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IN THE UNITED STATES DISTRICT COURT
FOR THE WESTERN DISTRICT OF MISSOURI
SOUTHERN DIVISION

CLINTON DICKINSON,
Plaintiff,
V. No. 6:16-cv-03008NKL

CAROLYN W. COLVIN,
Acting Commissioner of Social Security,

Defendant

N N N N N N N N N N

ORDER

Clinton Dickinson appea the Commissioner of Social Security’s final decisidenying
his application for disability insurance benefi§he Commissioner’s decision agfirmed
l. Background

Dickinson was born in1974 and left high school after completing the eighth gradde
has worked as a furniture mover, lumber handlelvedg driver, and warehouse workebut has
not worked sinceAugust 1, 2011 He claims disabiity based dmack problemsamong other
conditions.

A. Medical history

Dickinson went to the emergency room in September 2011 complaihi back pain
after moving a heavy recliner chair. He reporteddenate pain and stated he had never
experienced sitar symptoms before. On examination, he did not appear to be in amsglistr
and displayed normal motor strength in the arms and legsjahgait, normal straight leg raise
bilaterally, and intact cranial nerves and sensdnitiess. He was diagnosed with lumbar strain,
prescribed pain medicine, an anflammatory and mude relaxer

He saw Richard Grifith, M.D. at Jordan Valey Community He&enter in November
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2011, complaining of back and knee pain after “overexglrtmmself whie deer huntingl.]’
Tr. 500. Dr. Griffith noted Dickinson's general mediexam was armal and that Dickinson
“OK” to search for work despite his lower back pain. Tr. 501.

Dickinson complained to his doctor of low back paiter changing a tire in January
2012 and after washing the car in February 202 May 2012, a CT scan of Dickinsorspne
was unremarkable, but minimal spurrisgggested posterior disk bulge at-1L3, and an MRI
was recommendedHe saw Dr. Grifith in June, July, September, October, and November 2012.
His medications for back pain were reflled and thectolo referred him for a neurological
consultation. He sawDr. Griffith in January 2013 for folw up of pain management, repiag
that the pain medication was working well.

In July 2013, Chad Morgan,M.D., a neurologist atSpringfield Neurological & Spine
Institute, reviewed Dickinson's fis. The doctor concluded Dickinson digot have any
surgical ssues from the imagingrgvided [and]would likely benefit from conservative therapy.”
Tr. 443.

Later the same monthDickinson saw RandaHamric, M.D. at Jorda Valey for
medication refils and saitle had had “right leg pain since 2010.” Tr. 462r. Hamric noted he
had na yet heard from Dr. Morgarput that the prior CT showing minimal disk bulge. Under
Assessment and Plan, the doctor wrote tmatwould “continue gain medicatiorjsfor a few
more months butlid discuss weaning if no or normal MRI[.]” Tr. 466.

Dickinson next saw Dr. Hamric oAugust 6, 2013 complainingof right-sided pain from
shoulder to leg and that extended walking caused leg nusnbries Hamric noted Dickinsén
CT and xrays hadshown “essentialy normal’ results, arthd been reviewed by dodor atthe
spine clinicwho concluded there were rireatable lesions. Tr. 461. Dr. Hamric noted Dickinson

“kept trying to describe why he stil needed paiedimations.” Id. The doctor further wrote that
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Dickinson “became agitated when it was cleawvds not going to fil more narcoticsl offered to
try Neurontin for his lumbar radicular pain but tiecined. | ended [the] visit as | had nothing
more to offer him as he refused to do exercisesdahaot want Neurontih. Tr. 462.

On August 28, 2A3, Dickinson saw Dr. Langguth, M.D. for medication refils. He
reported his back pain dsnoderaté and said DrHamric had not refiled a narcotiprescription.
Tr. 458. Dr.Langguth noted tenderness on palpation of the spmelumbar region. He rexd
he would allow Dickinson to continue on hydrocodone and Neurfomtipain as he attempted to
get insurance coverage for an MRI, but Dickinson would haveontinue showing progress on
that front. Tr. 459.

At a visit with Dr. Langguth in November 201®ickinson reported his back pain was
moderate. Dr. Langguth noted tenderness alonggime and in the lumbosacral region, with no
spasm, and the Assessment was backache. UnderHeladpdtor noted he would await anay
report and then probably ®ttule an MRI Hecontinued Dickinson’s medications.

A November 15, 2013-ray of Dickinson’s lumbar spine showed normal algnment and
contour, ‘“relatvely mid mulilevel degenerativeirjt and disk disease” and no loss of joint
height or fracture. Tr511. A December 2013 MRI of Dickinson's lumbosacral spine showed
focal disk protrusion at L% in the central right paracentral region with miol moderate
narrowing upon the thecal sarda congenitally small central spinal canal.

Dickinson folowed up withDr. Langguth inFebruary 2014 The doctor reviewed the
MRI results and noted there was also biateral enampingement. Dickinson complainedhat
his back pain had begun spears earler and was worsening. He adsad that arecent car
acciden had shaken him up, but had not worsened his ichqmein. On exampr. Langguth
found tenderness and muscle spasm in Dickinson's back. Ther d@ontinued Dickinson on his

pain medicatons and added a muscle relaxer. The doctor naleml he would get a
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neurosurgicalreferral to see if there was anything that could be donethforbiateral nerve
impinge ment.

In April 2014, Dickinson complained to Dr. Langgutfat his back pain was changing in
character: the pain occurred peesif, was aggravated by sitting, and caused him trouble
sleeping and the muscle relaxer was not as effectve as when he festedt taking it
Dr. Langguth found tenderness and muscle spasm innBaks back on exam. The doctor
continued Dickinsors medications, added prescriptionfor insomnia, and directed Dickinson to
return in four months oas needed A neurological consult was scheduled for September 2014.

In May 2014, Dickinson went to the hospital with complaints ah fra his abdomen,
back, and chest. No tests were performed. He was giveneatiom for pain andwas
prescribed a steroid and muscle relaxer. He folowpe with Chan Reyes, M.Dat Jordan
Valey. On physical exam, the doctonoted no abdominal tendernesmrmal cervical and
thoracic spine; tenderness of the lumbar spaegd negative straight leg raise. The doctor
continued Dickinson's medicationadded Neurontin, and told him to return in four weeks for a
recheck or sooner if needed.

Dickinson sawDr. Morgan, his neurologist in September 2014. On physical exam, the
doctor noted Dickinson’s paraspinous muscles were symmetric and normal nie taithout
spasm; range of motion of the cervical and lumbar spias normal; Spuring's maneuver was
negative the straght leg raise was tolerated to 80 degrdemoral stretch was negative; gait and
station were normal; bilateral upper and lower extresnitia inspection were symmetric without
tendernessind there wasiormal range of motion; no joint instability or iy and the upper and
lower extremity strength was normal in tone. Diskin's deep tendon refiexes in the upper and
lower extremities were normal, and there was nousloand no Babinskior Hoffmann sign.

Under Impression, the doctor noted “back paimbar, with radiculopathy,” and
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=

Low back pain with associated RLE [right lower ertity] pain
consistent with L5 pattern.

RLE weaknessEHL [extensor hallucis longusinild
Conservative management: pain meds.

HTN [hypertension] controlled with meds.

MR as detailed above: L4/6 Right paracentral disc.

arwn

Tr. 589. Under Plan, the doctor noted he would refer Dickinson to be seen by a physiiitris
follow up in four to six months if Dickihnson was not better. Dr. Morgaket to Dickinen
about surgical and nesurgical treatment options, and the importance of weigiiagesment,
exercise, core body strengthening, flexibiity, apdoper lifting techniques with respect to
success of the treatment optiorisl.

In June 2014, Dickinson wa Dr. Langguth with complaints that his back pain was
severe, worsening, and occurring daiy, and that had trouble sleeping. The doctor noted
Dickinson had a ‘“history of drug seeking per alert.” Tr. 526. On physiGan, the doctor
noted back tendemss and muscle spasm. Under Assessment and H&latipdtor wrote that he
would try increasing the muscle relaxer and irgld.idoderm patches that Dickinson was
elgible for referral toa pain management clinicard that Dickinson was cbeduled to seg¢he
neurologistin a few months.

In July 2014, Dickinson saw Dr. Langguth for “recheck on back pain.” Tr. 530. He
reported that his symptoms were severe and occurred dlgnsta@ pain patches were not
helping, and he was not sleeping well becauspaai. On physical exam of Dickinson’s spine
and back, the doctor noted tenderness and musakemsp Under Assessment and Plan, the
doctor wrote that he would increase Dickinson's hydrocodonestaitia muscle relaxer. The
doctor also noted Dickinsorati a neurosurgical consult in September, so he would “ootyw
about getting [Dickinson] in to pain managemerti @ter he has gotten his [evaluatioby [a

neurosurgon]” Tr. 532. Dickinson was to return as needed.



In November 2014Dr. Langguthapproved Dickinson for a disabled license placa@h
the form, he doctor checked the box indicating the applicaainnot ambulate or wak 50 feet
without stopping to rest due to a severe, disabling arthmiarological, orthopedic condition, or
othe severe and disabling condition.Tr. 547. The doctor also checked the box for temporary,
rather than permanent, disabiity. The fopnovidesthat a temporary placard is vald up to 180
days from the date of the application, and wheee ftihm request thatan end datde provided
the doctor wrote “5/1/2015."1d.
B. Consultants’ opgnions
Dickinson saw Charles Ash, M.D. for a consultative examSeptember 2013 in
connection with his application for MedicaidDr. Ash noted Dickinsorwas able to walk heel to
toe; stood erect; moved without mpad moderate difficulty getting up from the exarblga
had no difficuty arisihng from a chair or dressing and essing; could squat only 25% of
normaj had tenderness the thoracic andiumbar spine had limited forward fliexion and slightly
limtation in lateral bending to the left but was otherwisgmal, had normal range of motion in
the extremities;had normal reflexes and strong grip and pinch strength; had straightalse to
45 degees but normal pulses and reflex, and no muscle weakregshya or sensory deficit
Dr. Ash's Impression was “possible degenerative disease afnthar spine.” Tr. 603.Dr. Ash
concluded:
[Dickinson] should be considered permanently and totiyabled
for ordinary work forwhich he is ftted for one year. He is iliterate
and must do manual work. Thwould enable him to receive a
Medicaid card and an MRI of the lumbar spinedi&termine more
adequately (the) present diagnosis.

Tr. 603. Dicknson was subsequently approved for Medicaid.

At the request of the SSA, Dickinson saw Thomas Corsolini, M.D., a physckcine

and rehabiltation specialist, in August 2014. Dr. Corsolini readevihe December 2013 MRI
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and the Jordan Valey records. n@hysical exam, Dr. Corsolini noted positive stialgg raise
on the rightand negative on the lefthat Dickinson was able to squat with handholsistence,
able to walk without assistive device and withoutmg, and hadnormal heel and toe walkne
smooth overall gait pattern with good balgnsmme lmit in lumbar fiexion and extension;
symmetrical reflexes;and normal range of hip motion, biateraly. Under Discussion,
Dr. Corsolini wrote:

Impression is probable rigkided lumbar pain with dicular

radiation to the right leg. His diagnostic testiegpports this

impression and his complaints are consistent widk. th am

recommending limitations in the functional capactieshart

attached with this report.
Tr. 536. In the functional capacities chart, thectdr included limitations of occasional lifting
and carrying of up to ten pounds; 30 minutes of conigugitting, standing or walking; and a
total of four hours sitting, two hours standingd @wo hours walking in an eighiour work day.
Tr.537-38. The final page of the functional capacites chHarin asks, “Have the lmitations
you found above lasted or wil they last for 12 consexuthonths?” Tr. 452. Dr. Corsolini
checked, “No,” and wrote, “@uid improve [with] treatment[.]” Id.

C. The hearing before the ALJ
Dickinson testified that hehas worked as a furniture mover, lumber handler, delivery

driver, and warehouse worker, all jobs that invdkavy liting. He testified he cannot do those
jobs any longer because of back pain he H@$every day and numbness in the right dargce
2011. He testified that he can stand or sit up to 20 tegwat a time dere needing to change
position; walk up to 15 minutest a time; and it or carry up tbve or ten pounds, but not for
eight hours a day.

Dickinson drives his son to school once or twice a week. wetehes television during

the day and can prepare simple meals. ddeasionallygoes grocery shopping and usas
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electric cartat the store
D. The decision
The ALJ determinedDickinson suffered from severe impairments of degenerative disc
disease of the lumbar spine with protrusion, a eoitsgjly small spinal canal, degenerative disc
disease of the cervical spine, and obesityd concludedDickinson retained the RFC:
[Tlo perform a rangeof sedentary work as defned in 20 CFR
404.1567(a); that is, It and carry up to 10 pouadsasionaly
and less than 10 pounds frequently; stand and/or walkuz oan
8 hour workday; sit 6 hos in an 8 hour workday; push/pull the
same weights; no clmbing of laddergppes, or scaffolds;
occasional climbing of ramps or stairs; occasional bakgn
stooping, kneeling, crouching, and crawiling; fraqueeaching in
al directons and frequent ahdling, fingering and feeling
bilaterally. The claimant must avoid concentrated exposure to
vibraton and even moderate exposure to hazardh A&
unprotected heights and dangerous moving machinery.
Tr. 38. Relying onvocational expert testimony, the ALJ concludedkinson could notperform
his past relevant workbut could perform work as #od and beverage order clerk, a telephone
quotation clerk, and document preparf@bs that existed in significant numbers in tlaiomal
economy
Il. Discussion
Focusing on his backDickinson arguesthe decision must be reversed becahseRFC is
“against tB weight of evidence as a whdlencluding “restrictions confrmed or authored by
any physician,” andthere was not‘any medicalevidentiary basi$ for finding Dickinson could
perform sedentary workvithout additional limitations Doc. 10, p. 9, and Doc. 14, p. 1.
Dickinson’s arguments are unpersuasiveFirst, review of the Commissioner's RFC
determination does not invoMaveigHing]” all the eidence and deciding whethéne evidence

supporting the RFC tips the scaleBhe question is whether the findings are supported by

substantial evidence on the whole recoryers v. Astrue, 687 F.3d 913, 915 {BCir. 2012).
8



Substantial evidence is relevant evidence that soreble mind would accept as adequate to
suppat a decision. Andrews v. Colvin, 791 F.3d 923, 928 (8 Cir. 2015) If there is substantial
evidencein support, then a reviewing courdldes not rever§¢ even if it would reacta different
conclusion, or merely because substantial evidence alqmrsaighe contrary outcome.Byers,
687 at 915 See also Chaney v. Colvin, 812 F.3d 672, 676 {8Cir. 2016) (i after reviewing the
record, thecourt finds it is possible to draw twinconsistent positions from the evidence and one
of those posttions represents the ALJ’s findintien thecourt must affirm the ALJ's decisipn

Next, a clamant's RFGs not a medical determination that must be made by ardottt
is utimately an administrative determination by t@®@mmissioner Perks v. Astrue, 687 F.3d
1086, 1092 (8 Cir. 2012);20 C.F.R. §§ 404.1545546 and 416.945946. More specifically,
the RFC is wht a claimant can stil do despies limitations. 20 CF.R. 8404.1545(a). It is an
assessment based upon all of the relevant evidentelingca claimant's description dfis
imitations, observations by treating and examinplgysicians or other persons, and medical
records. 20 C.F.R. § 404.1545(a).See also SSR 968P, 1996 WL 37418, at *7, Policy
Interpretation Rulng, Titles 1l and XVI:  Assessing Resldéunctional Capacity in Initial
Claims” (June 6, 1996) (RFC analysis should consider medical anthedical evidence).Put
another way, thd&RFC must bebasedupon all of the substantial evidence, and must be supported
by at least some medical evidencBykesv. Apfel, 223 F.3d 865, 867 {8Cir. 2000).

Dickinson specifically argues that a medical opinion musppsrt each limitation
incorporated in the RFC. The ALJ is not required to providehelmiation in the RFC
assessment immediately followed by a list of spe@&hdence supporting the lmitat. See
SSR 968p. Moreover, thecomponents of the RFC are not required to be liniked specific
medical opinion. Martise v. Astrue, 641 F.3d 909, 927 ﬁBCir. 2011) (citingSchmidt v. Astrue,

496 F.3d 833, 845 (7 Cir. 2007)). InSchmidt, for examge, the claimant argued that the ALJ
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should have adopted her residual functional capast determined by one of her physicians.
But the court held thahe ALJ is required toconsider the entire recohdis not required to rely
entirely on a particuaphysician's opinion or choose between the opinions anpeotlaimant's
physicians in considering al of the claimant's physicians’ opmd, along with her testimony
and the other record evidencd96 F.3d at 845.

Here, he ALJ’s formulation of theRFC at step fourfor sedentary work as defined in 20
CFR § 404.1567(d) was based on substantial evidence on the whole recokdliigcmedical
evidence. Dickinsoris medical records show Heas had CTsMRIs, and xrays over the course
of about three years, begnning in 2012, which revealed “unremarkabé@yhal,” “mid,”
‘relatively mild,” or “mid or moderate” results. Several pysical examinatic by different
physicians during the relevant time period revealed normal r@gative findings including

normal muscle tone; normal refiexes; and abiity to walk \ait normal gajtwithout a limp, and

The regulation describes sedentary work as follows:

Sedentary work involves litihg no more than 10 pounds ane t
and occasionally Ifting or carrying articles like dockées,
ledgers, and small tools.Although a sedentary job is defined as
one which involves sitting, a certain amount of kgl and
standing is often necessary in carrying out job dutiebs Jare
sedentary if waking and standing are required cmeally and
other sedentary criteria are met.

20 C.F.R. 8 404.1567(aJ-or purposes of the regulatiofgccasionally” means

[O]ccurring from very ltte up to orthird of the time. Since
being on one's feet is required ‘occasionally’ at the sedentary level

of exertion, periods of standing or walking should generalgl tot
no more than about 2 hours of arh@ur workday, and giig
should generaly total approximately 6 hours of &ahour
workday. Work processes in specific jobs wil dictate how often
and how long a person wil need to be on his or her feet tanobta
or return small articles.”

SSR 8310, 1983 WL 31251, *5.
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without the use of an assistive device.

No physician orderedickinson to refain from physical activity during the relevant time
period. To the contrary,n late 2011, Dr. Grifith noted Dickinson was “OK” to search for work
despite lower back pain after the deer huntingléwti Dr. Hamric notedn 2013 that Dickinson
“refused to do exercises for his backDickinson’s neurologist, Dr. Morgan concluded in July
2013 that Dickinson “would lkely beneft from conservative therapy” and dllow up visit in
September 2014, Dr. Morgamted he would refer Dickinson to a physiatrist. In late 2014,
Dr. Langguth did authorize a disabled parking placardt it was a temporary rather than
permanent one, good for six months, and expired in May.20lHe doctor checked the box on
the formrelating to inabiity to ambulate or wak 50 feettheut stopping. But nothing in the
treatment records indicates Dangguth ordered Dickinson not to walk at al, or to otherwise
refrain from all physical activity. A lack of significant functional resttions imposed by
treatment providers is inconsistent with allegations ddbdigy limitations. Hendey v. Barnhart,
352 F.3d 353, 357 {BCir. 2003).

Furthermore, the ALA&Accountedin the RFCfor Dickinson’'s testimonythat he could lift
or carry upto ten pounds, and that his abiity to wak was lmited. The RFC isefbensary
work, which is work performed primarily while sitting, and requires niifiup to ten pounds
occasionally,and standing and walking for only two houmsan eighthour work day. 20 C.F.R.
§§404.1567(a) and 416.967(a); SSRBR 1983 WL 31251, *5. The ALJ included additional

imitations of no climbing of laddersiopes,or scaffolds; occasional climbing of ramps or stairs;

2 “‘Occasionalff means occurring from very litle up to otigrd of the time.

Since ling on one's feet is required ‘occasionally at the sedentary level of exertion, periods of
standing or walking should generaly total no mtran about 2 hours of ant®ur workday, and
sitting should generaly total approximately 6 lowf an 8hour workday. Work processes in
specific jobs wildictate how often and how long a person wil need to be oorhiger feet to
obtain or return small articlés. SSR 8310, 1983 WL 31251, *5.
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occasional balancing, stooping, kneelingiouching, and crawlngand avoiding concentrated
exposure to vibraton and even moderate exposureazards such as unprotected heights and
dangerous moving machineryrhose limitations account for Dickinson’s claim af leumbness.

The opinion evidece from Dr. Ash and Dr. Corsolini upon which Dickinson relédses
not aid his argument. The doctors were consultants who examined Dickinson oi@enerally,
the opinion of a consulting physician who examines amaht only once is not treated as
subsantial evidence, especialy if the opinion contelithe opinion of a treating physician.
Charles v. Barnhart, 375 F.3d 777, 783 {8Cir. 2004) But an ALJ may considex consutting
examiner's opinion as ‘“ondactor in determining the nature and sedyerof a claimant's
impairmenf’ id., and such opinion evidences weighed lke other medical opinion evidence,
20 C.F.R. § 404.1527.

Dr. Ash opined that Dickinson was disabled for purposes of qualifying faticiie.
The ALJ gave the opinion lttleweight, because it was unsupported by Dr. '$\sbwn
examination findings a Medicaid determination is not binding on the SS&d the ulimate
guestion of whether a person is disabled for purposes of ngceigabiity benefits from the
SSA is a questiorreserved for the Commissioner. These reassupport giving Dr. Ash’'s
opinion little weight.See Boyd v. Colvin, No. 152980, 2016 WL 4150922, at *4'(8Cir. Aug. 5,
2016) (“An absence of clinical findings supports the rejection of hgisipan's opinionas to
physical Imiations); 20 C.F.R. 8§ 404.1504 (Medicaid determinations are not binding on the
SSA because they are governed by different law and regsjatiod Ellis v. Barnhart, 392 F.3d
088, 994 (8 Cir. 2005) (doctor's opinion that claimant disabled involves issue reserved to
Commissioner and is not the type of medical opirionwhich Commissioner gives controling
weight).

The ALJ gave Dr. Corsolinis opinioonly some weight. The doctor’'s findings on exam
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were mid. He found some limih lumbar flexion and extension and the abiltysiguat without
a handhold, and a positive straifgg test on the rightout he also found Dickinson could walk
normaly and without an assistve devicand had normal refexesand strength, as wel as
normal range of motion in both hips. Thaoctor opined that limts of fourhours sittihng and
standing, among other limits, were appropriate. #Ahd concluded tbse limitations were not
supportedby the relatively mid findings on physical exawhich is @ appropriate reason to
give the opinion no more than some weiglsee Boyd, 2016 WL 4150922, at *4.

Dr. Corsolini's opinion is also inconsistent with other #oald evidence, including
Dr. Morgan's exam the folowing month. Dr. Morgan's yorpositive finding was that the
straight leg test was tolerated to 80 degrees. Dr. Morgamati opine that Dickinson was
imted in any way and evenreferred him to a physiatrist for treatment. Theomsistencyof
Dr. Corsolin’'s opinion with other evidence ihet record is further reason to afford it only some
weight. See 20 C.F.R. § 404.1527.

Dickinson also points out that Dr. Corsolin’'s impression was “probable -gihéd
lumbar pain with radicular radiation to the right legBut an inability to work pan-free is not
alone “a sufficient reason to find a claimant dedli Martin v. Colvin, 2013 WL 4060002, at
*20 (W.D. Mo. Aug. 10, 2013) (quotinGossett v. Bowen, 862 F.2d 802, 807 (IbCir. 1988)).
See also McGuire v. Apfel, 151 F.Supp.2d 1260, 1269 (D. Kan. 2001) (same).

In any event,Dr. Corsolini specifically stated Dickinson's condition had tasted nor
would last for twele consecutive months, and that iultcanprove [with] treatment.” Tr542.
To establish he Isa a disabling condition for purposes eftilement to disabiity benefis,
Dickinson was required to show he is unable to gega any substantial gainful activity by
reason of a medicaly determinable impairment that hasdlasr can be expected to tldsr a

continuous period of not less than 12 monee 42 U.S.C. 81382c. Therefore, DrCorsolini's
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opinion regarding the temporary nature of Dickinson’s diondin fact undercutsDickinson’s
claim ofdisability.®

Substantial evidence on the retoss a whole, including medical evidensepports the
RFC determination

In his reply brief, Dickinsoradds that althoughthe Commissionerelies on the ALJ's
credibiity determinationin evaluating symptoms credibiity is a “red herring’” because the
Social Security Administrationhas issued a new ruling about evaluation of symptofos
disabilty claims that no longer uses the term “cragibil Doc. 14, p. 8 of 12. The new SR
does not change the analysis here.

SSR 163, “Evaluation of Symptoms in Disabiiity Claim,supersedes SSR 9% and
became effectve March 16, 2012016 WL 1119029. The Purpose statement ohéwe ruling
explains that the term “credibiity” was being dfated from the policy because SSA's
regulations doat use the term.d. at 1. ThePurpose statemerfurther provides

In doing so, we clarify that subjective symptom lgation is not
an examination of an individual's character. Irgteae wil more
closely folow our regulatory language regarding symipt
evaluatbn.  Consistent with our regulations, we instruct our
adjudicators to consider all of the evidence iIn an indats
record when they evaluate the intensity and pergsist of
symptoms after they find that the individual has adialy
determinable impanent(s) that could reasonably be expected to

produce those symptoms...

Id. at *1-2. The SSA’s regulation concerning evaluation of symst including pain, 20 C.F.R.

} Other evidence in the record also suppdtie conclusion that Dickinson's

condition is temporaryand could mprove with treatmentincluding his physician’s note thahe
was ‘OK” to look for work after having a back strain, anotherdenthat he was offered
exercises and another's referral to a physiatrist for treamdt is also consistent with
Dr. Langguth’s approval of a temporary, rather than peemt, disabled placard.
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§8 404.1529 and 416.929, remainchanged.

Dickinson’s challenge heres to the medical evidence supporting the RF@s discussed
above, the RFC is supportedy substantial evidence on the whole record, imguanedical
evidence. Furthermore, the new SSR did not change the remdattoncerning evaluation of
symptomsand catinues to rely on thosexisting regulabns, and Dickinson has not shown, nor
does he even suggeghat the manner in which the ALJ evaluated hissymptomssomehow
prejudiced him.> Reversal isnot necessarywhen a claimant has not demonstrategrejudice.
Samons v. Astrue, 497 F.3d 813, 8222 (8" Cir. 2007). Accordingly, the new SSR does not
change the analysis.

1. Conclusion

The Commissioner’s decision agfirmed

s/ Nanette K. Laughrey

NANETTE K. LAUGHREY
United States District Judge

Dated: August 15, 2016
JeffersonCity, Missouri

! These two regulations use the familar factors igehtin Polaski v. Heckler, 739
F.2d 1320 (8 Cir. 1984).
5 The Courtdoes not decide/hetherthe new SSR is retroactive.
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