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IN THE UNITED STATESDISTRICT COURT
FOR THE NORTHERN DISTRICT OF OHIO
EASTERN DIVISION

LARICIA BRUNSON, Case Number 5:14CV1317
Plaintiff,

Magistrate Judge James R. Knepp, Il

V.
COMMISSIONER OF SOCIAL SECURITY, MEMORANDUM OPINION AND
Defendant. ORDER

INTRODUCTION

Plaintiff Laricia Brunson seeks judicialwiew of Defendant Commissioner of Social
Security’s decision to deny supplemental siggumncome (“SSI”) anddisability insurance
benefits (“DIB”). (Doc. 1). The disttt court has jurisdiction under 42 U.S&8 405(g) and
1383(c). The parties have consented to therase of jurisdiction by the undersigned in
accordance with 28 U.S.C. 8§ 636(c) and Civil Rule 73. (Doc. 13). For the reasons given below,
the Court affirms the Commissioner’s decision denying benefits.

PROCEDURAL BACKGROUND

Plaintiff filed applications for SSand DIB on March 1, 2011, alleging disability
beginning on December 5, 2010. (Tr. 288-98). Thedaens were denied initially and upon
reconsideration (Tr. 258-64, 270-84). Plaintiff thequested a hearing before an administrative
law judge (“ALJ”) on October 21, 2011. (Tr. 283). After a hearing where Plaintiff and a
vocational expert testified, aklLJ found her not disabled. (T44-64). On April 19, 2014, the

Appeals Council denied Plaiffts request for review, makinghe hearing decision the final

Dockets.Justia.com


https://dockets.justia.com/docket/ohio/ohndce/5:2014cv01317/209928/
https://docs.justia.com/cases/federal/district-courts/ohio/ohndce/5:2014cv01317/209928/20/
https://dockets.justia.com/

decision of the Commissioner. (T-4). On June 18, 2014, Plafhfiled the instant case. (Doc.
1).
Vocational History and Personal Background

Born June 2, 1969, Plaintiff was 41 yeald on December 5, 2010, her alleged disability
onset date. (Tr. 321). Plaintifias a GED, a medical assistasgrtificate, and is able to
communicate in English. (Tr. 58, 326). Plainsffpast work included working at Marc’s
Department Store and Hill's for six months eacha asashier. (Tr. 89). She had also worked as a
data entry clerk and was dismissed in 2009. §9). Plaintiff's most recent employment was
working as a Home Health Aide, but she couldcmitinue because “[she was no longer able to
concentrate on [her] job.” (Tr. 89).

At the time of the hearing, Plaintiff lived byrself and had three adult children. (Tr. 90).
She had not driven in four years and did not hawalid driver’s license. (Tr. 90). During the
day, Plaintiff cleaned the house, but got disedaloing so, and her boyfriend did the shopping
and helped her cook dinner. (Tr. 91). Pldintiad recently taken online classes for office
administration, but did not pursitdurther after six months.
Medical History

Plaintiff began mental health treatmentPairtage Path Behavioral Health in December
2010. (Tr. 457). She reported having anxiety issues, depression, difficulty getting out of bed, and
difficulty performing the actities of daily living. (Tr. 457). In Janary 2011, Plaintiff was
treated by social worker Andrea Reddest, ampbrted feeling deprsed, having poor sleep
patterns, poor motivation, loneéss, and feelings of wortlsness. (Tr. 53, 398-99). However,
Plaintiff also was reported to have had a goaldtionship with her boyfriend, was cooperative,

had linear thoughts, was generatgim and well-kempt with faieye contact, her cognition was



grossly intact, and she deniedvimy any violent ideation. (Tr398-99). Further, in February

2011, Plaintiff reported she was anxious and had trouble sleeping, but said she was no longer
depressed. (Tr. 393). Plaintiff's cognition renednntact, her thoughts weelinear and she had

good eye contact yet she believed others wekengpabout her and she heard voices, but she
denied having any violent thoughts. (Tr. 392-93).

In March 2011, Plaintiff had coherent agaohl-oriented thoughtslespite having ongoing
auditory hallucinations. (Tr. 385). In May 2D1a progress report indicated Plaintiff reported
hearing negative things on a weekly basis. 467). She had a physical examination in June
2011, and was reported to have continued dspye, fatigue, poor concentration, restlessness,
and suicidal thoughts; she was advised to seerdamieealth professionas soon as possible.
(Tr. 54, 435-38). She also complained of batiqulder, and arm pain. (Tr. 435-36). In August
2011, Plaintiff experienced depressive symptomaddition to anger, irritability, and decreased
energy and motivation. (Tr. 459).

Plaintiff was seen by Andrea ReddestSeptember 2011, reporgrsignificant sleep
disturbances and crying spells. (Tr. 472).d&est opined Plaintifivould have noticeable
difficulty for more than twenty percent of the work day in remembering locations and work-like
procedures; understanding and carrying out tshad simple instrdmns; and maintaining
attention and concentration for an extengetiod of time. (Tr. 461). In December 2011,
Plaintiff quit her job because of back pain, but reported therapy helpedtistress. At this
time, she had become engaged to her boyfriamtipalieved she communicated better with him.
(Tr. 468).

Plaintiff was admitted to $nma Western Reserve Hospital emergency room on April 9,

2012, with tongue swelling, dysarthriaft side weakness, and wadisgnosed with a stroke. (Tr.



56, 483, 528). She displayed some weakness in harfafand facial asymmg in her right lip,
with decreased sensation in the left maxillary and mandibular region. (Tr. 56, 529). Chest
imaging from the visit showedo acute cardiopulmonary procegsr. 56, 533). A CT scan of
Plaintiff’'s head revealed ocul@roptosis, but no acuiatracranial process. (Tr. 531). Plaintiff's
MRI showed mildly diminished vertebral bksi system, but no evidence of stenosis,
obstruction, or aneurysm (Tr. 56, 483, 520). Dutimg stay, Plaintiff had problems controlling
her left side, which improved along with her mlesstrength during the stay. After three days,
Plaintiff was feeling well and had progressed wgttysical therapy; at discharge, her speech was
better and she had normal strength. (Tr. 483).

At a May 2012 follow up with Maureen Vanén NP, Plaintiff reported some mild
memory problems, impaired speech in the magniand dizziness. (Tr. 56, 548). Plaintiff also
complained of right knee pain with crackinmppping, and difficulty walking. (Tr. 56, 548). On
examination, Plaintiff was obeskad clear lungs, had limited rangé motion and crepitus on
flexion in her right knee without swelling, redness, or tenderness, and had mild strength deficits
in her right extremities. (Tr. 549, 551). She disa mildly limited motion in her left knee with
no other symptoms, demonstragedlow and mildly unsteady gdavoring her left leg, but had
normal strength. (Tr. 549, 551).

Mentally, Plaintiff was assess@s having mild depressionerall and normal cognition.
(Tr. 548-49). She had slowed activity, but wamperative and had lagil thoughts. (Tr. 54,
570). She also reported substantial depressisanpal thoughts, and excessive sleeping, but her
examination otherwise remained stable withhallucinations or delusions. (Tr. 568).

Ms. Vantine, completed a phigal assessment on May 7, 20h®ting Plaintiff suffered a

stroke that resulted in leftmrand leg weakness, osteoarthriiad also opine@laintiff could



stand and/or walk for only ten minutes withauoterruption. (Tr. 538)She concluded Plaintiff

could lift ten to twenty pounds occasionally dna to ten pounds frequently, could stand and

walk at most one hour per work day, could never climb, kneel, or crawl, and could be off task ten
percent of the day because her symptoms impaired her attention and concentration. (Tr. 57, 538-
39). Plaintiff's gait was unsteady secondary todteke and arthritis ithe right knee. (Tr. 538).

She also noted decreased left hand, arm, and leg strength and limited Plaintiff to sedentary work
(Tr. 539).

In July 2012, Plaintiff told her mental Hdaphysician she was doimgell, was in a good
mood, and sleeping well. (Tr. 562). She repbrpoor concentration and memory after her
stroke, but she had logical thoughts and gosight. (Tr. 54, 562). In August 2012, Plaintiff
reported experiencing worsening right knee pain with cracking and popping with her symptoms
aggravated by moving and waiky. (Tr. 541). Upon examination alspecified mobility range is
the same for Plaintiff as it was in May 2012. (56, 542). Plaintiff reporté she regularly cried
herself to sleep, was withdrawn, anxious and eleged, but retained lagil thoughts and denied
suicidal ideation in Sgember 2012. (Tr. 54, 599).

In October 2012, Plaintiff reported she sperdre time with her grandson and went to
church (Tr. 54, 596). She also asserted sheohadsional hallucinations, was socially isolated,
but continued to take her mediica. (Tr. 594-95). Ms. Vantine perted Plaintiff had an absence
seizure disorder two weslearlier with tremorgn her body. (Tr. 56, 575Plaintiff complained
of insomnia, fatigue, anhedonia, anxiousness,faadof being alone; wle Ms. Vantine noted
Plaintiff continued to gaimveight. (Tr. 54, 56. 575, 591).

In a letter dated November 28, 2012, PIfist treating sources at Portage Path,

including Yuan-Hua Thakore, M.D. and HeatlRerma, PsyD, opined Plaiffits symptoms were



debilitating socially and vocationally; she couldt even work part-time. (Tr. 55, 579). They
also opined Plaintiff would havdifficulty more than twenty percent of the day following
detailed instructions, working with others, madkisimple decisions, intacting with others, and
adapting to changes. (Tr. 5580-81). Plaintiffs diagnosesvere expanded to include
Schizoaffective Disorder (Depressive Type) &ubt-Traumatic Stress Disorder. (Tr. 579). Her
symptoms included difficulty comatrating, insomnia, social istion, auditory hallucinations,
and flashbacks and nightmares about previausratic events. (Tr. 579\s of December 2012,
Plaintiff was still experiencingualitory hallucinations and the fygency of the viges increased
when she left her house; and she was forceder headphones to drawhem out. (Tr. 583).
VE and ALJ Decision

Bruce Holderead, vocational exp€“VE”), testified at tke hearing. (Tr. 81). The ALJ
asked the VE in a hypotheticed consider a person of the same age, education, and work
experience as the claimant. (Tr. 109). This irdlnal would be able to work at the light level,
could never climb ladders, ropes or scaffolds, could occasionally climb ramps or stairs, balance,
stoop, kneel, crouch, and crawl.r(1L09). Also she could frequidy finger objects bilaterally,
be frequently exposed to extreme heat and extrenid, frequently be exposed to environmental
irritants in fully ventilated areas, and coub@ver use moving machinery or be exposed to
unprotected heights. (Tr. 109). Also in thgpothetical, Plaintiff ould not do commercial
driving, but could perform simple, routine, camepetitive tasks, and was limited to a work
environment free of fast-paced production requiats, involving simple work-related decision
and routine workplace changesr.(T09-10). The VE was asked whet Plaintiff could return to
her past relevant work and the VE said shecoot. The VE was then ke if there were jobs

Plaintiff could perform and he replied in the afiative. (Tr. 110). The jobs the VE gave were



cashier Il, sales attendant, cleaner, and houseke@per10). All thregjobs are described as
being light exertional level occupati® and are unskilled. (Tr. 110).

A second hypothetical was asked which incluttedlsame attributes as the first one, but
this individual would be limited to occasional fingering and handling with the left hand. (Tr.
111). The VE responded Plaintiébuld perform all three jobpreviously given. (Tr. 111). A
third hypothetical was given witlhe same restrictions as tehecond one, except Plaintiff would
be limited to sedentary work, atite VE responded Plaintiff coulse a charge account clerk, or
an order clerk for food and beverage. The mgxiothetical involved whéer or not an employer
would accept the use of headphones and music playing at work. (Tr. 112). The VE responded
some jobs like a cashier would not allowhgwever housekeeping and sales attendants would
most likely allow it. (Tr. 113-15).

The ALJ found Plaintiff coulchot return to anypast relevant work, and she had the
following severe impairments; mud obesity, seizure disordexsthma, obstructive sleep apnea,
right knee osteoarthritis, depressidisorder, posttraumatic stredisorder, and schizoaffective
disorder. (Tr. 50). Plaintiff had been diagnoséth peripheral edema, headaches, hypertension,
diabetes mellitus, neck paianemia, and vitamin D deficiency, but these conditions imposed
only minimal limitations on the claimant’s abilitg perform basic work awities. (Tr. 50). The
Plaintiff did not have an impairment or comaiion of impairments that meets or medically
equals the severity of one of the listedpairments. (Tr. 51). The ALJ found the residual
functional capacity to perform light works defined in 20 C.F.R. 404.1567(b) and 416.967(b)
except she could never climb laatd, ropes or scaffolds, caubccasionally climb ramps or
stairs, balance, stoop, kneel, cropand crawl, could frequentlinger objects with the right

upper extremity and only occasionally finger objects with the left upper extremity. (Tr. 52). She



could also have frequent exposuo heat and cold, and irritants such as fumes, dust, gases,
odors, and poor ventilation. (Tr. 52). Plaintmust avoid the use of moving machinery,
commercial driving and unprotectéeight and she can perforrmgle, routine, and repetitive
tasks. (Tr. 52). The work environment must be free of fast-paced production requirements,
involving only simple work related decisionsdaroutine work place changes. (Tr. 52).
STANDARD OF REVIEW

In reviewing the denial of Social Sedyribenefits, the Court “must affirm the
Commissioner’s conclusions absent a deternonatihat the Commissionéras failed to apply
the correct legal standards or has made findofgact unsupported by substantial evidence in
the record.”"Walters v. Comm’r of Soc. Sed27 F.3d 525, 528 (6th Cir. 1997). “Substantial
evidence is more thaa scintilla of evidencéut less than a prepondecanand is such relevant
evidence as a reasonable mind might accept as adequate to support a conBlesaony. Sec’y
of Health & Human Servs966 F.2d 1028, 1030 (6th Cir. 1992he Commissioner’s findings
“as to any fact if supported by subdial evidence shall be conclusivécClanahan v. Comm’r
of Soc. Se¢c474 F.3d 830, 833 (6th Cir. 2006) (citing 42S\C. § 405(g)). Even if substantial
evidence or indeed a preponderance of theeawe supports a claimantposition, the court
cannot overturn “so long as substantial evidence also supports the conclusion reached by the
ALJ.” Jones v. Comm’r of Soc. Se@36 F.3d 469, 477 (6th Cir. 2003).

STANDARD FOR DISABILITY

Eligibility for SSI and DIB is predicated otme existence of a disdity. 42 U.S.C. 88
423(a); 8 1382(a). “Disability” is defined as thadbility to engage in any substantial gainful
activity by reason of any medicallyeterminable physical or mental impairment which can be

expected to result in death or it has lasted or can be expectedast for a continuous period



of not less than 12 months.” 20 C.F.R. § 416.8)5%ee also 42 U.S.C. § 1382c(a)(3)(A). The
Commissioner follows a five-step evalumati process — found at 20 C.F.R. 88 404.1520- to
determine if a claimant is disabled:
1. Was claimant engaged in abstantial gainful activity?
2. Did claimant have a medically deterrable impairment, or a combination of
impairments, that is “severe,” which is defined as one which substantially limits an

individual’'s ability to perfom basic work activities?

3. Does the severe impairment meet one of the listed impairments?

4. What is claimant’s residual functional pacity and can claimant perform past
relevant work?

5. Can claimant do any other work considgrher residual furional capacity, age,
education, and work experience?

Under this five-step sequential analysis, tt@mant has the burden of proof in Steps
One through FoulwWalters 127 F.3d at 529. The burden shiftshe Commissioner at Step Five
to establish whether the claimams the residual functional capggdio perform available work
in the national economyd. The court considers the claimantésidual functionlecapacity, age,
education, and past work experience to detenf the claimant could perform other wotk.
Only if a claimant satisfies eaetement of the analysis, inclundy inability to do other work, and
meets the duration requirements, is she detexinto be disabled. 20 C.F.R. 88 404.1520(b)-(f);
see also Walterd 27 F.3d at 529.

DISCUSSION

Plaintiff contends the ALJ erred in assagsihe opinion of her tréiag source. (Doc. 17,

at 5). Specifically, Plaintiff argues Yuan-Huhakore, MD, and Heather K. Poma, Psy.D.

should be attributed treating physician status. (0@¢ at 7). She also camds the ALJ erred in



the weight given to the othesource opinions of her social workers, Ms. Reddest and Ms.
Vantine. (Doc. 17, at 6-7).
Treating Physician Rule

Generally, medical opinions dfeating physicians are acded greater deference than
non-treating physiciandgkogers v. Comm’r of Soc. Set86 F.3d 234, 242 (6t6ir. 2007); see
also SSR 96-2p, 1996 WL 374188. “Besaureating physicians ardé& medical professionals
most able to provide a detailed, longitudinaidtpre of [a claimant’s] medical impairments and
may bring a unique perspective to the medealdence that cannot be obtained from the
objective medical findings alone,’ their opinioae generally accorded more weight than those
of non-treating physiciansRogers 486 F.3d at 242.

A treating physician’s opinion igiven “controlling weight”if it is supported by: 1)
medically acceptable clinical and laboratorygiiastic techniques; and 2) is not inconsistent
with other substantial @ence in the case recoid. (citing Wilson v. Comm’r of Soc. Se878
F.3d 541, 544 (6th Cir. 2004)). When a treating phggs’s opinion does naheet these criteria,
an ALJ must weigh medical opinions in thecord based on certain factors. 20 C.F.R. §
404.1527(c)(2). In determining how much weightafford a particular opinion, an ALJ must
consider: (1) examining relationship; (2) treatinexationship — lengthfrequency, nature and
extent; (3) supportability — thextent to which a physician supgohis findings with medical
signs and laboratory findings; (4) consistency ef dpinion with the record as a whole; and (5)
specializationld.; Ealy v. Comm’r of Soc. Se&94 F.3d 504, 514 (6th Cir. 2010).

Importantly, the ALJ must give “good reastnfor the weight he gives a treating
physician’s opinion, reasons thateafsufficiently specific to mike clear to any subsequent

reviewers the weight the adjudicator gavethe treating source’s medical opinion and the

10



reasons for that weightltl. An ALJ’s reasoning may be briefllen v. Comm’r of Soc. Se&61
F.3d 646, 651 (6th Cir. 2009), but failure goovide any reasoning requires remaBthkely v.
Comm’r of Soc. Sec581 F.3d 399, 409B10 (6th Cir. 2009).

Good reasons are required even when thelgsion of the ALJ may be justified based
on the record as a whole. The reason-givinguirement exists, in part, to let claimants
understand the disposition of their cases, padity in cases where a claimant knows her
physician has deemed her disabled and mightevaldered when told by an ALJ she is not,
unless some reason for the agency’s decision is supjpligsbn 378 F.3d at 544 (quotations
omitted). “The requirement also ensures the ALJ applied the treating physician rule and permits
meaningful review of the AL§ application of the ruleld

Yuan-Hua Thakore MD. and Heather Poma PsyD.

The ALJ addressed the opinion of Yuan-Husakore MD. and Heather Poma Psy.D. as
follows:

In November 2012, the claimant’'s psycholégisand psychiatrist stated that the
claimant’'s symptoms were vocationally defaling and she was not able to work even
part time. Specifically psychoyly resident Heather Ponfasy.D., asserted that the
claimant would have difficulty more than éwty percent of the day in following detailed
instructions, working with others, making silaplecisions, interaction with others, and
adapting to changes. | grantlétiveight to the conclusion that the claimant was unable to
work. Such assessment involves vocational idenations about which the mental health
professionals were not experts. Moreoveg ttetermination of the ability to work is
reserved to the Commissioner. | also afford little weight to Ms. Poma’s specific
assessment. While the claimant had onganobizoaffective symptoms, the evidence
does not support such extreme degree of oéistns. Rather with treatment, the claimant
appeared to stabilize to some degree, with lardgadycal thoughtsand appropriate
behavior. Such capabilities indieathat she was able to complete the basic level of work
described in the residuunctional capacity.

(Tr. 55).
The determination of the ability to workrieserved to the Commissioner, and is outside

the realm of a mental health professionals’ etipe Because Drs. Poma and Thakore made the

11



determination she could not woeken part-time, the ALJ can afford their opinion on this matter
little weight because it is na medical opinion at all; butather, an opinion regarding the
ultimate issue of whether Plaintiff was disablethjch is to be determined by the Commissioner.
20 C.F.R. 8§ 404.1527(d\Vvarner v. Comm’r of Soc. Se@&75 F.3d 387, 391 (6th Cir. 2004)
(finding the determination of disability is the prerogative of the Commissioner, not a medical
source). Therefore, the ALJ gave good reasons$signing little weighto Drs. Thakore and
Poma’s opinion and his judgmieshould be affirmed.

Moreover, the specific opinion regarding tadsility to maintain concentration is not
supported by the evidence. Such extreme restnstare not consistenttv the evidence in the
record, which shows that although Plaintiff suffeesn schizoaffective symptoms she is able to
maintain logical thoughts, appropriate beloayviand maintain personal relationshipSeéTr.
392-93, 398-99, 468, 548-49, 562, 568). Drs. ThakorePorda opined restrictions that were
inconsistent with the record aswhole. As discussed in the &k opinion, the evidence displays
Plaintiff can perform the basic level of work deked in her RFC. (Tr53-55). Accordingly, the
ALJ gave good reason to accord little weigghbpinion of Drs. Thakore and Poma.

Other Source Opinion

Plaintiff asserts the ALJ erred in evding the opinions of Ms. Reddest and Ms.
Vantine. The regulations provide specificiteria for evaluating medical opinions from
“acceptable medical sources”; however, they doexpticitly address how to consider opinions
and evidence from “other sources”, inclogli“non-medical sources” listed in 88 404.1513(d)
and 416.913(d). SSR 06-3p clarifies opinions from other sources “are important and should be
evaluated on key issues such as impairnsenerity and functional effects.” SSR 06-3p, 2006

WL 2329939, at *3 (Aug. 9, 2006). SSR 06-3p also states other solnmelsl He evaluated
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under the factors applicable to opinions frtaaceptable medical sources” — i.e., how long the
source has known and how frequently the sourceskan the individuatonsistency with the
record evidence; specialty orear of expertise; how well ¢hsource explas the opinion;
supportability; and any other factors that teadsupport or refute the opinion. SSR 06-3p; 20
C.F.R. 8 404.1527(d)(2).

In the Sixth Circuit, “an Al has discretion to determiiee proper weight to accord
opinions from ‘other sources’Cruse v. Comm’r of Soc. Sgb02 F.3d 532, 541 (6th Cir. 2007).
While the ALJ “does not have a heightened dutarbitulation when addressing opinions issued
by ‘other sources’, the ALJ must netleeless “consider” those opiniortdatley v. Comm’r of
Soc. Se¢.2014 WL 3670078 (N.D. Ohiokee also Brewer v. Astru2012 WL 262632, at *10
(N.D. Ohio 2012) (“SSR 06-3p does not includeexipress requirement for a certain level of
analysis that must be included in the decision of the ALJ regarding the weight or credibility of
opinion evidence from ‘other sources.”).

Andrea Reddest, LISW

The ALJ addressed Ms. Reddest, LISW, as follows:

Three months later, Andrea Reddest, LISV d@haimant’s counselor, asserted that the
claimant would have noticeable difficulty meothan twenty percent of the time with
understanding, memory, maintaining concerdrafor extended periods, and following
instructions (B6F/2). According to Ms. Reddest, the claimant would have similar
struggles working without interruptions anglsponding to changes in the work setting
(B6F/3). | afford little weight to Ms. Reddeopinion. She was not an acceptable medical
source. More importantly, the medical record does not support such extreme limitations.
While the claimant had ongoing problemsthwdepression and hallucinations, she
generally had appropriate bel@ and logical thoughts. Sudhcts suggeghat she was
capable of more than Ms. Reddest asserted.

(Tr. 55).
Thus, the ALJ found Ms. Reddest's opinion skiobk given little weight because it is

inconsistent with the record. (Tr. 55). The Aldid not fully explainhis reasoning at this

13



particular point, but did explaiclearly in the analysis what his reasoning was. Ms. Reddest is a
social worker, and not an acceptable medicalrce. Consequently, the ALJ did not have to
accept, explain, or give good reasons for the weighgjave to Ms. Reddest’s statements about
Plaintiff's limitations, the discussion oferevidence in the opinion was sufficient.

The ALJ showed while Plaintiff hadongoing problems with depression and
hallucinations, she generally had appropria&havior and logical tughts. (Tr. 55). One
example the ALJ used was in January 2011, Pifawas generally calmwell-kempt, had fair
contact, her cognition was grogshtact, and she denied hagi any violent ideation. (Tr. 53,
398-99). In February 2011, Plaifis thoughts were linear antklevant, and in late 2011 she
reported therapy techniques helped alleviatestress. (Tr. 54, 468, 473). Plaintiff continued to
have cooperative and logical thoughts 20T2eatment notes from August 2012 reflect
Plaintiffs mood was stable, shwas alert and oriented, astle said she was doing alright
overall. (Tr. 54, 560). There is sufficient eviderto support the ALJ'soniclusion Plaintiff was
more capable than Ms. Reddest opined lis decision is affirmed. (Tr. 55).

Maureen Vantine, ANP

The ALJ addressed the opinion of Ms. Vantine as follows:

In May 2012, Maureen Vantine, ANP one of the claimant’s treating sources, opined that
the claimant could lift ten to twentpounds occasionally and five to ten pounds
frequently. Ms. Vantine said that the ognt had an unsteady gait, limiting to her
standing and walking only one hour per workdad ten minutes at a time. According to
Ms. Vantine, the claimant could never dipbalance, kneel, crawl. Ms. Vantine also
noted that the claimant had ongoing mildt lextremity weakness. According to Ms.
Vantine, the claimant would be off taskntpercent of the day because of symptoms
impairing her concentratioand attention. Ms. Vantineoncluded that the claimant
would miss one day of work per month. | gréitite weight to Ms. Vantine’s opinion.
She was not an acceptable medical source. Mapertantly, the record does not support
such extreme restrictions. Rather, the claimant had only minmg#treeficits and she
did not appear to have regular substargizures. Such facts suggest that she was
capable of more than Ms. Vantine asserted.

14



(Tr. 57).

The ALJ was not obligated to give good &@as for the weight he attributed to Ms.
Vantine’s opinion because, as a nurse, shensasin acceptable medical source. 20 C.F.R. 88
404.1513 (a), (d)(1). Therefore, sian to Ms. Reddest, the ALJ 3ot obligated to give good
reasons for the weight attributed. The ALJ st®&ntiff had only minostrength deficits on her
right side and mostly normal strength omr ledt side. (Tr. 56, 57, 541-42, 548-49, 551, 575).
The discussion of medical evidence elsewher¢hen analysis clearly show the record could
indeed support a range of lighork, inconsistent with Ms. Vantine’s statement. Also the ALJ
stated in 230 pages of medical records, seg are only mentioned twice, which is not
consistent with Plaintiff having regular subtial seizures. (Tr. 5380-81, 575). Therefore, the
ALJ’'s decision regarding Ms. Vantine’'s opani was based on substantial evidence and is
affirmed. (Tr. 57).

CONCLUSION

Following review of the arguments preseht¢he record, and the applicable law, the
Court finds the Commissioner’s @sion denying DIB applied the oect legal standards and is
supported by substantial evidence. Thereforegitision of the Commissioner is affirmed.

IT IS SO ORDERED.

s/James R. Knepp, I
United States Magistrate Judge
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