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UNITED STATESDISTRICT COURT
FOR THE DISTRICT OF NEW JERSEY

CHARLES BETHEA,
Civil Action No. 13-cv-3961 (PGS)

Plaintiff,
V.

OPINION AND ORDER
COMMISSIONER OF SOCIAL SECURITY

Defendant.

SHERIDAN, U.S.D.J.

This matter is before the Court on Charles Bethea'’s (Plaintiff) appeal of the decision of the
Commissioner of Social Security denying higpkcation for period of Disability Insurance
Benefits. On March 11, 2010 Plaintiff filed hisagh for disability anddisability insurance
benefits alleging disabilitydue to injuries tohis shoulder and back, hypertension, venous
thrombosis, and a learning disord@®. 73-5, 183, 275). Plaintiff aties onset of hidisability as
of February 13, 2008, the date on which Riffiwas struck by an automobile.

On January 12, 2012, Administrative Law Juégederick Timm (ALJ) issued a partially
favorable decision of disability for a closedipd of April 17, 2009 to August 6, 2010 due to deep
vein thrombosis (DVT}. (R. 19-46). The issues presentgfore the Court are (1) whether
substantial evidence supports the Commissionecgsobn that Plaintiff wasot disabled from his
alleged onset date of February 13, 200®ugh March 31, 2009; and)(2vhether substantial

evidence supports the Commissionetéision that Plaintiff was nonger disabled as of August

1 The Administrative Law Judge found that Plaintiff had not acquired sufficient coverage until April 17, 2009, and

for supplemental security income until May 2009. (T. 23).
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7, 2010, the date on which the ALJ found Plé&fisticondition had medically improved to the
extent he was no longer disabled.
l.

On August 8, 2011, a hearing was held befoeeAhJ at which time the Plaintiff testified
on his own behalf. At the time of the heariR¢gintiff was 38 years old and was living with his
sister. Plaintiff testified thate prepares meals for his family, cleans the house and can vacuum
for about twenty minutes. Plaintiff testified tlzdter about twenty minutdss leg begins to burn,
and he must rest for at least fifteen minutes Wighleg elevated. Plaintiff testified that on most
days, the majority of his time is spent playing video games.

Plaintiff attended Trenton gh School through the ninthage and dropped out before
completing tenth grade. (R. 275). After quittingtnschool, Plaintiff resided with his grandmother
and resumed his schooling at Lawrence Township High School. While attending Trenton High
School and Lawrence Township High School, PlHimas classified as “perceptually impaired”
and was enrolled in special eduoatclasses. (R. 436).

On February 13, 2008, Plaintiff was struckagar while walking tavork and was taken
to Capital Health System for treatment (the treatni® discussed below). Plaintiff testified that
as a result of the accident he suffered a coupieratked” ribs, his lungs had pulled away from
the chest wall, his shouldand head were hurt, and his femur was “cracked.”

Plaintiff worked at KFC on a pitime basis after the accideRiaintiff's supervisor asked
him if he would like to become a cook, and he a@ased that the job wouléquire some training.
Plaintiff testified that he “started messing ap purpose” because he dog¢sead well, and was
nervous about attending the trainifig. 56). The Plaintiff testified &t at the present time he was

doing odd labor jobs on a limited basis. (R. 68 Phaintiff testified that on a good week he gets



work two times a week and helpst@ufriend that does “junking.” &intiff testified that he tries

to find jobs that allow him to k& breaks, such as five minuteswvalk around and get water when
needed. Plaintiff testified that since his aecitlin 2008, he can only stand up for about twenty
minutes before his leg bucklesdaa burning sensation occurs iretfront of his calf. He also
testified that he cannot lift as much as he dquieviously, and that before the accident he was
employed as a “mule” because he could lift pati things such as cging 200 pound logs on his
shoulder. He testified that ndve can only lift about fifty pounds.

Plaintiff testified that he was being treategl a pain management doctor for his leg and
shoulder and that he had been taking Coumadin égpdist three years to treat his DVT. Plaintiff
testified that his leg is constinswollen since the accident, andtisome days his feet swell and
he cannot wear shoes. On the day of the hears@Mntiff testified thahis feet were swelling,
and he had on his largest shoes, and he was in pam Plaintiff testified that he treats his pain
with Aleve. The Plaintiff also testified that lseunder psychiatric treatment because at some point
his girlfriend died, and hstopped caring and began slegpn abandoned houses.

As noted above, on February 13, 2008 Plaintiff wtauck by a car while walking to work.
Plaintiff was taken to Capital Health System featment. At the time of treatment he appeared
alert and hemodynamically stable. (R. 295-6). He damed of left leg pain and right shoulder
pain. A CT scan of the Plaintiff's chest showedmall, subclinical right anterior pneumothorax,
and a minimally displaced fracture of the proximéi fibula-linear simple fracture. A CT scan of
the abdomen and pelvis showed a very smaght sided pneumothorax, and the lung fields
demonstrated bilateral lower lobe de@dent atelectatic changes. (R. 306).

On February 14, 2008, Plaintiff was seen by Raja Salem of Capitadealth Systems.

Dr. Salem found Plaintiff was in raxute distress, and his right shierd appearedable and there



were no breaks in skin or discoloration. Teméss was found on the scalp and shoulder area. Dr.
Salem prescribed crutches angpeximately six weeks of healingne for the fracture of the
fibula. Ice and analgesics tcethrea were recommended. It wasommended that Plaintiff attend
physical therapy after éhfracture healed.

On May 9, 2008, x-rays of Plaintiff's tibia andbdila were taken at Capital Health Center’'s
radiology department. Dr. Andrew Kim compatéée x-rays from February 13, 2008 and found
that the fracture of the proximal fibula had increase in callous formation. (R. 318).

On August 11, 2009, Plaintiff visited the Gap Health System Emergency Department.
Dr. Meisner examined Plaintiff for his complaintspzfin and swelling in his left leg that had not
subsided since his accidentfebruary of 2008. (R. 332). Dr. idaer diagnosed Plaintiff with
chronic DVT in his superficial fermoral and pophd veins. (R 333). Thermwas also evidence of
a chronic superficial clot at ¢hleft saphenofemoral junction. &Plaintiff was discharged with
instructions to follow up at the medical clinic for treatment.

On December 8, 2009, Plaintiff was seen by Dr. Francky Merlin for a consultative
examination. (R. 334). At the time of the aaation, Plaintiff reported being hit by a car causing
blood clots, and swelling in his leg. On exantir@, Plaintiff's respiration and vision were good,
and he had no difficulty arising from a sitting position or getting on or off the examination table.
His blood pressure was 124/92. His grasptrgngth and manipulative functions were not
impaired; and range of motion from his shoutd& his ankles wagood. At the time of the
evaluation, he was taking no medliions. Dr. Merlin found Plaiift suffered with hypertension

and DVT. (R. 226).



On December 30, 2009, Plaintiff went tbe Capital Health System Emergency
Department complaining of severe pain and Bagein his left leg. ThePlaintiff was diagnosed
with DVT and dyspnea. (R. 344).

On April 13, 2010, Plaintiff was admitted to Bayhealth Medical Center for one week. An
ultrasound showed extensive DVTtire superficial femoral veifR. 376, 380). The Plaintiff was
immediately admitted for evaluati@nd treated with heparin. (R. 376 He was released a week
later (April 21, 2010) withnstructions to returto the clinic to receive Coumadin. (R. 377).

On June 23, 2010, the Plaintiff was treate®bylftekhar Khan of Hematology/Oncology
Associates. (R. 420). He continued to have cliremielling of the calfand noted that he was
regularly treating with Coumadin at the clin{R. 421). A hypocoagulable workup was done to
determine the reasons for his DVT. Dr. Khacammended that Plaintiff return in October for
further testing. Plaintiff was presioed a Jobst® support stocking tedt the swelling iis calf.

On August 6, 2010, Plaintiff was treated by. Banta V. Morgan of Delaware Podiatric
Medicine to evaluate Plaintiff'eft foot and ankle pain. (R22). On examination, it was found
that the vascular status of Riaif's lower extremities was normads was Plainfi’'s neurological
exam. Plaintiff had some lefnkle pain on palpation and withnge of motion. Plaintiff's left
ankle was positive for edema. Dr. Fanta diagnddadhtiff with a left ankle sprain, placed his
ankle in a brace, and x-rays were ordered-rayé of the left foot showed mild osteophyte
formation in the anterior tibiotalar joint, but no acute abnormality was found. (R. 425).

On July 25, 2011 Plaintiff treated with Emiyhen, M.D. Dr. Chen noted Plaintiff's

ongoing DVT treatment and recommended continuation of Coun#dn435).

2 Dr. Chen also noted that Plaintiff had a previous goinsbund which had been sucstsly treated with a small
intestine partial gastrectomy.



Residual Functional @acity Assessment

On January 19, 2010, a Residual Functiddapacity Assessment was performed by
Joseph Michel, medical consultant. The assessioeimd Plaintiff couldlift and/or carry 20
pounds; frequently lift and/or carry 10 pounds; stand and/or walk (with normal breaks for a total
of six hours; sit (with normal baks) for about six hours in argkt hour work day; push and/or
pull (including operation of hand and/or foot caté) unlimited; and Plaintiff could occasionally
climb, stoop, kneel, crouch and crawl. In addition, Plaintiff had no manipulative, visual or
communicative limitations, but he had onavieonmental limitation which was to avoid
concentrated exposure to fusp@dors and hazards. (R. 373).

The ALJ's Opinion

On January 12, 2012, the ALJ issued a Payrtigdvorable Decision of disability for a
closed period of April 172009 to August 6, 2010 due to DVVTHowever, after further considering
of all the evidence, the ALJ concluded thatiftiff's condition of DVT had medically improved
with Coumadin treatment,nd that beginning August 7, 2010 Plaintiff retained the residual
functional capacity to perform sedentary, unskileatk with the limitation that he should avoid

concentrated exposure to hazards.

Standard for Determining Disability

A claimant is considered disabled under thei@decurity Act if heés unable to engage
in any substantial gainful activity by reasonasfy medically determinable physical or mental
impairment which “has lasted or can be expetbedst for a continuous period of not less than

twelve months.” 42 U.S.C. § 423(d)(1)(A). A plaintiff will not be considered disabled unless he

3 As noted above, the onset date was based on the date when Plaintiff had acquired sufficient quarterseaiocoverag
be insured for purposes of Title Il benefits from April 17, 2009 through June 30, 2015.
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cannot perform his previous work and is unable, in light of his age, education, and work
experience, to engage in any other form dissantial gainful activity existing in the national
economy.42 U.S.C. § 423(d)(2)(Axee Sykes v. Apf@28 F.3d. 259, 262 (3d Cir. 2008y rnett

v. Comm’r of Soc. Sec. Admi@20 F.3d 112, 118 (3d Cir. 200@lummer v. Apfell86 F.3d 422,

427 (3d Cir. 1999). The Act requires an individuadizietermination of eagiaintiff's disability

based on evidence adduced at a hear8ykes228 F.3d at 262 (citingeckler v. Campbelk61

U.S. 458, 467 (1983)5ee42 U.S.C. § 405(b).

The Social Security Administration hasvee®ped a five-step sequential process for
evaluating the legitimacy of a plaintiff's disabjyl 20 C.F.R. § 404.1520. r®ie all of the parties
agree that the Court followed the five stepgass, each step is not reviewed herein.

Review of the Commissionerfimal decision is limited to dermining whether the findings
and decision are supported by substantial evidence in the rd@tHS.C. § 405(g)SeeViorales
v. Apfe] 225 F.3d 310, 316 (3d Cir. 200®artranft v. Apfel 181 F.3d 358, 360 (3d Cir. 1999).
Doak v.Heckler790 F.2d 26, 28 (3d Cir. 1986). Substantial evidence has been defined as “such
relevant evidence as a reasonable mind magtept as adequate to support a conclusion.”
Hartranft, 181 F.3d at 360 (quotinBierce v. Underwoad487 U.S. 552, 565 (1988) (citation
omitted));see also Richardson v. Peragld®2 U.S. 389, 401 (1971). Substantial evidence is less
than a preponderance of the eviderimé, more than a mere scintill&Richardson 402 U.S. at
401;Morales 225 F.3d at 31&lummer 186 F.3d at 422. Likewise, the ALJ’'s decision is not
supported by substantial evidence where theteoisipetent evidence” teupport the alternative
and the ALJ does not “explicitly explain all theigence” or “adequately explain his reasons for
rejecting or discrediting competent evidencgykes 228 F.3d at 266 n.9. The reviewing court

must view the evidence in its totalitiparing v. Heckley 727 F.2d 64, 70 (3d Cir. 1984).



A single piece of evidence will not satisfy the substantiality test if

the [Commissioner] ignores, or fails to resolve, a conflict created by

countervailing evidence. Nor isvidence substdial if it is

overwhelmed by other evidend® particularly certain types of

evidence (e.g., that offered by tregtiphysicians) - - or if it really

constitutes not evidend®it mere conclusion.
Morales 225 F.3d at 316 (citingent v. Schweiker710 F.2d 110, 114 (3d Cir.1983¥%ee also
Benton v. Bowen820 F.2d 85, 88 (3d Cir. 1987). Nevertlsslethe district court’'s review is
deferential to the ALJ’s factual determinationWilliams v. Sullivan970 F.2d 1178, 1182 (3d Cir.
1992) (en banc) (stating district court is nomnfeowered to weigh the evidence or substitute its
conclusions for those of the factfinder”). Avi@wing court will not sea Commissioner’s decision
aside even if it “would have decidéhe factual inquiry differently.”Hartranft, 181 F.3d at 360.
But despite the deference due the Commissiotampellate courts retain a responsibility to
scrutinize the entire record and to reverseremmand if the [Commissner]'s decision is not
supported by substantial evidencélorales 225 F.3d at 316 (quotingmith v. Califanp637 F.2d
968, 970 (3d Cir. 1981)).

Title 1l of the Social Seaity Act, 42 U.S.C. 8§ 401et seq requires that the claimant
provide objective medical evidentsubstantiateral prove his or her claim of disabilitpee20
CFR 8 404.1529. Therefore, claimant must prdva his or her impairment is medically
determinable and cannot be deemed disabled miyetyibjective complaints such as pain. “A
claimant’s symptoms such as pain, fatigue, shortness of breath, weakness, or nervousness, will not
be found to affect . . . [one’s] diby to do basic worlkactivities unless medicalgns or laboratory

findings show that a medically determinable immpent(s) is present.” 20 C.F.R. § 404.1529(b);

Hartranft, 181 F.3d at 362.



.

Plaintiff has four primary argumentgich are the basis of his appeal.

First, Plaintiff argues that the ALJ erred imglang benefits to Plaintiff due to his mental
impairment (learning disability). Plaintiff's cosel argues that an 1Q testore of 59 or less is
required in order to meet thegrerements for listing 12.05, subsea (B); but since no IQ test
score is found in the recorthe ALJ should have orderedatha consultative psychological
examination take place where an IQ test coul@dministered to determine if Plaintiff met the
standard. However, the ALJ found thatensultative psychological examination was not
necessary because Plaintiff's school records shdhatdPlaintiff had a “low average” range of
intelligence, and no other testing was required. The Court disagrees with Plaintiff's argument.

List 12.05 (Mental Retardati®nof 20 CFR Part 404, Subpart P, Appendix 1 (the
“listings”) includes an itroductory paragraph which sets fortle thiagnostic description of mental
retardation. Subsection B(1) thfe listing (upon which Plaintiff fies) provides that an I1Q of 59
or less be found to satisfy the requirement of that listing. However, a fair reading of listing 12.05
shows that subsection B(1) refers back tontrductory paragraph. Ehintroductory paragraph
reads:

Mental retardation refers taignificantly subaverage general
intellectual functioning with deficits in adaptive functioning initially
manifested during the developntain period, i.e., the evidence

demonstrates or supports onsettled impairment before age 22.
(emphasis added).

4 0On August 1, 2013, the Social SetguAdministration replaced the term &ntal retardation” with “intellectual
disability” in their Listing of Impairments (12.05) used to evaluate claims involving mental disorders in adults and
children. This change reflected the widespread adopfithe term “intellectual disability” by Congress,

government agencies, and various public and private organizations. For purposes of this nniemdsting 12.05

is quoted as it appeared at the time of the ALJ’s opinion.
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The ALJ interpreted the school record to meat ®laintiff's “low average” intelligence was a
higher score than the “significantly subaveragaeral intellectual fuioning” required by the
introductory paragraph of the listing. This & reasonable interpretation, as one could
circumstantially find that a dd study team would correctlyrfd the appropriate intellectual
functioning range through testing. When reviggvthe ALJ’s opinion on the learning disorder,
and the ALJ’s in-depth analysis, tA&J’s conclusion is reasonable.

Second, Plaintiff argues that the ALJ erredaiting to apply the correct standard to show
medical improvement. Generally, “[w]hether meadiimprovement has oceed is determined
by a comparison of prior and current medical exck which must show that there have been
changes (improvement) in the symptoms, signdaboratory findings associated with that
impairment(s).” 20 C.F.R. 8§ 404.1579a(c)(1)(emphasided). Plaintiff bases his argument on
the ALJ’s findings that “[tlhe undersigned notestthhe plaintiff testified that he worked at
Kentucky Fried Chicken and he performed odidsj after August 6, 2010” and “the plaintiff's
work history does not add to the persuasiveneggegilaintiff's subjective complaints and alleged
limitations.” Plaintiff seems to argue that the Abnly used Mr. Bethea’'s work history as the
standard to show medical improvement. Although the ALJ referrBthtotiff's work history, the
ALJ also clearly relied on medical evidence to fifickt, that Plaintiff was entitled to a period of
disability benefits, and secondattPlaintiff's vascular condidn (DVT) had medically improved.
More specifically, the ALJ foundhat beginning in April 2009Plaintif's DVT was a severe
impairment and Coumadin was being used td &ed relieve Plaintiff symptoms of DVT. The
ALJ then noted that on August 6, 2010, Dr. Favitrgan examined Plaintiff and opined that
Plaintiff's “vascular status pertaining to hdsver extremities was normal.” (R. 422.) Dr. Morgan

further noted that Plaintiff's neurological exaxation was unremarkabbnd that his orthopedic
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exam was positive only for left ankle sprainddkionally, the ALJ observed that Plaintiff did not
require hospitalization for DVT as he had in fheest and that he did not undergo treatment for
deep vein thrombosis for 15 months frépril 13, 2010 to July 25, 2011. Relying on 20 C.F.R.
88 404.1594(b)(1), 416.994(b)(1), the ALJ proceeddihtbthat Plaintiff’'s dsability had ceased
on August 7, 2010, because his medical condiidowed him to perform unskilled sedentary
work as defined in 20 C.F.R. 88 404.1567(@pd 416.967(a), except that he must avoid
concentrated exposure to hazards.

To the Court, the ALJ applied the corretandard for showing medical improvement by
referring to credible medical findings, aRthintiff's argument therefore lacks merit.

Plaintiff's third argument is that the ALJ edrdy assigning both lig weight and great
weight to the same non-examining State Agencylivd Report. Plaintiff's entire argument is
contained within two short pagraphs. It reads:

The ALJ erred in assigning both lgtlveight and greateight to the
same non-examining State Agency Medical Consultant reports.
Related to the above, the ALJ determined that the opinions of the
non-examining State Agency Medical Consultants (SAMCs) were
both entitled to little weight, as the opinions “are contrary to the
weight of the medical evidence i#cord,” (AR 35),and entitled to
great weight, “as they are consistevith the medical record as a
whole.” (AR 40). Like the ALJ's determinations of RFC and
credibility, it is submitted that these incompatible findings are
evidence that the ALJ’s decisias not supported by substantial
evidence, and is instead, evidengk an attempt to somewhat
artificially carve out a later onsettgaand end date to the Plaintiff's

chronic functional limitations. As such, the case should be remanded
for further consideration

As the argument presents little detail oalgsis, the Court finds no reason to comment.

11



Plaintiff's final argument is that the ALJ erradhis credibility deternmation of Plaintiff.
Plaintiff’'s counsel argues th#te ALJ compared Plaintiff's smony only to certain objective
evidence, as opposed to Plaintiff’'s overalldical condition, and that the ALJ should have
considered the entire record in determining credibility. To demonstrate this point, Plaintiff relies
on two paragraphs from the ALJ’s opinion. They are:

The undersigned conclusi¢hat the absenad objective evidence

in this case in conjunction with the claimant's reported elevated pain
levels, which mirror complaintof those individuals having
significantly more pathology in & imaging studies, objective
evaluations, and lab test resultsasts doubt on the claimant's
testimony about the limited nat of his functional abilities
secondary to his leg pain. Therefore, the credibility of the claimant's
testimony about the extent and sdéyeof his impairment, in the
face of such findings, has been reduced accordingly. To consider the
claimant's status post fibula ftace, the undersigned assigned a
medium exertional level.

*kk

As a result, the objective evidence fails to document the presence of
any impairment or combination of impairments that could
reasonably be expected to resulpain or other symptoms of such
a_severity or frequency as to preclude the claimant's residual
functional capacity as assigned. (T. 33 emphasis added.)

The two paragraphs quoted abare taken out of context and dot adequately represent the
ALJ’s reasoning for making his credibility determation. The quoted language is from section

five of the ALJ’s opinion wherein the ALJ considdrthe entire recorchd found that Plaintiff's
statements concerning the intensity, persistence and limiting effects of his symptoms were not
credible. For example, Plaintiff alleged hypertensas a cause of his disability. The ALJ noted
Plaintiff's blood pressure at the time of thensaltative examination dseing 117/63 (normal),

and noted that there was no Idmgtory of hypertension. Plaiff alleged hypertension as cause

of his disability. In light of same, the ALdJorrectly diminished the impact of Plaintiff's

12



hypertension. The ALJ also considered Plaintgtatus post left fibula &cture, and shoulder and
head injury. He included a discussion of théreary 13, 2008 imaging study of Plaintiff's left
lower extremity which revealed a minimally displaced fracture of the proximal left fibula (a simple
fracture). Certainly, the imagingudy findings gave rise to the ALJ’s credibility assessment of
Plaintiff in his assertion that leannot stand for more than twenty minutes. It is well within the
discretion of the Commissioner to evaluate theibriy of plaintiff's complaints and render an
independent judgment in light tife medical findings and other egitte regarding the true extent
of such symptomatology.aCorte v. Bowen678 F. Supp. 80, 83 (D.N.J. 1988rown V.
Schweiker562 F. Supp. 284, 287 (E.D. Pa. 1983).
The ALJ must also consider intensity and @eesce of pain or symptoms. The ALJ used

the following standard:

Whenever statements about ethintensity, peilistence, or

functionally limiting effects of pa or other symptoms are not

substantiated by the mlieal evidence ofacord, the undersigned

must make a finding on the credityjlof those statements based on

a consideration of the entire case record.
It was the ALJ’s finding “thatfter considering both the sebtive and objective evidence of
record . . . . the undersigned finds that althougltikienant's stated symptoms are attributable to
his medically determinable and severe impairmastfound above, the intensity, persistence, and

limiting effects of those symptoms bis work-related abilities are nas restrictive as the claimant

asserts.”
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V.

Review of the Commissioner’'s final dsin is limited to determining whether the
findings and decision amipported by substantievidence in the recordi2 U.S.C. § 405(g) e
alsoMorales,225 F.3d at 3164artranft, 181 F.3d, 360Doak 790 F.2d at 28. The ALJ correctly
noted that since the alleged onset date obdigg February 13, 2008, Plaintiff had the following
severe impairments: hypertension, status fibsta fracture and leamng disorder. (20 CFR
404.1520(c) and 416.920(c)). However, none of Rtmimpairments met or medically equaled
the severity of one of the texd impairments in 20 CFR 88 4@ybpart P, Appendix 1(20 CFR 88
404.1520(d), 404.1525, 404.1526, 416.920(d), 416.925 and 416.926. In making that
determination, the ALJ considerd listings contained at &ons 1.00 (musculoskeleistem
disorders), Sections 4.00 etgsdcardiovascular system dislers), and Section 12.05 (mental
retardation) and found that the precise criteri¢gheflistings were not been met. The ALJ noted
that not even Plaintiff’'s attorney had arguedtta listing has been met or equaled. Moreover, no
physician had mentioned any findingguivalent in severity to any listed impairment, nor are such
findings indicated or suggestdy the evidence of record.

Looking at the record as awale, the ALJ found the medicalidence did not “substantiate
the severity of the pain and degrof functional limitations allegeby plaintiff.” In addition to
the reliance on the medical opinions of Drs. MorgChen and Merlin, the ALJ’s conclusion seems
reasonable especially in light tife fact that at the Decemt&r2009 consultative examination,
Plaintiff was not taking any medications for painddestified that he was self-treating with Aleve

for pain.
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The ALJ’s decision is based on substantial evidence. 42 U.S.C. § 48&@\lorales,
225 F.3d at 31@4artranft, 181 F.3d at 360Sykes228 F. 3d at 266 n. 9. The decision of the
Commissioner is affirmed, and the complaint is dismissed.

ORDER

This matter having come before the Court uperejpeal of Plaintiff Charles Bethea from
the Commissioner of Social Security Adminisima’s final decision dengg his application for
Disability Insurance Benefitsnd the Court having considered slilbmissions of the parties; and
in light of the reasons stated above,;

It is on this 23rd day of September, 2014,

ORDERED that the final decision of the Commissioner ai@dGecurity is affirmed.

s/Peter G. Sheridan
PETERG. SHERIDAN,U.S.D.J.
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