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UNI TED STATES DI STRI CT COURT
EASTERN DI STRI CT OF M SSOURI
EASTERN DI VI SI ON
DOYLE TAWFALL,
Plaintiff,
No. 4:09 CV 727 DDN

M CHAEL J. ASTRUE,
Commi ssi oner of Social Security,

N e e e e S

Def endant .

MEMORANDUM
This action is before the court for judicial review of the final
deci sion of the defendant Conm ssioner of Social Security denying the
application of plaintiff Doyle Tawfall for disability i nsurance benefits

under Title Il of the Social Security Act, and supplemental security
i ncome under Title XVI of the Act, 42 U S C 8§ 401, et seq. The

parties have consented to the exercise of plenary authority by the
undersigned United States Magistrate Judge pursuant to 28 US.C 8
636(c). (Doc. 14.) For the reasons set forth below, the ALJ s deci sion
is affirnmed.

| . BACKGROUND

Plaintiff Doyle Tawfall was born on March 29, 1962. (Tr. 39.) He
is 5 feet 9 inches tall and wei ghs between 184 and 214 pounds. (Tr.
107, 220.) He conpleted high school and has not received any speci al
job and trade training. (Tr. 59.) He has worked as an assenbler at an
autonotive plant, and periodically in construction and agriculture.
(Tr. 43-47, 61.) Tawfall’'s last significant enploynent was in 1997.
(Tr. 49.)

On January 5, 2005, plaintiff applied for disability insurance
benefits, alleging he becane di sabl ed on Decenber 1, 2000, on account
of short termnenory | oss, depression, and arthritis. (Tr. 54-55.) He
received a notice of disapproved clainms on April 7, 2005. (Tr. 13.)
After a hearing on Novenber 7, 2006, the ALJ denied benefits on
Sept enmber 14, 2007. (Tr. 22.) On March 11, 2009, the Appeals Council
denied plaintiff’'s request for review, meking the ALJ' s decision the
final decision of the Comm ssioner. (Tr. 5.)
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1. MEDI CAL HI STORY

From May 2001 through Decenber 2004, Tawfall saw a nunber of
doctors at Corning Area Healthcare, Inc. (hereafter “Corning”); the
court will refer to Corning generally, rather than to individual
treating physicians.

Tawfall first visited Corning on May 31, 2001. He conpl ai ned of
tiredness and nervousness acconpani ed by tightness in his upper chest.
Not i ng hypertensi on, Corning prescribed Norvasc and conti nued Tawfall’s
prescription for Enalapril, but discontinued one for Hyrdal azine.! (Tr.
97.)

On June 14, 2001, Tawfall saw Corning again. Corning found that
Tawfall felt better, and his hypertension had inproved. (Tr. 98.)

Tawfal | saw Corning twice nore in July of 2001. Corning increased
Tawfal |l s dosage of Norvasc, but his hypertension persisted, ranging
from®“normal to borderline high.” (Tr. 98-99.)

On August 23, 2001, Tawfall returned to Corning and conpl ai ned of
fatigue, stress, noodiness, insomia, and various bodily pains.
Tawfal | ' s hypertensi on remained | ow. Corning di agnosed depressi on and
prescribed Zoloft.2 (Tr. 99.)

On August 31, 2001, Tawfall reported inproved energy levels, and
decreased nmpodi ness and insomia as a result of his treatnent. (Tr
100.)

On Septenber 26, 2001, Corning found that Tawfall had | ost ground
on his depression and increased his anti depressant dosage. (Tr. 100.)

On Cct ober 29, 2001, Tawfall conpl ai ned of continuing i nsomi a and
Corni ng prescri bed an additi onal antidepressant, Trazodone.® (Tr. 101.)

Bet ween November 2001 and July 2002, Corni ng found that Tawfall was
feeling well, his depression was well controlled, and his insomia was
much inproved. A prescription for Dyazide was added on Novenber 29,
2001.4 (Tr. 102-03.)

On July 29, 2002, Corning noted that Tawfall was generally sl eeping

! Norvasc is used to treat high blood pressure; Enalapril is used
to treat high blood pressure; Hydralazine is used to treat high bl ood
pressure. WebMD, http://ww. webnd. com drugs (Last visited July 31,
2010.)

2 Zoloft is used to treat depression. (ld.)

3 Trazodone is used to treat depression. (ld.)

4 Hydrochl orot hi azi de, or Dyazide, is used to treat high bl ood

pressure. (1d.)
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well and that his depression was fairly well controlled, but that he
still had problems w th npodiness and fatigue. Corning increased
Tawfal |l ’s anti depressant prescription and recommended aspirin daily.
(Tr. 104.)

On Decenber 23, 2002, Tawfall conpl ai ned of increased stress, |ow
energy levels, and depression as a result of his father’'s death.
Corning continued all medications. (Tr. 106.)

On January 24, 2003, Tawfall reported ri ght knee and ri ght shoul der
pain. Corning diagnosed arthritis and recommended Al eve. (Tr. 107.)

On April 24, 2003, Tawfall reported that his depression and
moodi ness were better, but that he still suffered from sone i nsomi a.
His arthritic pains were uninmproved. (Tr. 107.)

On April 29, 2003, Corning began treating Tawfall for diabetes.
Corning prescribed d ucophage, recommended a glucose nmonitor and an
educati onal course on di abetes, which Tawfall conpl eted on May 1, 2003.°
(Tr. 108.)

On May 20, 2003, Tawfall reported that he was feeling well and that
his bl ood sugar had inproved with nedication. He conpl ai ned of neck
pai n, and reported a history of three neck injuries. Corning diagnhosed
cervical arthritis in the neck and diabetes nmellitus. (Tr. 108.)

On July 1, 2003, Tawfall reported that he was feeling well, but
still suffering fromneck and shoul der pain, as well|l as headaches. (Tr.
110.)

Bet ween July 2003 and July 2004, Tawfall visited Corning nunerous
times, comnplaining of fatigue, insomia, stress and other ailnents.
Corning reconmmended that Tawfall get nore exercise, and substituted
G ucotrol for d ucophage, but otherwise continued all of Tawfall’s
nmedi cations.® (Tr. 110-14.)

On July 1, 2004, Tawfall visited the energency room at Arkansas
Met hodi st Medical Center for chest disconfort. Tawfall conplai ned of
ot her ailments including depression, headache, and fatigue. Hospital
staff noted that Tawfall could nove his extremties well, was di abeti c,
but had not eaten well for several days. After an x-ray showed no
abnormalities, Tawfall was treated with nitroglycerin and antibiotics
and rel eased. (Tr. 137-39.)

On Cctober 22, 2004, Corning diagnosed rheumatoid arthritis in

5 d ucophage is used to control high blood sugar. (1d.)
6 Jucotrol is used to control high blood sugar. (1d.)
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Tawfall’s right knee and prescribed Bextra.’” (Tr. 117.)

On January 18, 2005, Tawfall visited Great M nes Health Center to
establish care. Tawfall reported occasional chest pain, and nenory
problenms as a result of a 1992 notor vehicle accident involving head
trauma. M chael Singh, RN, BC, FNP, noted that Tawfall’'s nedical
history included: arthritic knee pain since 1975, chest pain and
hypertension since 1999, depression and insomia since 2001, and
di abetes since 2002. Singh noted that Tawfall was alert, oriented, and
in no acute distress. Singh diagnosed Tawfall w th di abetes m |l etus,
| ower back pain, chest pain, hypertension, hyperlipidema, insomia, and
bil ateral knee arthritis. Singh changed Tawfall’s arthritis nedication,
but otherw se continued all of Tawfall’'s medications. (Tr. 145-46.)

On January 20, 2005, Tawfall conpleted a function report in
preparation for this claim 1I1n atypical day, Tawfall would alternately
sit, stand, or walk around while listening to the radio. He and his
wife took care of each other, and hel ped each other around the house.
Tawfall hel ped clean, do laundry, and nmow the grass, but needed
assi stance and had to take breaks. Tawfall conplained that his knee
pain prevented himfrom being active, that he had | ow energy, and had
troubl e sl eepi ng and renenbering things. Tawfall noted no problens with
personal care, but that he sonetimes forgot to take his nedications.
He coul d cook anything, but needed to be rem nded to watch the stove.
Tawfall would either walk, drive, or ride in a car when he left the
house, and woul d do so al one, but could not drive for any | ong periods
of time because of stiffness and pain. Tawfall went grocery shopping
for an hour once a week, and was able to nanage his own finances, but
sonetinmes forgot to pay a bill. Tawfall used to play sports, fish, hunt
and watch television, but his hobbies were Ilimted to fishing,
soci alizing, attending church, and watching television. Tawfall noted
difficulties with a nunber of activities as a result of knee stiffness
and an inability to concentrate and remenber things. Tawfall used a
cane to assist his wal king, though it was not prescribed by a doctor.
Tawfall noted no difficulties using his hands. (Tr. 68-75.)

On February 1, 2005, Tawfall was eval uat ed by Li censed Psychol ogi st
Kenneth G Mayfield. Dr. Mayfield noted that Tawfall had no history
of formal psychiatric evaluation or treatnent, but had prescriptions for

" Bextra is used to treat pain and | oss of function. (lLd.)
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depression and insomia. Dr. Mayfield noted that Tawfall’s descri bed
lifestyle was largely sedentary and solitary, with no avocational
pursuits. Muyfield noted that Tawfall maintai ned good eye contact, was
cleanly attired, oriented, responsive, cooperative, coherent and
| ogi cal . Mayfield also noted that Tawfall was anxi ous and concerned
about various aspects of his life, reported sl eeping probl ens, hearing
voi ces, and having suicidal thoughts. (Tr. 150.)

Dr. Mayfield concluded that Tawfall was not actively del usional,
he was presently oriented, able to comunicate effectively, and his
renmote nenory appeared grossly intact. However, Mayfield noted that
Tawfall’s concentration was inpaired, his recall of recent activities
was limted, he was depressed, and his enotional balance appeared
fragile. Mayfi el d diagnosed severe mmjor depressive disorder wth
psychotic features, and assigned Tawfall a GAF of 50.%8 (Tr. 150-51.)

Dr. Mayfield found that despite considerable social isolation and
an inpaired ability to cope with stress and work pressures, Tawfall’s
ability to relate to others was borderline intact and he was able to
attend to basic personal and financial needs and understand verbal
directions. (Tr. 151.)

On March 4, 2005, Tawfall saw M chael Singh, R N., and conpl ai ned
of continuing chest pains. Dr. Singh noted that the patient was alert,
in no acute distress, that he was tolerating his nedications well, his
t hought process was |logical, and his npod was good. Dr. Singh also
noted normal ranges of motion in Tawfall's extrenmties, normal knee
refl exes, no edemn, and mld tenderness in his | ower spine. As Tawf al
had not been nonitoring his glucose | evels, Singh gave himinstructions
to do so, to stop snoking and to start exercising. Dr. Singh continued
all nmedications in effect. (Tr. 204-05.)

On March 7, 2005, Arthur P. Greenberg, M D., perfornmed an i nterna
medi ci ne exam nation of Tawfall. Tawfall conplained chiefly of knee

8 A GAF score, short for dobal Assessnent of Functioning, helps
summarize a patient's overall ability to function. A GAF score has two
conmponents. The first component covers synptomseverity and the second
conponent covers functioning. A patient's GAF score represents the
worst of the two conponents. A score from 61 to 70 represents mld
synptons (such as depressed nmood and mld insomia), or sone difficulty
in social, occupational, or school functioning (such as occasional
truancy, or theft within the household), but the individual generally
functions pretty well and has sone neani ngful i nt er per sonal
rel ati onshi ps. Diagnostic and Statistical Manual of Mental D sorders,
32-34 (4th ed., Anmerican Psychiatric Association 2000).
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pain and nenory | oss; he stated that he forgets to take his nedications
and | eaves food cooking on the stove and that his knee pain is
particul arly bad when he is wal ki ng or bending his knee. (Tr. 152-53.)

Dr. G eenberg noted that Tawfall walked with a normal gait, had
good coordi nati on, and appeared confortable sitting or lying down. He
al so noted full range of notion in Tawfall’s wists and hands, and good
upper dexterity strength. Dr. Geenberg noted abnormalities in
Tawfall’s refl exes, that his poor balance made it difficult for himto
wal k on his heels or toes, and that he could not squat. (Tr. 153-54.)

Dr. Greenberg diagnosed diabetes mlletus and hypertension; he
opined that Tawfall's reflexive and sensory abnormalities were
consi stent with radi cul opat hy, though he found no direct evidence of it,
nor would he rule out diabetic neuropathy as a cause.® Dr. Greenberg
concluded that Tawfall should avoid squatting and that his ability to
perform work-related activities such as bending, stooping, lifting,
wal ki ng, carrying, and pushing and pul |l i ng heavy obj ects appeared m |ldly
to noderately inmpaired. (Tr. 155.)

Regar di ng nenory | oss, Dr. Greenberg noted that Tawfall had nor nal
intellectual functioning and that his nenory of recent and renote
medi cal events was good. Dr. Geenberg found no obvious nenory
deficits, but noted that he was not able to thoroughly test Tawfall’s
specific conplaints of menmory loss. (Tr. 153-55.)

On March 16, 2005, Tawfall visited Manzoor A. Tariq, MD., a
cardi ol ogi st. Dr. Tariq diagnosed anginal -type chest pain, coronary
artery di sease, and noted tobacco abuse. A subsequent echocardi ogram
showed that Tawfall’s systolic functioning was normal. (Tr. 224-27.)

Tawfal |l saw M chael Singh several nore times in March and April
2005. Singh noted that Tawfall was sleeping 7 to 9 hours per night, and
was not having chest pain or headaches. However his arthritic synptons
were persisting. Tawfall reported back pain because he had run out of
his nmedication, and feeling slightly depressed. (Tr. 207-09.)

On July 1, 2005, Tawfall saw Dr. Singh for a checkup after three
weeks of physical therapy. Tawfall’'s nmood was good and the extension
and flexion of his right knee was inproved. Tawfall’s knee pain
persi sted, however, and woul d occasionally wake himup in the night.

% Radi cul opathy is a disease of the spinal nerve roots; neuropathy
is any disorder affecting any segnent of the nervous system Stedman's
Medi cal Dictionary, 1048, 1308.
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Dr. Singh recommended two additional weeks of physical therapy and
continued Tawfall’'s nedications. Singh also prescribed an additional
anti-inflamuatory.® (Tr. 211.)

On July 11, 2005, Tawfall saw Singh and reported intermttent
epi sodes of forgetfulness. (Tr. 212.)

On Septenber 16, 2005, Tawfall reported to Dr. Singh that he had
had headaches for years but that in the last few nonths they had been
getting worse. Tawfall reported that his headaches |asted for a few
hours, were affected by |ight and noi se, and he sometinmes suffered from
headaches as nmuch as three tinmes per week. Singh ordered a conputed
t onography (CT) scan, which showed no abnormalities. (Tr. 216, 229.)

On Cctober 24, 2005, Tawfall saw Dr. Singh and reported stable
bl ood pressure, no chest pain, and that he had been sl eepi ng and feeling
wel | . Tawfall did, however, conplain of occasional episodes of
mgraines two to three tines per week that |asted an hour or nore,
sonetimes |asting nore than a day. Singh prescribed additional pain-
relieving and anti-inflammatory nedi cations along with Tawfall’s ot her
medi cations. ' Singh noted that Tawfall saw Dr. Pearson for back and
muscl e pain. Pearson recommended a | ong-term program of conservative
and supportive nedical neasures, including rehabilitation and anti -
i nfl ammat ory nedi cati ons, but concluded that no surgery was required.
(Tr. 215.)

On Cctober 31, 2005, Tawfall again conplained to Singh of
intermttent headaches. Tawfall stated that he could not afford the
medi cati on he had been prescribed for his migraines. He al so conpl ai ned
of recent numbness and decreased sensation and strength in his hands
that sonetines cause himto drop objects. Tawfall did state, however,
that nedicine had been very effective in treating his joint pains.
Si ngh di agnosed bi | ateral upper extrem ty neuropathy, prescribed Maxalt,
and ordered further testing.'? (Tr. 216.)

On November 18, 2005, after a nerve conduction study, Singh
confirmed bilateral upper extremty neuropathy, diabetic in origin.
Si ngh noted persistent m|d hand grasp weakness, but no edema or range

10 Daypro is an anti-inflammtory drug used to reduce pain,
swel | i ng, and j oi nt stiffness from arthritis. WebMD,
http://ww. webnd. com drugs. (Last visited July 31, 2010.)

11 Toradol is used for the short-term treatnent of npderate to
severe pain. (ld.)

12 Maxalt is used to treat headaches, pain, and mgraines. (ld.)
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of motion l[imtations. Singh recomended strengtheni ng exercises and
that Tawfall continue other nedications. (Tr. 217.)

On January 11, 2006, Tawfall saw Singh and deni ed havi ng any chest
pai ns or headaches. He also reported that this blood sugars had been
well controlled and his blood pressure stable. Tawfall conpl ained of
continuing |lower back and right hip pain, which was relieved with
medi cati on. Singh found normal flexion, extension and rotation in
Tawfal |’ s knees, hips, and shoul ders, but noted that right |eg raises
produced mld | ower back pain. Singh ordered X-rays. (Tr. 218.)

On January 13, 2006, X-rays confirnmed mld to noderate m d-back
arthritis but showed no abnormalities in Tawfall’s hips. (Tr. 324.)

On May 18, 2006, Tawfall saw Singh, again conpl ai ni ng of m grai nes
and irritability after his anti-depressant dosage was decreased.
Tawfall al so reported that he had | ost his nedical insurance and could
no longer afford his prescriptions. Si ngh changed many of Tawfall’'s
prescriptions to accommodate his financial situation and recomrended
exercise three to four tinmes a week. (Tr. 222.)

On February 10, 2007, Tawfall saw M chael T. Armour, Ph.D., for a
consul tative psychol ogi cal exami nation. Dr. Armour concluded through
testing that Tawfall’s credibility was borderline. He opined that
Tawfal | was preoccupi ed by his physical problenms and that sonme of his
cl ai n8 appeared exaggerated. (Tr. 240.)

Dr. Armour di agnosed Tawfall with maj or depressive di sorder, a pain
di sorder, and noted a history of cannabi s and al cohol abuse. Dr. Arnour
noted that Tawfall’'s nedical history included diabetes mlletus,
hypertension, and arthritis, and assigned a GAF score of 50-55. (Tr.
242.)

Dr. Arnour concluded that, at the tine of examnation: (1)
Tawfall’s ability to understand and recall instructions was mldly to
noderately inpaired, (2) his ability to understand information was
intact, (3) his ability to concentrate on tasks was nmldly to noderately
inpaired, (4) his ability to interact socially and adapt to his
environnment was mldly to noderately inpaired, and (5) that he was not
sui ci dal . Dr. Arnour stated that Tawfall’'s nmenmory was difficult to
assess but noted that he was able to give an overall detail ed social
hi story, renmenber certain dates, and renenber objects presented to him
but noted that additional testing m ght be necessary. (Tr. 241-43.)
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Testinmony at the Hearing

On Novenber 7, 2006, Tawfall testified before the ALJ. He | ast
wor ked in construction, and though he could not renenber when he | ast
wor ked, he believed it was over three years ago. (Tr. 266.) Tawfall
| ost Medi caid coverage sone tine in 2006. (Tr. 267.)

Tawfall suffered from diabetes, but his blood sugars were
controlled by nedicine. (l1d.) Tawfall stated that his hands caused him
pain, though it was not constant, and they sonetines shook or fell
asl eep; he had probl ens pi cki ng up heavy obj ects, and woul d occasi onal | y
drop small objects involuntarily. (Tr. 268.) He could Iift a gallon
of mlk with one hand, but sonetines required two hands, and could lift
as much as a ten-pound bag of sugar, though he admtted that he does not
attenpt to lift very nmuch. (Tr. 276-77.)

Tawfall suffered fromarthritic pains: a dull, nagging pain that
was constant in his |ower back, and a | ess frequent, stabbing pain in
hi s upper back. (Tr. 269-70.) Tawfall could not afford the nedication
he previously took for his arthritic pains, and stated that the
repl acement was not as effective. (Tr. 269.) He also stated that the
medi cati on made hi m|ight headed and dizzy. (Tr. 271.)

Tawfall stated that he suffered from m graines at |east once a
week, and that they sonetines |lasted nore than a day. (Tr. 269.) He
could no longer afford his mgraine nedicine. (Tr. 270.)

Tawfall testified about his daily activities. He lived in a
trailer with his wfe. (Tr. 272.) He could dress hinmself, but
soneti mes needed help with his shoes when his back hurt. (1d.) Tawfall
reported that he could vacuum cook, and wash di shes, but often had to
take breaks; he did laundry but could not pick up a full basket of
clothes. (Tr. 273.) Tawfall and his w fe went shoppi ng together about
once a nonth, sometinmes using electronic wheelchairs for assistance.
He coul d drive, but reported back and hand pain as a result. (Tr. 274.)
He coul d wal k about a bl ock before he had to take a break, could stand
for ten to fifteen m nutes before he needed to sit down, and coul d not
sit for an hour w thout changi ng positions. (Tr. 275-76.) Tawfall also
testified that he would | ay down for about an hour three tines a day to
help with his back pain. (Tr. 277.)

Tawfall also testified about his nental health. Tawfal | had
troubl e focusi ng on books and novies, lost interest inthemrapidly, and
could not renmenber nost of what he saw or read. (Tr. 278.) He had
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troubl e sl eeping, but got about six hours of sleep when he took his
medi cation. (Tr. 278-79.) He no |longer engaged in social activities
or visited with friends and had been di agnosed with depression. (Tr.
277-80.)

I[11. DECISION OF THE ALJ
The ALJ followed the required regulatory five-step procedure in
reaching a decision. At Step One, the ALJ determ ned that Tawfall had
not engaged in substantial gainful activity since Decenber 1, 2000, the
al l eged disability onset date. At Step Two, the ALJ found that Tawfall
suffered fromthe follow ng severe inpairnments: diabetes nellitus with

neur opat hy, hypertension, internal derangenment of the right knee, mgjor
depressi ve di sorder and pai n di sorder associ ated wi th both psychol ogi cal
factors and a general nedical condition.

The ALJ al so found that Tawfall suffered fromm grai nes as well as
back, shoul der, and neck pains, but concluded that these inpairnents
were not severe. In concluding that these inpairnments were non-severe,
the ALJ found Tawfall had: (1) mnoderate restrictions in his daily
living, (2) mld difficulties with social functioning, and (3) noderate
difficulties with mai ntaini ng concentration, persistence, and pace. The
ALJ also determned that Tawfall had not suffered any episodes of
deconpensation. At Step Three, the ALJ found that Tawfall's inpairnents
did not neet a listed limtation. (Tr. 16-18.)

At Step Four, the ALJ found that Tawfall had the residual
functional capacity (RFC) to perform his past relevant work as an
assenbl er. More specifically, the ALJ found that Tawfall had the
ability to performa range of |ight work, including the capacity to lift
and carry twenty pounds occasional ly and ten pounds nore frequently, and
to sit, stand and wal k for six hours.

The ALJ did note, however, that Tawfall needed to avoid even
noder at e exposure to occupational hazards. Despite mld [imtations,
the ALJ found that Tawfall could function well for understanding,
remenbering and carrying out short, sinple instructions and for
interacting appropriately with the public, supervisors and co-workers.
Despite noderate limtations, the ALJ found that Tawfall could function
satisfactorily for understandi ng, renenberi ng, and carryi ng out detail ed
i nstructions, for making judgments on sinpl e work-rel at ed deci si ons; and
for respondi ng appropriately to work pressures in a usual work setting
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and to changes in a routine work-setting.

I n reaching his conclusions at Step Four, the ALJ determ ned t hat,
based on the evidence of record, Tawfall's testinony regarding the
intensity, persistence, and limting effects of his synptons are not
entirely credible. The ALJ found that Tawfall was capabl e of perform ng
his past relevant work as an assenbler. Consequently, the ALJ found
Tawfal |l not disabled. (Tr. 18-22.)

| V. GENERAL LEGAL PRI NCI PLES

The court’s rol e on judicial reviewof the Conm ssioner’s decision
is to determ ne whether the Comm ssioner’s findings conply with the
rel evant | egal requirenents and are supported by substantial evidence
inthe record as a whole. Pate-Fires v. Astrue, 564 F.3d 935, 942 (8th
Cr. 2009). “Substantial evidence is | ess than a preponderance, but is
enough that a reasonable mnd would find it adequate to support the
Commi ssioner’s conclusion.” [d. In determ ning whether the evidence
is substantial, the court considers evidence that both supports and
detracts fromthe Commi ssioner's decision. 1d. As |long as substanti al
evi dence supports the decision, the court may not reverse it nerely
because substantial evidence exists in the record that would support a
contrary outcone or because the court would have decided the case
differently. See Krogneier v. Barnhart, 294 F.3d 1019, 1022 (8th GCr.
2002) .

To be entitled to disability benefits, a clai mant nust prove he is
unable to perform any substantial gainful activity due to a nedically
det erm nabl e physical or nmental inpairnent that would either result in
death or which has |asted or could be expected to last for at |east
twel ve continuous nonths. 42 U.S.C. 88 423(a)(1)(D, (d)(1)(A,
1382c(a)(3)(A); Pate-Fires, 564 F.3d at 942. A five-step regulatory
framework is used to determ ne whether an individual qualifies for
disability. 20 C.F. R 88 404.1520(a)(4), 416.920(a)(4); see al so Bowen
V. Yuckert, 482 U S 137, 140-42 (1987) (describing the five-step
process); Pate-Fires, 564 F.3d at 942.

Steps One through Three require the claimant to prove (1) he is not
currently engaged in substantial gainful activity, (2) he suffers from
a severe inpairnment, and (3) his disability neets or equals a listed
i npai r ment . Pate-Fires, 564 F.3d at 942. If the clainant does not
suffer froma listed inmpairment or its equivalent, the Comm ssioner’s
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anal ysis proceeds to steps four and five. [d. Step Four requires the
Commi ssi oner to consi der whet her the claimant retains the RFCto perform
past rel evant work. [d. The claimant bears the burden of denonstrating
he is no longer able to return to his past relevant work. [1d. If the
Commi ssioner determnes the claimnt cannot return to past relevant
wor k, the burden shifts to the Conm ssioner at Step Five to show the
claimant retains the RFC to performother work. 1d.

V. DI SCUSSI ON

Tawfal | argues the ALJ' s decision is not supported by substanti al
evi dence. Tawfall nmakes four arguments regarding the ALJ's RFC
assessnent: (1) the ALJ failed to properly assess Tawfall’'s credibility,
(2) the ALJ’ s assessnent i s unsupported by nedi cal evidence; (3) the ALJ
failed to account for Tawfall's neuropathy; (4) the ALJ relied on
factual errors in assessing Tawfall's mgraines and nmenory issues.
(Doc. 17.)

Credibility and Narrative D scussion

Tawfal |l argues that the ALJ's RFC assessnent is not supported by
the record. Specifically, Tawfall argues that the ALJ did not properly
assess his credibility and that the ALJ's narrative di scussi on was not
sufficiently supported by specific nedical evidence. (Doc. 17 at 14,
17-18.) The defendant argues that the ALJ' s concl usi ons were based on
substantial evidence and Tawfall’s clains are without nerit. (Doc. 26
at 22-23.)

The RFC is a function-by-function assessnent of an individual’s
ability to do work-rel ated activities based upon the rel evant evi dence.
Casey v. Astrue, 503 F.3d 687, 696 (8th Cr. 2007). The ALJ nust
determne the claimant’'s RFC based on all of the relevant evidence,
i ncluding medical records, observations of treating physicians,

exam ni ng physicians, and others, as well as the claimant's own
descriptions of his limtations. Pearsall v. Massanari, 274 F. 3d 1211,
1217-18 (8th Cir. 2001).

The ALJ nust take into consideration the claimant’s subjective
conpl aints even if the nedical evidence does not fully support them
See Polaski v. Heckler, 739 F.2d 1320, 1322 (8th Cr. 1984). I n
addition to objective nedical evidence, the ALJ nust take into account
t he Pol aski factors, which include: (1) the claimant's daily activities,
(2) the duration, frequency and intensity of pain, (3) precipitating and
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aggravating factors, (4) dosage, effectiveness and side effects of
medi cation, and (5) any functional restrictions. Casey, 503 F.3d at
695. However, the ALJ's deci sion need not discuss the relation of every
Pol aski factor to the claimant's credibility. Tucker v. Barnhart, 363
F.3d 781, 783 (8th Cir. 2004).

The credibility of a claimant’s subjective testinmony is primarily
a decision for the ALJ, not the courts. Pearsall, 274 F.3d at 1218.
VWhi | e an ALJ may not di sregard subjective conpl aints sol el y because t hey
are not fully supported by medical evidence, the ALJ may di scount such
conplaints if they are inconsistent with objective nedical findings.
Ramrez v. Bernhart, 292 F.3d 576, 582 (8th Cir. 2002). Deference is
given to the ALJ's credibility determinations so long as they are
supported by good reasons and substanti al evidence. Vester v. Bernhart,
416 F.3d 886, 889 (8th Cir. 2005).

Tawfal |l argues that the ALJ' s credibility anal ysis was i nadequate
under the standards set forth above. W disagree. The ALJ held that
“the claimant’ s nedi cally determ nabl e i npairnments coul d reasonably be
expected to produce the alleged synptonms, but [] the claimnt’s
statenments concerning the intensity, persistence and limting effects
of these synptons are not credible.” (Tr. 20.) The ALJ then provided
a sunmary of nedi cal evidence that established nunmerous i nconsi stencies
with Tawfall's testinony. Miltiplereports indicated normal sensory and
motor functions in Tawfall’'s extremties. (Tr. 20-21.) Tawf al |
appeared confortable in both the sitting and supine positions. (ld.)
Tawfall's depression, knee pain, and diabetes could be adequately
controlled by nedication, and his diabetes had resulted in no
significant abnormalities. (Ld.)

During his hearing before the ALJ, Tawfall’s testinony differed
widely fromthe record: Tawfall alleged that the severity of his hand
probl ems, back pains, and nental deficiencies were disabling to an
extent beyond that which the record, as summarized above, suggested.
Furthernmore, an inpairment that can be controlled by nedication or
treatment cannot be considered disabling. Brown v. Barnhart, 390 F.3d
535, 540 (8th Cir. 2004). The record provides substantial evidence to
confirmthe ALJ' s conclusion: the nmedical evidence and Tawfall’s daily
activities showthat, while Tawfall suffered fromdepression, diabetes,
and other ailnents, they were not disabling to the extent clainmed by
Tawfal |’ s testi nony.
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Tawfal |l further argues that the ALJ erred by failing to discuss the
dosage, effectiveness, and side effects of his nedication. (Doc. 17 at
17.) However, the effectiveness of the nedication was one of the
factors that the ALJ wei ghed against Tawfall’s credibility. While the
ALJ did not discuss Tawfall’'s testinony regarding the side effects of
his nmedication, Tawfall failed to list any side effects in his own
disability report. (Tr. 58.) Moreover, as stated above, the ALJ need
not di scuss how each of the Polaski factors relates to a credibility
determ nation. Tucker, 363 F.3d at 783.

Having concluded that Tawfall’s subjective conplaints were not
entirely credibly, the ALJ determ ned Tawfall’s RFC as fol | ows:

[T] he claimant has the residual functional capacity to lift

and carry 20 pounds occasionally and 10 pounds frequently.

The cl ai mant can sit, stand, and wal k for six hours. He nust

avoi d even noder ate exposure to occupational hazards such as

open novi ng machi nery and unprotected hei ghts. The cl ai mant

has some mild limtations but can generally function well for

under st andi ng, renenbering, and carrying out short, sinple

instructions; and for interacting appropriately with the

public, supervisors, and co-workers. The cl ai nmant has

noderate Ilimtation but is still able to function

satisfactorily for understandi ng, renenbering, and carrying

out detailed instructions; for making judgnments on sinple

wor k-rel at ed deci sions; and for responding appropriately to

work pressures in a usual work setting and to changes in a

routi ne work setting.
(Tr. at 18.) Tawfall argues that the ALJ did not point to any specific
evi dence supporting these limtations, and failed to provide a narrative
di scussion of RFC. (Doc. 17 at 13-14.)

Tawfall argues that the ALJ failed to provide a narrative
di scussi on. Social Security Ruling 96-8p requires that an “RFC
assessnent include a narrative discussion describing how the evidence
supports each conclusion, citing specific nedical facts (e.qg.,
| aboratory findings) and non-nedi cal evidence (e.g., daily activities,
observations.)” Social Security Ruling 96-8p, 7 (1996). But this
requi rement does not dictate how an ALJ' s decision nust be witten; the
ALJ need not provide a narrative discussion inmrediately foll ow ng each
statenent of an individual limtation in the RFC. Mreover, the ALJ is
not required to make explicit findings for every aspect of the RFC
Depover v. Barnhart, 349 F.3d 563, 567 (8th Cr. 2003).

The ALJ provided a narrative discussion of Tawfall’s [imtations,

as well as a detailed analysis of the record at both Steps Three and
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Four . (Tr. 16-21.) Tawfall points to a Seventh Circuit case to
establish that the omssion of a narrative discussion of RFC is
sufficient to warrant reversal. Bri scoe ex rel. Taylor 425 F.3d 345,
352 (7th Cir. 2005). But Briscoe involved an ALJ whose concl usi ons were
unsupported by the record, and who failed to address the claimnt’s
testinmony. 1d. at 352-53.

The ALJ discussed both the objective evidence and subjective
testinony, and made his determ nati on based on a full exam nation of the
record. It is the claimant’s burden to prove his own RFC Pear sal |,
274 F.3d at 1217. The ALJ found credible evidence that Tawfall was
capabl e of taking care of hinself, sustaining concentration, follow ng
directions, renenbering his medical history, sitting confortably, and
perform ng a nunber of other daily activities. The ALJ's credibility
assessnent and the sufficiency of his narrative di scussi on are supported
by the record.

Neur opat hy
Tawfall further argues that the ALJ erred by failing to include
limtations arising from his neuropathy in the RFC assessnent. The
def endant argues that the record shows that the plaintiff’s neuropathy
di d not cause any continuing functional limtations and that the ALJ' s

RFC determ nation is supported by substantial evidence.

Al t hough required to develop the record fully and fairly, the ALJ
need not discuss every piece of evidence submtted; nor does a failure
tocite specific evidence indicate that the evidence was not consi der ed.
WIldman v. Astrue, 596 F.3d 959, 966 (8th Cir. 2010). Thus, the ALJ s

failure to include any limtations arising from neuropathy is not
necessarily reversible error. Mor eover, the ALJ did in fact discuss
Tawfall’s neuropathy twice in his opinion. Di abetes milletus with

neuropathy is noted as one of Tawfall’'s severe inpairnents at Step
Three; the ALJ's RFC assessnent also notes that in Novenber, 2005,
di agnostic studies confirned that Tawfal |l suffered fromupper extremty
neuropathy. (Tr. 15, 21.) The ALJ nevertheless found that Tawfall’s
al l egations regarding his neuropathy were not credible to the extent
that they prevented himfromperform ng his past work as an assenbl er.

(Tr. 20.) Based on his credibility determ nation, the ALJ properly
di scounted Tawfall’s subjective testinony about the extent of his
inpairments as a result of neuropathy. The failure to include
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limtations arising from discounted subjective testinony of a
plaintiff’s ailnments is not reversible error.
Factual Errors
Finally, Tawfall argues that the ALJ relied on factual errors
regarding the nedical evidence about Tawfall’'s mgraine and nenory
i ssues.
The first disputed statenent nmade by the ALJ reads:

[Dr. Greenberg] noted on March, 7, 2005, that the claimnt’s
intellectual functioning seemed normal. Dr. G eenberg noted
that the claimant’s nmenory for medi cal events was good. Dr.
G eenberg noted no obvious nmenory deficits.

(Tr. 17.) ©Dr. Geenberg’ s evaluation, in relevant part, reads:

Intell ectual functioning seenms normal throughout exam nation

.. . . Recent and renote nenory for nedical events is

good. Affect during exam nation is nornmal. No obvi ous

menory deficits elicited during exam nation but assessnent

of the menory issues described by the clai mant were not able

to be thoroughly tested during exam nation.

(Tr. 153.) Tawfall objects to the ALJ's reliance on this statenent
despite the limted nature of the testing.

Thi s objection, however, raises no questions as to the factual
validity of the ALJ's statenent. While it is true that Dr. G eenberg
not ed he coul d not thoroughly test Tawfall’s nenory, his report supports
the ALJ's statenent. Tawfall’'s argunent of factual error is wthout
merit.

The second di sputed statenent reads:

[Tawfall] testified that he got [m graines] at |east once a
week. He testified that sometinmes a mgraine |asted an
entire day and on into the next day. The undersigned notes
that the claimant did not report to a physician that he had
such frequent and severe m graines.
(Tr. 16.)
On Cct ober 24, 2005, Tawfall conplained to M chael Singh about his
m graines. The report states that Tawfal

has occasional episodes of mgraines 2-3x/week

He states that the pain lasts sonetinmes for an hour or nor e

and can sonetinmes |ast for nore than one day.
(Tr. 215.) Tawfall bases his claimof factual error on this report.
(Doc. 17 at 16.)

While this report indicates that Tawfall was suffering from
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m graines, the ALJ cited to the sane exami nation in his discussion.
(Tr. 16.) As both Tawfall and the ALJ have cited the sanme report,
plaintiff’s argunment depends on the use of the word “occasional.” The
ALJ interpreted the report to nean that Tawfall occasionally had
epi sodes of mgraines, and during such episodes, he suffered two to
three migraines a week. Tawfall’s argunment is that he suffered two or
three m grai nes each week, continuously and not just episodically.

Either interpretationis reasonably possible. One report indicates
that Tawfall suffered from“intermttent” headaches; anot her stated that
Tawfal |l “sonetinmes gets [m graines] 3x/week.” (Tr. 213, 216.) The
ALJ)'s finding in this regard is supported by the record and does not
amount to a factual error.

VI. CONCLUSI ON
For the reasons set forth above, the decision of the Comm ssi oner
of Social Security is affirmed. An appropriate Judgnment Order is issued
herew t h.

[ S/ David D. Noce
UNI TED STATES MAG STRATE JUDGE

Si gned on Septenber 21, 2010.
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