Dr. West replied, “Pt. totally disabledd().” Dr. West also completed a form titled Clinical
Assessment of Pain (“CAP”) (tr. 495). On thisfpwhich has three questions and four, pre-printed
options/answers for each question, Dr. West opined:péin is present to such an extent as to be
distracting to adequate performance of daityivities or work”; (2) physical activity, such as
walking, standing, or sitting, will “gratly increase([] pain to such aylee as to cause distraction from
tasks or total abandonment of task”; and (3) “drdg sffects can be expected to be severe and to

limit effectiveness due to distraction, in attention [sic], drowsiness, &io.” (

" Previously, on September 15, 2009, Dr. West statedPthitiff “continues to be disabled with her back,
walking with a cane”; that she was “appaglher disability situation with the helpari attorney”; and that he had filled
out a form “in regard to this” (i.e., Plaintiff's attempt toaibtdisability benefits) (tr. 496). In the same treatment note
he stated, “Again, itis my impression that [Plaintiff] is cdetgly and totally disabled from the bases of her back and
also because of the pain medicines which she redqoiget a level of comfort with her back.” (Tr. 496).
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D. Plaintiff's Subjective Complaints of Pain and Other Symptoms

At her hearing held October 28)10, Plaintiff testified that gsuffers from back problems,
diabetes, hypertension, asthma, and osteoarthriddjtr She stated she has pain in her upper back,
lower back, hip, legs, and feet, and that her pain medications cause her to become disoriented,
confused, dizzy, and drowsy (@9, 69, 74, 81). Plaintiff estimated that she can lift and carry eight
to ten pounds, and stand or walk ten to fifte@nutes (tr. 71-72). She reported difficulty with
balancing, standing, sitting, bending, stooping, twisting,tarning (tr. 74, 81). She also stated she
always uses a cane when she goes outside oeéetive living room and bathroom (tr. 52-53) and
that when she shops she usem#orized cart or leans on the shogpeart (tr. 69—70). On aten-point
scale, with ten being the worst pain, PlaintitiBed that the pain €h“feel[s] all the time” is
“anywhere from afive to a seven” (tr. 76). Stegexd that lying down easksr pain and that standing
and walking ease the numbness in her legs (tr. 76-77).

Plaintiff further testified that she can dresssedf (but not tie her shoes), wash dishes, wipe
the table, fold the laundry, make sandwiches, and microwave grits, but she needs help from her
daughter to make large meals, and she cannot saveepp (tr. 65—71). She also stated she needs
help from her husband to get in and out of thetthnd wash her back (tr. 66). She testified she
goes on the internet occasionally and watches thie het has difficulty focusing and concentrating
(tr. 68, 80). Finally, Plaintiff testified she atteradsirch twice a month buéquires a break during
church services (tr. 72).

E. Testimony of the Vocational Expert

A vocational expert (“VE”) testified at Plaifits hearing. In summary, the VE testified that
a hypothetical person with Plaintiff's RFC could not perform her past relevant work as a horticultural
nursery sales person, laboratory assistant, general clerk, insulation worker, cleanup worker, lathe
operator, or patcher, as she performed these jtightdr greater levelsf exertion (tr. 83—85). The
hypothetical person could, however, perform othaflakle work, including work as a dispatcher,
order clerk, and general office cleall,of which are performed atdlsedentary level of exertion and

otherwise accommodate Plaintiff's RFC (tr. 85—-87).

Case No.: 5:12cv307/EMT
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V. DISCUSSION

Plaintiff contends the ALJ erred by rejecting tipinions of Dr. West, a treating physician, and
by discounting her subjective complaints of pain and other symptoms.

A. Opinions of Dr. West

As previously noted, Dr. West opined that Pliffins “totally disabled”; he also provided
opinions onthe PCE and CAP forms. The ALJ assigned no weightto Dr. West's opinion that Plaintiff
is disabled and little weight to his opinions on thexfe (tr. 23). Plaintiff contends the ALJ erred in
doing so.

Substantial weight must be given to the opinion, diagnosis and medical evidence of a treating
physician unless there is good cause to do othenBesd.ewis v. Callahan125 F.3d 1436, 1439-
1441 (11th Cir. 1997); Edwards v. Sullivé#87 F.2d 580, 583 (11th1CiLl991); _Sabo v. Chater
955 F. Supp. 1456, 1462 (M.D. Fla. 1996); 20 C.B.R04.1527(c). “[G]ood cause’ exists when
the: (1) treating physician’s opinion was not bolstered by the evidence; (2) evidence supported a

contrary finding; or (3) treating physician’s opinion was conclusory or inconsistent with the doctor’s
own medical records.”_Phillips v. Barnha8s7 F.3d 1232124041 (11th Cir. 2004Fitation

omitted). The ALJ may discount a treating physician’s opinion or report regarding an inability to work

if it is unsupported by objective medical evidence or is wholly conclustssEdwards 937 F.2d
580 (finding that the ALJ properly discounteddting physician’s report where the physician was
unsure of the accuracy of his findings and statements).

However, if a treating physician’s opinion on the nature and severity of a claimant’s
impairments is well supported by medically accemabhical and laboratory diagnostic techniques,
and is not inconsistent with the other substhrevidence in the record, the ALJ must give it
controlling weight. 20 C.F.R. § 404.1527(c)(2).

When a treating physician’s opinion does not warcantrolling weight, the ALJ must
nevertheless weigh the medical opimbased on: (1) the length oéthheatment relationship and the
frequency of examination; (2) the nature and extent of the treatment relationship; (3) medical evidence
supporting the opinion; (4) consistency with the reasrd whole; (5) specialization in the medical
issues at issue; and (6) other factors which tersipport or contradi¢he opinion. 20 C.F.R. 8

404.1527(c).Generally, a treating physician’s opiniorer#titled to more weight than a consulting
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physician’s opinion See Wilson v. Heckler 734 F.2d 513, 518 (11th Cir. 198dgealso 20 C.F.R.
8 404.1527(c)(2).

The ALJ is required to review all of the medical findings and other evidence that support a

medical source’s statement that a claimant isotksa However, the ALJ is responsible for making
the ultimate determination about whether a claimagets the statutory deftion of disability. 20
C.F.R. 8§404.1527(d). The ALJ is not requireditee any special significance to the status of a
physician as treating or non-treating in weighamgopinion on whether a claimant meets a listed
impairment, a claimant's RFGge 20 C.F.R. 88 404.1545 and 404.1546), or the application of
vocational factors, because those ultimate detextioims are the province of the Commissioner. 20
C.F.R. § 404.1527(d).

Here, in assessing the opinions of Dr. Wes, ALJ noted, correctly, that the question of
whether a claimant is disabled is a question reskiwthe Commissioner, and thus he did not err in
assigning no weight Dr. West’s opinion that Plaintiff is “totally disabled” (tr. 23). The ALJ also noted
that Dr. West's opinion of total disability, andlapinions contained on the PCE and CAP forms, are
not supported by the objective medical evidemndg.( The ALJ did not err in so concluding. The
results of Plaintiff's MRIs, x-rays, and physicabaxinations do not support an opinion that Plaintiff
is totally disabled or restricted to the extemticated by Dr. West on therfos. For example, after
reviewing an updated MRI and phygally examining Plaintiff ilMay 2008, neurosurgeon Dr. Warren
released Plaintiff to work with no restrictioh#édditionally, straight leg raising tests were negative
in August 2008 and January 2010. And multiple ptglsexaminations revealed no or only minor
abnormalities, including those conducted by Dr. WarbenKatz, and ER staff. Finally, the ALJ
noted that Plaintiff's own testimony was incornerg with the opinions expressed by Dr. Wes) (

For example, the ALJ noted, Dr. West opined Blaintiff could never reach, push or pull with her

arms, perform gross manipulation, bend, or stoopPlaintiff testified she could perform various

8 As notedsupra, Dr. Warren treated Plaintiff for a work-réga lifting injury, which injury she incurred
while performing a job at a greater-than-sedentary exertional level. Thueldasing Plaintiff to work with no
restrictions indicates a belief by Dr. Warren that Plffiotiuld perform work that required greater physical capacities
than those set forth in the RFC.
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daily activities that require such abilities, including folding the laundry, washing dishes, and making
light meals {d.). These findings of the ALJ are wholly supported by the record.

In sum, the ALJ clearly articulated his reastmmsejecting Dr. West’s opinions. The reasons
stated are supported by substangabird evidence, and thus Plainsfhot entitled to reversal on this
ground.

B. ALJ’s Credibility Findings

Plaintiff contends thALJ erred in discounting her complaints of disabling pain and limitations
because the ALJ failed to “provid[e] any rationaftéiculating how he arrived at [his] credibility
finding” (doc. 19 at 15).

In Holt v. Sullivan 921 F.2d 1221, 1223 (11th Cir. 1991), the court articulated the “pain

standard,” which applies when adbility claimant attempts toteblish a disability through her own

testimony of pain or other subjective symptormi$ie pain standard requires: (1) evidence of an
underlying medical condition and either (a) objecthedical evidence that confirms the severity of

the alleged pain arising from that condition, or (b) that the objectively determined medical condition
is of such a severity that it can be reasonably expected to give rise to the alleged pa92.1 tHald

at 1223 (internal citation omitted). If a claimant téstifas to her subjective complaints of disabling
pain and other symptoms, as Plaintiff did here, the ALJ must clearly “articulate explicitand adequate
reasons” for discrediting the claimant’s allegas of completely disabling symptoms. Fo6eF.3d

at 1561-62. Additionally, “[a]lthough this circuit does not require an explicit finding as to
credibility, . . . the implication must be obvious to the reviewing courtd’ at 1562 (quoting
Tieniber v. Heckler720 F.2d 1251, 1255 (11th Cir. 1983)).eTdredibility determination does not
need to cite “particular phrases or formulatidtsit it cannot merely be a broad rejection which is

not enough to enable [the district court or thisu®t] to conclude that [the ALJ] considered her
medical condition as a whole.Td. (quoting_Jamison v. BoweB814 F.2d 585, 588—-90 (11th Cir.

1987)).

Here, the ALJ articulated the corrected paindéad (tr. 22). He then summarized Plaintiff's

hearing testimony regarditgr pain, physical limitations, and daily activitiese(d.). Next, the ALJ
stated:

After careful consideration diie evidence, the undersigned finds that the claimant’s
medically determinable impairments could reasonably be expected to cause the
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alleged symptoms; however, the claimant’'s statements concerning the intensity,
persistence and limiting effects of these stongs are not credible to the extent they
are inconsistent with the above [RFC] assessment.

In terms of the claimant’s alleged [DDe undersigned finds that this impairment
causes some limitations. However, there is no sufficient evidence that the claimant
cannot perform work at a sedentary leveherefore, the undersigned finds that the
above [RFC] accommodates limitations caused by the claimant’s [DDD].

(tr. 22-23)°

The ALJ’s findings regarding Plaintiff’'s complaints of pain and limitations related to her DDD
preclude meaningful review by this court and regitemand for further administrative proceedings.
In short, the ALJ articulated only one reason fscdunting those complaints, namely, that “there is
no sufficient evidence that [she] cannot perform wairk sedentary level.” But the ALJ failed to
point to any evidence in the record in support of this reason or otherwise exflain it.

The Commissioner, in contending that the Abdhmitted no error in discrediting Plaintiff’s
subjective complaints, argues that Plaintiff “was fuoictionally limited so as to be disabled from
performing the minimal demands of sedentary Wédkc. 16 at 16). In support, the Commissioner
points to the following evidence of record: ) @r. Katz’'s opinions that Plaintiff was likely
embellishing her complaints; (2) Dr. Warren'seading Plaintiff to work; (3) Plaintiff's daily
activities; (4) the decompression surgery (which Gommssioner contends, provided “relief”); (5)
the physical therapy (which, the Commissioner aoage“was effective in relieving her pain”); (6)
the ESI's administered by Dr. Katz (which, the Commissioner contends, “improved [Plaintiff's] back
pain”); and (7) Plaintiff's testimony that she usathne prescribed by Dr. West, even though Dr. West
indicated on the PCE that shel diot require a cane (doc. 16 at 16 (citing, with one exception, the

medical record, not the ALJ’s decision)). The Commissioner’s arguments miss the mark because they

 With regard to Plaintiff's diabetes mellitus, hyfamsion, osteoarthritis, and asthma, the ALJ found that
Plaintiff's symptoms were sufficiently controlled with medioa (tr. 23). This aspect of the ALJ’s credibility finding
is substantially supported by the recaidd Plaintiff does not contend otherwise).

19 To the extent the ALJ’s lone reason is constrag a finding that no objective medical evidence exists
confirming Plaintiff’'s symptoms (and therefore her cormyaare not credible), the ALJ erred. “[l]n certain
situations, pain alone can be disabling, even itsexistence is unsupported tyjective evidence.” Foaqté7 F.3d
at 1561 (citing Marbury v. Sullivar®57 F.2d 837, 839 (11th Cir. 1992%e also Cline v. Sullivan 939 F.2d 560,
566 (8th Cir. 1991) (“an ALJ may not base a denidbariefits solely on a lack of objective medical evidence”)
(citations omitted).
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are based on post hoc rationalizations and offeeeel to explain the ALJ’s credibility findings, but
neither the Commissioner nor this court may creatie tionalizations to explain the ALJ’s treatment
of evidence when that treatment is not appdrent the ALJ’s decision itself. FPC v. Texaco Inc.
417 U.S. 380, 397,94 S. Ct. 2315, 2326, 41 L. Ed. 2d19w4 (if an action is to be upheld, it must

be upheld on the same bases articulated in the agency’s order, not those profferechy eppedel

as post hoc rationalizations for agency actions). Thus, even if the evidence cited here by the
Commissioner supports the ALJ’s credibility findings, this court cannot uphold those finfigegs.

e.g., Zblewski v. Schweiker732 F.2d 75, 78-79 (7th Cir. 1984) (while strong grounds may have
existed for rejecting claimant’s testimony, ALJ'ddige to articulate reasons for doing so precludes
meaningful appellate review); Cline v. Sulliv&®39 F.2d 560, 565 (8th Cir. 1991) (“Itis not enough

that inconsistencies may be said to exist, therAudt set forth the inconsistencies in the evidence .
..") (emphasis addeddee also Baker v. Comm’r of Soc. Se@B84 F. App’x 893, 896 (11th Cir.
2010) (affirming denial of benefits because theray’s action could be upheld based on the ALJ’s

opinion rather than on a post hoc rationalization) (citation omitted).

Although the ALJ did discuss Plaintiff’'s daitivities in his decision (the “one exception”
in the Commissioner’s list of seven, referensgata), he did so in the context of summarizing the
evidence of record and discounting Dr. West's opinisgestf. 22—23), not specifically in discounting
Plaintiff's complaints’ Moreover, even if it was evident that the ALJ relied on Plaintiff's daily
activities to discredit her, a finding the undgred does not make, his reliance on those activities
would be insufficient to support his overall cratiifp findings. Although Plaintiff testified she could
perform some daily activities, as the ALJ noted, she also testified that her ability to do so was
restricted (due to physical limitations and medmaside effects), and the ALJ failed to adequately
address those alleged restrictions or the reasons the®eddtarker v. Bowen/93 F.2d 1177, 1180

(11th Cir. 1986) (reliance upon plaintiff's ability perform “simple household chores” to discount
her testimony as to pain was flawed due to falo@nsider plaintiff's testimony that she had to lie
down every two hours); Foqte7 F.3d at 1561 (a conclusory citettito a plaintiff's “daily activities”

™ 1n some cases it is evident that an ALJ relied on the same reasons for discounting a treating physician’s
opinionin discounting a claimant’s subjective complaints, even though the ALJ failed to directly state that hegwas doin
so. Inthose cases, the “implication [of the ALJ’s findings is] obvious to the reviewing court.”, 06t8d at 1562
(quoting_Tieniber 720 F.2d at 1255). The same cannot be said in this case.
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as a basis for failing to believe her testimony as to pain was insufficient where there was a medical

condition that reasonably could have given rigaégain described, and, although she testified that

she cooked and shopped for herself, she batle putting on her clothing); Lewis v. Callahag5

F.3d 1436, 1441 (11th Cir. 1997) (participation in “everyday activities of short duration, such as
housework or fishing,” does not disqualify a pldirftiom disability, so long as such activities are

not inconsistent with limitations recommended by treating physicians).

In summary, a careful review of the ALJ'sasion and credibility findings reveals that he
failed to build an accurate and logical bridge between the evidence and the result. Further, this court
cannot uphold his credibility findings based on ther@ason he specifically articulated in support
thereof (i.e., that “there is no sufficient evidetitat [Plaintiff] cannot perform work at a sedentary
level”). See Social Security Ruling 82-62 (eff. Aug. 20, 1980) (“The rationale for a disability
decision must be written so that a clear pictutb@tase can be obtained. The rationale must follow
an orderly pattern and show clearly hovedfic evidence leads to a conclusion.Qf. Dyer v.
Barnharf 395 F.3d 1206, 1212 (11th Cir. 2005) (“In suh®e ALJ considered Dyer’s activities of
daily living, the frequency of his symptoms, and the types and dosages of his medications, and
concluded that Dyer’s subjective complaints were inconsistent with his testimony and the medical
record. The ALJ thus adequately explained his reasons and it was reversible error for the district
court to hold otherwise.”) (citing Wilson v. Barnh&84 F.3d 1219, 1226 (11th Cir. 2002) (noting

that the “ALJ made a reasonable decision to reject Wilson’s subjective testimony, articulating, in

detail, the contrary evidence as his reasons for doig $o light of the ALJ’s error, this case must
be remanded for further administrative proceedisgecifically, the ALJ must reevaluate Plaintiff's
credibility in accordance with the correct legal staddand fully explain his findings in an orderly

pattern that clearly shows how specific evidence leads to and supports those findings.
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VI.  CONCLUSION

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

Accordingly, it isSORDERED, pursuant to sentence four of 42 U.S.C. § 405(g), that the
decision of the CommissionerREVERSED, the Commissioner is ordered to remand this case to
the administrative law judge for further proceediegsasistent with this order, and the Clerk is
directed to close the file.

At Pensacola, Florida this 8lay of January 2014.

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