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THE UNITED STATESDISTRICT COURT
FOR THE MIDDLE DISTRICT OF GEORGIA
MACON DIVISION

ROBIN L. TODD,
Plaintiff,
V. : Civil Action
No. 5:08-cv-398 (CAR)
MICHAEL J. ASTRUE,
COMMISSIONER OF
SOCIAL SECURITY,

Defendant.

ORDER

In this case, Plaintiff appeals from the denial of her application feriacof disability,
disability insurance, anduplemental Security Income benefits by them@ussioner of Social
Security. She has exhausted her administrative remedies, having submitted hati@ppiian
Administrative Law Judge (“ALJ") for hearing and to the Appeals Council forwevider claim
for benefits was denied at each level, and Plaintiff now seeks judigialv of the Cowmissioner’s
decision pursuant to Section 205(g) of the Social Security Act, 42 U.S.C. § 405(g). Upan revi
of the administrative record and the arguments of the parties, and for thesreastorth below,
the final decision of the Commissioner is her&#FIRMED.
l. Procedural Background

In her application for benefits, Plaintiff stated that she had been unable to worksguse A
2, 2004, due to “anxiety, depression, and degenerative disk disease in [her] hip.” R.477. After the
initial denial of her application, Plaintiff sought review by an ALJ, and a hearisgovaucted on
February 6, 2007. Based on the hearing and a review of Plaintiff's medical records, the ALJ issued
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a written decision on April 25, 2007. In his decision, the ALJ determined that Plaintiff had “the
following severe impairments: bipolar disorder and lumbar dilgelwith facet arthropay.” R41.
Despite these severe impairments, the ALJ found that Plaietdfned the residual functional
capacity to “perform work at the light exertional level . . . limitedibople one- to three-step work
with no dealing with the general public.” R42. With the assistance of testimony from @wmatat
expert, the ALJ then concluded that there were jobs existing in significant numbersational
economy that Plaintiff could perform, given her age, education, work experience, and Iresidua
functional capacity. R47. The ALJ thus found that Plaintiff was capable of makirngesstul
adjustment to other work and was not disabled. 28e€.F.R. § 404.1520(a)(4)(v).

After her application was denied by the ALJ, Plaintiff submitted her claithe Appeals
Council. In support of her appeal, she submitted additional evidence that was notheefdra.
This evidence consisted of mental health treatment records from Advantage Behavitthal Hea
Center, dated March 16, 2007, through May 23, 2007, including a medical statement from a treating
psychiatrist at Advantage, Dr. Hector Aviles, dated April 22, 2007. In the Notice of Appeals
Council Action of September 16, 2008, the Appeals Council noted that it had considered this
additional evidence but found that there was no reason to review the ALJ’s decision. R9.
. Issuesfor Judicial Review

In the present action, Plaintiff contends that the ALJ’s decision was not supported by
substantial evidence because the ALJ improperlydisied or did not otherwise address evidence
demonstrating that Plaintiff's psychiatric condition was more severe th#wi.theoncluded. By

implication, Plaintiff also contends that the Appeals Council should have remandedethe ttees

!plaintiff does not contest the ALJ's findings as to her physical impairments.
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ALJ so that he could consider the new evidence submitted in support of her appeal. The Court
disagrees, and finds that the ALJ’s decision was supported by substantial evidbeaecord as
a whole, including the additional evidence that was submitted to the Appeals CoaealisB the
new evidence did not significantly alter the balance of evidence that was before theéhéL
Appeals Council had no obligation to remand the case to the ALJ for further consideration.

A. Standardsfor review of benefits decisons

Judicial review of the decisions of the Social Security Commissioner is narsoape. The

factual determinations of the Commissioner are entitled to deference, @ulthenay not decide

the facts anew, make credibility determinations, or re-weigh thereadevioore v. Barnhgrd05
F.3d 1208, 1211 (I1Cir. 2005). Instead, the Court may only review the record to determine
whether the Commissioner’s decision is based upon the appropriate legal principlesippdried
by substantial evidence. Id.

With regard to findings of fact, the findings of the Commissioner (through the ALJ) are
entitled to deference. Courts reviewing benefits decisions may not decide faetghrewdence,

or substitute their own judgment for the judgment of the ALJ. Bloodsworth v. He¢RIgr.2d

1233, 1239 (1".Cir. 1983). Creditity determinations are left to the Commissioner and not to the

courts._Carnes v. Sulliva@36 F.2d 1215, 1219 (1Cir. 1991). lItis also left to the ALJ to resolve

conflicts in the evidence. Wheeler v. Hecklé84 F.2d 1073, 1075 (1 LCir. 1986). The only

guestion is whether the Commissioner’s factual determinationsupporsed by “substantial
evidence.” Substantial evidence “is less than a preponderance, busteatneclevant evidence as
a reasonable person would accept as adequaippors a conclusion.” Moord05 F.3d at 1211.
The ALJ’s findings of law are not subject to the same deference. On judicealreaurts
must determine whether the ALJ applied the correct legal standards in reaeluiagitin._Harrell
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v. Harrig 610 F.2d 355, 359 {5Cir. 1980). Courts must therefore consider any questions of law
denovo, and “no . . . presumption of validity attaches to the [Commissioner’s] conclusions of law,
including determination of the proper standards to be applied in reviewing claims.’in¥\irgg
Schweiker 679 F.2d 1387, 1389 (1Lir. 1982).

B. The findings of the ALJ

After a hearing and review of Plaintiff's records, the ALJ concluded that Fidiat the
residual functional capacity to perform a significant range of jobs despite her ddedmen
impairments. The ALJ reached his conclusion by applying of the five-steprag evaluation
process that the Social Security Administration has prescribdteferaluation of disability claims.
See20 C.F.R. 88 404.1520(a) and 404.920(a); seeMdswe 405 F.3d at 1211. Asis common in
Social Security disability cases, Plaifi$i argument is focused on the fourth and fifth steps of the
evaluation, which deal with the claimant’s residual functional capacity afity @bi make a
transition to other work.

The findings of the ALJ at the first three steps of the evaluation are dispime. At the
first step of the evaluation, the ALJ determined that Plaintiff was n@garmgin any substantial
gainful activity at the timé. At the second step, the ALJ determined that Plaintiff had medically
determinable impairments that were “severe,” in that these impairsigniicantly limited her
ability to perform basic work activities. The severe impairments notedebLJ were bipolar
disorder and lumbar disc bulge with facet arthrbpatAt the third step of the evaluation, the ALJ

found that the impairments did not meet or equal any of the listed impairmeipsendix 1 of the

2At the hearing, Plaintiff admitted that she had worked for International Houssnoélkes and for BP
Express Food after the alleged onset of her diigabetween Aigust 2004 and August 2005. The ALJ nevertheless
found that this work did not constitute substantial gainful activity.
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Social Security Regulations (20 C.F.R. Subpart P, Appendix 1). These findiagsaepted by both
parties.

The controversy in this case centers on the fourth and fifth steps of the review, ugrartic
on the ALJ's findings as to Plaintiff’s residual functional capacity. At theliaigp, the ALJ must
make an assessment of the claimant’s residual functional capacity and deterngther the
claimant was able to do her past relevant work. 20 C.F.R. § 404.1520(a)(4)(iv). As to Plaintiff's
residual functional capacity, the ALJ determined that Plaintiff's bipotmrder wouldimit her to
“simple one- to three-step work with no dealing with the general public.” R#EALIJI found that
Plaintiff also had some physidathitations due to her lumbar disc bulge, and assessed her residual
functional capacity as follows:

After careful consideration of the entire record, the undersigned finds that the

claimant retained the residual functional capacity to perform work at the ligh

exertional level. She can lift and carry items weighing 20 poucciss@mnally and

10 pounds frequently. Due to complaints of knee painliemiteéd mobility, she is

limited to acasional mbing, balancing, kneeling, @ping, crouching, and

crawling; and no work on ladders, ropes, scaffolds, or at unprotected heights. Due

to her mental impairment, she is limited to simple one- to three-stepwitbrkio

dealing with the general public. The claimant has no visual, communicative, or

manipulative limitations.
Id. Based on this residual functional capacity determination, the ALJ found that Plaintiff waes unabl
to perform her past relevant work. The ALJ noted that Plaintiff had prior work experience as a
cashier, cook’s helper, waitress, and fast food worker. Despite the testimony afianad@xpert
that Plaintiff would be able to perform past relevant work as a cook’s helper, the Atrdidete
that all of these jobs could be classified as “medium in terms of exertion” and éteptedeed to
the fifth step of the evaluation.

At the fifth step the ALJ assumed that Plaintiff was unable to perform heefmsint work

and considered whether there were other jobs in the national economy that Plaiwctiffertarim,
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given her residual functional capacity, age, work experience, and education. In making thi
decision, the ALJ relied largely on the opinions of a vocational expert. The vocational expert
testified that jobs existed in the nationally economy that required lightjledskork and limited
contact with the general public. According to the vocational expert, Plaimbifiics have been
capable of performing the requirements of representative occupations such as Telde, Wo
Conveyor Line Bakery Worker, and Poultry Worker, as defined in the Dictionary of Occupational
Titles. R47. The vocational expert further testified that such jobs existephiiicaint numbers in
both the national and local economies. Relying on the vocational expert’s testimony, the ALJ
determined that Plaintiff was capable of making an adjustment towtiik. The ALJ therefore
decided that Plaintiff had “not been under a diggjas defined in the Social Security Act,” from
August 2, 2004, to April 25, 2007, the date of his decision, and Plaintiff's application for benefits
was denied.

C. The sufficiency of the evidence before the ALJ

The Court’s review of the administrative record in this case confirms thatsisesfestantial
evidence to support the ALJ's finding that Plaintiff retained the agp#o work despite the
significant limitations imposed by her mental impairments. Plintieatment records show that
during most of the period in question she suffered mild to moderatessefa symptoms. The
records also suggest that she experienced some mild to modeaatgigtrat diminished her ability
to interact with the general public. There are no medical records to shidwethmpolar disorder
ever affected her memory or reasoning. The records do indicate that Plaintiff’ Soconaits
aggravated during a particularly stressful period between August@rehiber of 2006, but this

temporary aggravation does not support a finding of permanentitisa®verall, the evidence is



sufficient to lead a reasonable person to conclude that Plaintiff was able tosdottbf light, low-
skilled work the ALJ described in his residual functional capacity sis&as.

The medical records in the administrative file do not indicate that Plaintiffisanyg regular
psychiatric or psychological care between August 2, 2004, and August 7, 2006. Most of the records
for the first two years of Plaintiff's alleged diglitlp are related to Plairffis physical complaints.

There are records showing that Plaintiff sought treatment at River Edge BehavidttalGteder

for several months in 1998, but those records are not relevant to Plaintiff’'s current application for
benefits. Prior to August 2006, the medical records show that Plaintiff wag tadxapro and
Xanax for anxiety and depression. Plaintiff obtained her primary health care from the W. T.
Anderson Health Center at the Medical Center of Central Georgia, where she isaighent for
various physical problems, including gastro-esophageal reflux, plantars fascisispahes, and
digestive problems. It appears that the Lexapro was first prescribed by reainedSumner, a
physician at the Anderson clinic, on July 29, 2003, after Plaintiff complained @dd swings.”

R236. There is no detailed diagnosis or description of her mental condition in the fexoriie
Anderson clinic.

For the first two years of Plaintiff's alleged didap, the only detailed descriptions of her
mental condition are found in reports prepared at the request ofrtimai€oner or other agencies
in connection with Plaintiff's application for benefits. The administrativerctiocludes a Residual
Functional Capacity Assessment conducted by John Piat, Ph.Decembef4, 2004, a Mental
Status Evaluation conducted by psychologist Larmia Robbins-Brinson, Ph.D., on August 15, 2005,
and a Psychiatric Review conducted by Linda O’Neil, Ph.D., on September 13, 2005. Of these three
psychologists, it appears that only Dr. Robbins-Brinson personally examined Plaintiff. All three
psychologists reached conclusions consistent with the findings of the ALJ.
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Dr. Robbins-Brinson personally examined Plaintiff on August 15, 2005, at the request of the
Georgia Department of Labor, Social Security Disability Adjudicatgecton. After her
examination, Dr. Robbins-Brinson concluded that Plaintiff suffered from Adjustment Disdtde
Mixed Anxiety and Depressed Mood. R243. In her Summary and Prognosis, Dr. Robbins-Brinson
observed that Plaintiff's mental condition would not completigiif Plaintiff's ability to function
and work. Dr. Robbins-Brinson concluded:

Ms. Robin Lucille Todd is a 38-year-old divorced female who alleges impairment

due to difficulties with her hip as well as depression and anxiety subsequent an

abusive marriage. She displayed a gootitylto function in relating to the

examiner. She was forthcoming with information and cooperative throughout. Ms.

Todd appears able to understand simple, complex, and detailed instructions based on

her education and work history. The claimant may be impaired abliiy to carry

out various instructions levels due to health concerns. The clasnadoility to get

along with the public, supervisors, and/or co-workers appears to be within normal

limits. Her ability to sustain focused attention would permit the timefgptetion

of assigned tasks and to maintain production norms within her physicallitizgab

It is believed the claimant would not decompensate under stressful conditions. The

claimant reported suffering anxiety and depression as a result of abuse by her ex-

husband. It is expected that the claimant’s current compliance with peskcrib

medications may positively impact chances for recovery. The claimant is thought
to be competent to manage disabiliyds, if awarded.

R243-44. Dr. Robbins-Brinson’s conclusions are generally consistent with the ALJ’s finding that
Plaintiff had the capacity, despite her mental impairments, to do ‘siand- to three-step work
with no dealing with the general public.” Her prognosis suggests, in faicl [tuatiff's limitations
were less severe than those determined by the ALJ, in that Plaadifialle to understand simple,
complex, and detailed instructions based on her education and work history” and thdf' $lainti
“ability to get along with th@ublic, supervisors, and/or co-workers [appeared] to be within normal
limits.”

Dr. Piat’s earlier Residual Functional Capacity Assessment similady timat Plainff's
psychological impairments imposed only moderate limitations on Pigiatbility to function. The
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record does not state whether Dr. Piat personally examined Plaintiff, but it ajbyae dwes did not.
In his summary conclusions, Dr. Piat noted that Plaintiff was “naddlrlimited” in four out of
twenty enumerated functional areas: ability to maintain concentriat extended periods; ability
to complete a normal workday and workweek without interruptions from psycholpdieaked
symptoms and to perform at a consistent paceowitan unreasonable number and length of rest
periods; ability to interact appropriately with the genetdilic; and ability taccept instructions
and respond appropriately to criticism from others. R195-96. In all other areas, Dr. Piat concluded
that Plaintiff was “not significantly limited.” In his handwritten notes observed that Plaintiff was
able to recall and follow directions, but would have periodic difficulties sustaconcentration,
persistence, and pace at stressful tasks. He also observed that she wasdaaadjdate for
interaction with the general public, but could perform adequately at tasks not subjgotat deal
of criticism or interpersonal stress. R197.
A follow-up review by Dr. Linda O’'Neil on September 13, 2005, confirms Dr. Piat’s
conclusions. Dr. O’Neil concluded that Plaintiff had “mild” limitationshier activities of daily
living, in social functioning, and in concentration, persistence, ace.pR259. Although the record
is not explicit, it appears that Dr. O’Neil also did not conduct a personal extioni of Plaintiff,
but relied primarily on the report of Dr. Robbins-Brinson. The only detailed psychological
examination of Plaintiff conducted before August 2006 is the examination of Dr. Robbins-Brinson.
Most of the records in the file related to Plaintiff's psychological condition doone a
period between August 6, 2006 and January 18, 2007, when Plaintiff was being treated at River
Edge Behavioral Health Center during a highly stressful time in her personal life. Qst&ug
2006, Plaintiff presented at the emergency room at the Medical Center of Central Gejpogiang
that she was having increased depressive thoughts, insomnia, sleep disturbance,ddecrease
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concentration, and thoughts of suicide without a definite plan. R380. The Medical Center referred
her to River Edge. Plaintiff went to River Edge on August 7, 2006, and reported that gbelvwgs
very depressed, anxious, and nervous. R317. She reported to Dr. Reddy that she was having
suicidal thoughts that morning, including thoughts of jumping off a bridgeremuhits of drinking
drain cleaner or rat poison. R318. Due to her suicidal ideation, Plaintiff was takketolihe
Medical Center, where she was hospitalized for four days.

In the summer of 2006, prior to and following her hospitalization, Plaintiff experienced
several difficult events in her personal life. Hospital records indibatart June or July she had
been incarcerated for several weeks for failure to pay child support. At theisenene of her
sons was incarcerated in a juvenile detention center on arson charges. When stetceRorer
Edge on August 7, Plaintiff reported having difficulties with her boyfrien8hortly after her
discharge from the Medical Center, her boyfriend kicked her out of the house, and she was forced
to seek housing assistance from the Salvation Army. While she wasiosihieal, her brother told
her that her mother had lung cancer. These difficult events likely aggravated tieiapsy
condition.

Despite the heightened stresses of the summer, the medical recaatgitidit Plaintiff was
able to return to her normal level of functioning within a short period of time. During Plaintiff's
four-day hospitalization, the physicians at the Medical Center adjusted her medication. The
hospital's discharge summary notes that the change in medication prodoaeaed improvement

of symptoms:

3In 2005, Plaintiff was divorced from her husband of nineteen years. Inthe summer of 2008 Blirgwa
with another man.
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The patient was admitted to the psychiatry pavilion. She vea®g@lon close

observation and initiated on medications targeting affective symptoms. She was

resume[d] on antidepressants with Lexapro initiated. Also, begun on Seroquel. With

above medications, the patient was noted to report improvement of symptomology.

Prior to release, she described feeling better. Her affect was more reactive with

appropriate smile. She reported heyath was significantly improved and denied

thoughts of suicide, death, or [dying]. She also denied thoughts of harming others

and reported paranoia had resolved. During the hospitalization, she reported

improvement with all symptoms and described prior to release of sleep, a@vetite

energy were improving. She, of note during her hospitalization, was informed by her

brother that her mother had lung cancer. She was noted to react appropriately to

being given this information and denied flair of symptoms related to above. She

described [appropriate] sadness related to the news that was reported, but otherwise

was okay.

R373. The discharge summary goes on to observe that Plaintiff interacted appropitiaighers
and staff, without signs or complaints of paranoia. After her discharge, Plaintiffstasied to
continue her medication and to report regularly to River Edge for treatment and counseling.

The records of Plaintiff's treatment at River Edge between August 2006 and January 2007
also suggest that Plaintiff returned to her usual state of mild derate depressioan after her
hospitalization. Plaintiff's treatment at River Edge was supervised by Dr. Fostex Bsychiatrist.
The treatment records include Dr. Brin’s notes from eight visits by Plaintiffdegtieptember
2006 and February 2007. These treatment notes show that Plaintiff's condition rangendldrom
depression to no depressive symptoms. On each visit except one, Dr. Brin assigned Plaintiff a
Global Assessment of Functioning (GAF) score of 45. On January 18, 2007, Dr. Brin assigned a
GAF of 50 and transferred Plaintiff to a “Medication Management” scheddieFebruary 26,
2007, Plaintiff was discharged from treatment at River Edge.

The first notes from Dr. Brin are for a visit on September 11, 2006, approximately one month

after Plaintiff was discharged from the Medical Center. On the September t1 DwidBrin

observed that Plaintiff's affect and mood wengiltlly depressed.” B10. He noted that Plaintiff
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had reported that she had been ill and experiencing difficulties withrbner and sister-in-law.
Id. He also noted that Plaintiff reported some insomnia.

Plaintiff next met with Dr. Brin on September 14, 2006. Dr. Brin observed that Plaintiff’s
affect, mood, thought process, orientation, and behavior were “unremarkable.” R451. He reported
that Plaintiff was sleeping well at night, had a good appetite, and displayetharheritmood. _Id.

He noted that she complained of being sleepy during the day, and decreaseadeoiddsroquel.
Id.

Plaintiff met with Dr. Brin again on September 25. He observed that her affect and mood
were depressed. R438. Plaintiff reported feeling tired and having difficulty sleepirgtdugies
with her ex-boyfriend._Id.

A week later, on October 3, Dr. Brin observed that Plaintiff's affect, mood, thought process,
orientation, and behavior were “unremarkable.” R432. He noted that Plailhtiéipsirted being
tired, but was sleeping well, had a fair appetite, and showed a euthymic modelaifdiff also
denied “recentillegible] depressive wods.” Id.

The records indicate that Plaintiff did not meet with Dr. Brin again until a morgh Gt
November 1. Plaintiff explained to the nurse that she had not been attending her group therapy
meetings because her mother was in the hospi#22 RDr. Brin observed that Plaintiff's mood
and affect were depressed. R423. Plaintiff reported “feeling depressed due to mmotheiCGl
and feeling too much stress.” I®laintiff also reported sleeping “fairly well” and having a good
appetite._Id.

Plaintiff returned to Dr. Brin on November 27, 2006. Dr. Brin noted that Plaintiff's mother
had died a week earlier. R407. He observed that her affect and mood were depressed and noted that

her sleeping was impaired and her appetite fair. Id.
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Seven weeks later, on January 18, 2007, Dr. Brin observed that Plaintiff was doing much
better. He noted: “On follow-up today at PSR no complaint. Mood euthymic. Decég manic
depressed moods, suicidal homicidal ideation. Sleeps well at night with good appetite.” R405.
Plaintiff requested to transfer from her group therapy treatment to a medicai@yement
program._ld. Dr. Brin agreed and directed her to return to him for a follow-up in 30 days.

At her follow-up, on February 8, 2007, Dr. Brin again observed that Plaintiff's affect, mood,
thought process, orientation, and behavior were “unremarkable.” R518. He observed a euthymic
mood and noted that Plaintiff was sleeping well at night, though she cahtoteport being tired.

Id. He also noted that Plaintiff reported “a lot of mood swings.” Id.

On February 26, 2007, Plaintiff discontinued her treatment and requested a discharge from
River Edge due to a relocation to Athens, Georgia. R415. While in Athens, Plaintiff sowght car
at Advantage Behavioral Care. Several months after the ALJ's decision in April 2007ffPlainti
submitted additional evidence to the Appeals Council, including records from Advantage in Athens
and records from Plaintiff's return to River Edge iad@mbef007.

The records from Advantage are sparse. The records show that Plaintiff' sfirgtag on
March 16, 2007, at which time she stated, “If | can get my meds thi#ddyust fine.” R20. She
appeared on April 25, 2007, when she complained of increased aredetyde she had been off her
medication. R26. She returned the next day to obtain medication samples. R25. Plaintiff visited
again on May 21, 2007, when she complained that one of her medications, Geodon, caused her
nausea. R24. There are no records of any other visits to Advantage Behavioral Health.

The later records from Plaintiff's return to Macon show that Plaintiff was sédweatEdge
by Dr. Reddy on twoacasions, December®)07, and January 11, 2008. Oexd@mber 6, Plaintiff
complained of racing thoughts, screams in her sleep, difficulty sleegntysome obsessive
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behaviors. R537. Plaintiff indicated to the nurse that she had run out of medication. R536. Dr.
Reddy assessed her with a GAF of 48. R537. When Plaintiff returned on January 11, Dr. Reddy
noted an inappropriate affect, mood swings, and racing thoughts. R530.

The clinical notes from Plaintiff's treatment at the Medical Center, River Edge, and
Advantage provide substantial evidence to support the Residual Functional Capacityeagsg#ssm
the ALJ. These records, viewed as a whole, including the new records submitted ppelads A
Council, spport a reasonable conclusion that Plaintiff il and acasionally moderate
depression, controlled by medication. They further support a finding that Plaintiff's gsgchia
condition was a “severe” impairment that limited her to performing light;skilled work with
minimal contact with the general public.

The ALJ did not err in discounting the conclusory opinions of Dr. Brin and Dr. Aviles
regarding Plaintiff’s attity to work. An ALJ is obligated to give substantial weight to the opmio
of treating physicians, unless there is good cause to give such opinions less weigig.v.L
Callahan125 F.3d 1436, 1440 (11th Cir. 1997). Courts have found good cause to give less weight
“where the doctors’ opinions were conclusory or inconsistent with their own meaioedse’ 1d.
The opinions of Dr. Brin and Dr. Aviles are both conclusory and unsupported by their own clinical
records. On September 11, 2006, a month after Plaintiff was hospitalized at the Meteg|@e
Brin completed a Medical Statement on which he checked a box showing that Plaintiff was not
presently able to work and on which he wrote that her prognosis and predicted return tergork w
“undetermined at this time.” R337. On April or September 22, 2007, Dr. Hector Aviles of
Advantage Behavioral Health filled out a similar form, on which he clieakdank indicating that

Plaintiff was unable to work full-time and on which he indicated that Plainté@fisrn to work was
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undetermined. R528. There are no other notes from Dr. Aviles to show the basis for his
conclusions.

The notes from Dr. Brin, discussed in detail above, do not show that plaintiff was suffering
from disabling depression. On September 11, 2006, the date Dr. Brin completed his Medical
Statement, his clinical notes showed that Plaintiff was mildly degule$810. On September 14,
October 3, January 18, and February 8, he observed that Plaintiffs mood was “euthymic.” R451,
432, 405, 518. He observed more heightened depression only September 25, November 1, and
November 27. R438, 423, 407.

Plaintiff contends that the ALJ erred in failing to consider Dn'BIGAF scores. Aliough
the Court agrees that the ALJ should have explicitly addressed the GAF scores in hise@I&F, t
scores do not substantially change his findings. Although a GAF score of 45 indicatesus “se
impairment in social, occupational, or school functioning” 38M-1V, p. 32), such scores are not
inconsistent with the findings of the ALJ, who determined that Plainpy€hological impairment
was “severe.” GAF scores between 45 and 50 do not necessarily preclude a claimant “from having

the mental capacity to hold at least some jobs in the national economy.” Smith v. Comm’r Soc.

Sec, 482 F.3d 873, 877 (6th Cir. 2007). See &lfsner v. Astrue496 F.Supp.2d 1299, 1304-05

(N.D.Ala. 2007)(listing cases finding that “a GAF score of 50 or below is not in and [of] itself
determinative of disability”). The specific findings and observatiorBrirBrin’s clinical notes
support the ALJ’s conclusion, and indicate that Plaintiff generally experienib@diepressive
symptoms, with occasional aggravation to moderate depression or anxiety.

Moreover, the GAF findings of Dr. Brin relate to a period of only six months, a period that
was unusually stressful. To obtain Social Security disabenefits, a claimant must show an
impairment “which has lasted or can be expected to last for a continuous period of twdress
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twelve months.” 20 C.F.R. 88 404.1505(a), 416.905(a). In this case, the records prior to August
2006 and after February 2007 do not indicate a level of depression as severe as Plaintiff experienced
surrounding the time of her incarceration and the death of her mother.

As the ALJ observed, the records for the fall and winter of 2006-2007 indicate thaffRlainti
“depressive symptoms were situational as they [were] often exacerbatschlstressors asfaly
disputes, unresolved grief, an abusive marriage, her son’s arrest, and her impending ddd&ce
On September 25, 2006, Plaintiff reported that she was distressed by troubles with her ex-boyfriend,
who had recently kicked her out of hisuse. In November, Plaintiff was dealing with the death of
her mother. Such events would be likely to cause depressive syggiptany person. A temporary
aggravation of symptoms, however, is not sufficient to establishbidity as defined in the
regulations, which require a claimant to show a “medically determinable physianental
impairment which . . . has lasted or can be expected to last for a continuous periods¥ tinatri
twelve months.” 20 C.F.R. § 404.1505(a).

The records on which Plaintiff focuses in her briefs focus on a period of approximately six
months, between August 2006 and February 2007. This period was a time of particuléorstress
Plaintiff. Asnoted, there are no records of psychiatric or psychological treatment foo tyesins
prior to August 2006, except for the prescription of medication. The records afterryetfioa
are sparse. Even the records for the period of more intensive treatmesiddétare generally
consistent with the findings of the Administrative Law Judge.

[11.  Conclusion

The Court’s review of the record as a whole confirms that the ALJ’'s decia®swpported
by substantial evidence. The examination of Dr. Robbins-Brinson, the consulting opinions of Dr.
Piat and Dr. O’'Neal, and the treatment notes of Dr. Brin all support a finding thaiffHaidthe
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Residual Functional Capacity to perform light, low-skilled work, “liite simple one- to three-
step work with no dealing with the general public.” It is not ested in this proceeding that there
are jobs that exist in the national economy that a person with a smapacity can perform.

Accordingly, the decision of the Commissioner is her&By¥IRMED.

It is SO ORDERED this 26th day of March, 2010.

S/ C. Ashley Royal

C. ASHLEY ROYAL, JUDGE
UNITED STATES DISTRICT COURT

chw
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