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UNITED STATES DISTRICT COURT

MIDDLE DISTRICT OF PENNSYLVANIA

JENNIFER L. LOCKE CASE NO. 3:13cv-01884GBC
Plaintiff,
(MAGISTRATE JUDGE COHN)
V.
CAROLYN W. COLVIN, MEMORANDUM

ACTING COMMISSIONER OF
SOCIAL SECURITY,

Defendant. Docs. 1, 10, 11, 12, 13, 14, 15

l. Introduction

The abovecaptioned action is one seeking review of a decision of the Commissioner of
Social Security ("Commissioner”) denying the application of Plaintd@hnifer Lockefor
supplemental security income (“SSI”) and disability insurance benefits (“DIB”) und&atial
Security Act, 42 U.S.C. 8840433, 13821383 (the “Act”). The ALJ foundthat Plaintiff could
engage in simple, repetitive, routine work in a static work environment with ehamgoutine
that are few and easily explained, limited to occasional, superficial interaction withkeosvo
and supervisors and no interaction with the public. The ALJ noted that, while Plaesdtd
help two or three days per week, she lived alone with two young children and catezhidyt
herself on the other days. Plaintiff had maintained a romantic relationship withthlee 6¢f her
childrensince the seventh grade, could perform activities of diailyg, reported that she could
handle money, and had worked at various full-time jobs for up to a year.

Plaintiff challenges only three aspects of the ALJ’s decision. First, Plaintiff atisatrts
her borderline intellectual functioning should have been considered a severenempat step

two. However, the ALJ clearly addressed Plaintiff's intellectualcfioning in his RFC
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assessment, and included significant mental limitations. Thus, any error at step two was
harmless. Second, Plaintiff challenges the ALJ’s failure to acknowladgpnsultative opinion
from 2006, three years prior to the alleged onset date and five years prior to het prese
application. However, the state agency physician in the present chgeedrthis opinion, and,
while finding it to be not current, noted the 1Q tests results contained within it and limited
Plaintiff to simple andoutine work. The ALJ discussed and partially adopted the state agency
physician’s opinion, and implicitly adopted his analysis of the 2006 opinion. Moreover, the 2006
opinion indicated extreme limitations, defined as “no ability” to function, in Plaintiff's ability to
work in a routine and usual work setting, but Plaintiff withdrew her applicatif@wamonths
later because she was working ftithe. Third, Plaintiff asserts that the ALJ failed to address
one of her GAF scores. However, an ALJ is not nexlito discuss every single piece of
evidence. While Plaintiff was assessed a GAF sobi®0 in March of 2011, she did not seek
mental health treatment until June of 2012, and when she sought treatment in June of 2012, she
was assessed a GAF score of 60. Every subsequent GAF score that was before the ALJ was
either a 55 or a 60. Thus, the ALJ’s failure to cite this single piece of evidence does not
undermine the substantial evidence that supports his decision. A reasonable mind azptld ac
the evidence t&d by the ALJ as adequate to find that Plaintiff could engage in a rangeptd,sim
low-stress work, so the Court will affirm the decision of the Commissioner and deny Plaintiff's
appeal.
I. Procedural Background

OnMay 3, 2011 Plaintiff filed an applicatio for SSI under Title XVI of the Act and for

DIB under Title 1l of the Act. (Tr.209-223. On June 7, 2011, the Bureau of Disability

Determination denied these applications (15-100, and Plaintiff filed a request for a hearing
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on August 29, 2011 (Tr. 112-114. On Februaryl9, 2013 an ALJ held a hearing at which
Plaintiff—who was represented by an attorreand a vocational expe(tVE”) appeared and
testified. (Tr.41-71). On April 5, 2013, the ALJ found that Plaintiff was not disabled and not
entitled to benefits. (Tr7-18). On April 5, 2013 Plaintiff filed a request for review with the
Appeals Counci(Tr. 6), which the Appeals Council denied on June 13, 2013, thereby affirming
the decision of the ALJ as the “final decision” of the Commissiofier 1(5).

On July 10, 2013, Plaintiff filed the abovmptioned action pursuant to 42 U.S.C. §
405(g) to appeal the decision of the Commissioner. (Doc. 1). On November 20, 2013, the
Commissioner filed an answer and administrative transcript of proceedings. (DD, 11 On
December 19, 2013, Plaintiff filed a brief in support ef &ppealand a statement of material
facts(“PI. Brief”). (Doc. 12, 13). On February 23, 2014, Defendant filed a bndfstatement of
factsin response (“Def. Brief?)(Doc. 14, 15). On April 29, 2014, the Court referred this case to
the undersigned Magistrate Judge. Both parties consented to the referral of this case for
adjudication to the undersigned on June 19, 2014, and an order referring the case to the
undersigned for adjudication was entered on June 19, 2014. (Doc. 17

[l Standard of Review

When reviewing the denial of disability benefits, the Court must determine whethe

substantial evidence supports the denial. Johnson v. Commissioner of So¢iaPSéc3d 198,

200 (3d Cir. 2008)Brown v. Bowen 845F.2d 1211, 1213 (3d Cir. 1988 ubsantial evidence

is a deferential standard of revieeeJones v. Barnhar364 F.3d 501, 503 (3d Cir. 2004).

Substantial evidence “does not mean a large or considerable amount of evidence.” Pierce v.
Underwood 487 U.S. 552, 564 (1988pubstantial evidence requires only “more than a mere

scintilla” of evidencePlummer v. Apfel 186 F.3d 422, 427 (3d Cir. 1999), and may be less than
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a preponderancelones 364 F.3d at 503. If a “reasonable mind might accept the relevant
evidence as adegte” to support a conclusion reached by the Commissioner, then the

Commissioner’s determination is supported by substantial evidence. Monsour Med. Ct

Heckler 806 F.2d 1185, 1190 (3d Cir. 1986); Hartranft v. Apfiel81 F.3d 358, 360 (3d Cir.

1999);Jahnson 529 F.3d at 200.
V. Sequential Evaluation Process
To receive disability or supplemental security benefits, a claimant must demonstrate an
“inability to engage in any substantial gainful activity by reason of any medicallyrdetdrie
physical @ mental impairment which can be expected to result in death or which has lasted or
can be expected to last for a continuous period of not less than 12 months.” 42 U.S.C. §
423(d)(1)(A); 42 U.S.C. § 1382c(a)(3)(A). The Act requires that a claimant fdoildisdenefits
show that he has a physical or mental impairment of such a severity that:
He is not only unable to do his previous work but cannot, considering his age, education,
and work experience, engage in any other kind of substantial gainful vinick exists in
the national economy, regardless of whether such work exists in the immedata ar
which he lives, or whether a specific job vacancy exists for him, or whether he would be
hired if he applied for work.
42 U.S.C. 8 423(d)(2)(A); 42 U.S.C. 8§ 1382c(a)(3)(B).

The Commissioner uses a figeep evaluation process determine if a person is eligible

for disability benefits.See20 C.F.R. 8§ 404.152Ge alsoPlummer 186 F.3d at 428If the
Commissioner finds that a Plaintiff is disabled or not disabled at any point in the sequence,
review does not proceed&ee 20 C.F.R. § 404.1520The Commissioner must sequentially
determine: (1) whether the claimant is engaged in substantial gainful activity; (2) whether the
claimant has a severe impairment; (3) whether the claimant’s impairment meets or equals a listed

impairment from 20 C.F.R. Part 404, Subpart P, Appendix 1; (4) whether the claimant’s
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impairment prevents the claimant from doing past relevant work; and (5) whethé&aithant's
impairment prevents the claimant from doing any other w8de 20 C.F.R. 88 404.1520,
416.920 Before moving on to step four in this process, the ALJ must also determine Faintiff
residual functional capacityRFC’). 20 C.F.R. 88 404.1520(e), 416.920(e).

The disability determination involves shifting burdens of proof. The claimans Ilear
burden of proof at steps one through four. If the claimant satisfies this burdenhéhen t
Commissioner must show at step five that jobs exist in the national economy that a person with

the claimant’s abilities, age, education, and work experience can peMasun v. Shalale094

F.2d 1058, 1064 (3d Cir. 1993). The ultimate burden of proving disability within the meaning of
the Act lies with thelaimant See42 U.S.C. § 423(d)(5)(A); 20 C.F.R. § 416.912(a).
V. Relevant Facts in the Record

Plaintiff was born on October 31, 1986d was classified by the regulations g®anger
individual through the date of the ALJ decision. 20 C.F.R. 8§ 404.1563. (T). 2@e hasa
limited education and past relevant work as a material haralkeain cleaner, a cashier, and a
warehouse worke(Tr. 16).

Plaintiff's school records indicated that standardized tests showed thatbiinaFy of
2004,Plaintiff could read at a sixtrade level. (Tr. 314). Her word accuracy on graded passages
ranged from 9D85% and her comprehension ranged from 55% to 100%. (Tr. 315). On
standardized tests that assess math computation without the aid of a calculator, Plaintiff tested at
a 6.5 grade level. (Tr. 315). Her individualized education plan noted that Plaintifpfogress
in the general education curriculum with accommodation and adaptations. [Plaimifflivated
to be successful in school. When she reads, she uses context clugshier lieglcode unfamiliar

reading. [Plaintiff] needs to increase her reading, written langaagemath skills.” (Tr. 315). It
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indicated that she was interested in joining the military after high school and that her interests
include tattooing, fouwheeling, swimming, fishing, hunting, roller blading, andgames
biking. (Tr. 315)Accommodationsncluded the use of a learning classroom to read tests orally,
allow her to use a computer for writing/editing, use a Franklin Speller in thexamas, provide
extended time for quizzes and tests, and provide a word bank for-aitthi blank complet
questions. (Tr. 319). The IEP team determined that Plaintiff did not need an extehdeld sc
year. (Tr. 321). Plaintiff withdrew from school in April of 2Q0der eleventh grade yedr.
311).

Plaintiff became pregnant with her first child around Zaypwof 2006. (Tr. 462). She filed
her first application for benefits on March 27, 2006 (Td4). As part of the previous
determination, she was evaluated by Dr. Edward Yelinek, Ph.D. on July 6, 2006. (Tr. 338). She
entered her exam with Dr. Yelinek statitijs a hot muggy day and I'm pregnant.” (Tr. 338).
She was nineteen years old at the time. (Tr. 338). She indicated that, six mdrghsafiar a
customer complained about an order at the restaurant she worked, she “told [hed ocoone
pick [her] up or [she] was going to drive [her] car into a tree.” (Tr. 338). Her mtabkrher to
the emergency room, where she calmed down after two hours. (Tr. 338). She explaiskd that
was treating with Dr. Joseph Stewart, D.O., and had been taking lithium and Pralzsiveugot
pregnant. (Tr. 319). She admitted to fairly heavy use of marijuana, “about thesedach day
for a long time,” until she got pregnant. (Tr. 339). She indicated that, over thé&lasbrghs,
she had been living with her parents and cleaning their house, and they seemed to approve of the
job she was doing. (Tr. 339). She was angry, anxious, depressed, and had a surly défneanor
340). She indicated poor sleep and poor appetite but good energy. (Tr. 340). She had a good

group of friends with whom she associates. (Tr. 340).
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Plaintiff's fund of information was poor. She did not know the number of weeks in a
year, know the direction the sun rose, and couldpediorm serial sevens. She could not spell
the word world backwards and her attention and concentration were poor. (Tr. 340). “Her ability
to perform simple arithmetic calculations remains intact.” (Tr. 340). Her range of concept
formation was “fairly concrete.” (Tr. 340). Her perceptions wetact; there was no evidence of
hdlucination, obsession, delusion, compulsion, or unusually fears (Tr. 340). Her thought
processes appeared goal directed and her memory was intact. (Tr. 340). &lgudgeient was
poor but her tested judgment was intact. Plaintiff had a full scale [f4,0fvhich was in the
range of borderline intellectual functioning and the represented the fourth perd@mt 342).

He diagnosed her with Bipolar Il Disorder, Borderline Intellectual Ronimg, Rule Out
Borderline Personality Disorder, and assessed her to have a GAF of 45. (Tr. 342nhddietiogut

she would need assistance managing funds awarded to her, and opined that her prognosis was
guarded. (Tr. 342). He opined that she had moderate limitations in her ability to understand,
remember, and cargut short instructions and interact with the public. (Tr. 344). He opined that
she had marked limitations in her ability to understand, remember, and carry aigddet
instructions, make judgments on simple, woglated decisions, and interact approgfiaivith
supervisors and coworkers. (Tr. 344). He opined that she had extreme limitationabilityeto
respond appropriately to work pressures in a usual work setting or respond appropriately to
changes in a routine work setting. (Tr. 344). Extremmatditions were defined as “no ability to
function” in a given area. (Tr. 344).

However, despite Dr. Yelinek's opinion that Plaintiff had no ability to function in her
ability to respond appropriately to usual and routine work settings, Plauttiidirewher request

for applications on May 17, 2007. An order of dismissal dated May 21, 2007 states:
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The claimant contacted this offica May 17, 2007. The claimant asked to withdraw the

request for hearing, rgie she is presently working. The record shows thatclaimant

was fully advised of the effects of this action, including dismissal of theeseédar

hearing with the result that the reconsideration determination [denyingiteemefuld

remain in effect.
(Tr. 74).

On March 26, 2009, Plaintiff had a positive pregnancy test at Waynesboro Hospital. (Tr.
441). However, no fetal heartbeat was detected, so a falipsonogram to determine viability
was recommended. (Tr. 441). Plaintiff discontinued her lithium upon learning she \gaanire
(Tr. 459) On April 2, 2009, a followup sonogram indicated a fetal heartbeat. (Tr. 438). On
June 1, 2009, Plaintiff reported to her gynecologist that she was getting masddist work,
but that home was “ok.” (Tr. 549). On June 4, 2009, Plaintiff indicatedstieatvas becoming
very anxious while working at SaazelLot, her chest gets tight, she shakes, and she “can’t turn
[her] mind off at night.” (Tr. 549). She was advised to folo/with her primary care provider.
(Tr. 549).

On October 19, 2009, Plaintiff presented to the emergency room with blood in her urine.
(Tr. 379). She was thirtgix weeks pregnant. (Tr. 379). She was admitted, and her psychological
exam was within normal limits. (Tr. 352). On October 20, 2009, Plaintiff's mera#lisst
examination vas within normal limits, she was alert, oriented, cooperative, relaxed, hehtsoug
were clear, and her memory was intact. (Tr. 357, 359, 362). She was discharged home in stabl
condition with her significant other. (Tr. 379). Plaintiff continued to have pain, so sha had
cesarean section on November 6, 2009. (Tr. 458). She gave birth to a daughter, her postoperative
course was uneventful, and she was discharged home two days later. (Tr. 458).

On December 15, 2009, Plaintiff presented to the emergency room at Waynesboro

Hospital complaining of left flank pain. She was oriented to people, place, and time, and her
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mood and affect were normal. (Tr. 644).

On August 12, 2010, Plaintiff presented to the emergency room at Waynesboro Hospital
complaining of a headache. (Tr. 591). She also reported anxiety. (Tr. 591). Sladevaand
oriented. (Tr. 592).

On November 8, 2010, Plaintiff saw Dr. Joseph Stewart, D.O., her primary careigysi
at Waynesboro Family Medical Associates. (Tr. 696). She was complaining of @ssnbruscle
spasms, neck pain, and headache, and Dr. Stewart noted “I feel most of this is ialleasaait
stress and tension.” (Tr. 696). He also “counseled [Plaintiff] today, trgimgve her more self
esteem and setfonfidence.” (Tr. 696 He wrote “[s]he is asking whether | can consider her as
being permanently disabled to Social Security. | have told her that | ¢amkt$0.” (Tr. 696).

He placed her on Flexeril and told her to folloyw in three weeks if she did not improve. (Tr.
696).

On February 3, 2011, Plaintiff saw Anna Benner, PA-C at Waynesboro. (Tr. 694-95). She
was requesting disability forms be filled out. (Tr. 695). She reported mood probleins a
appeared anxious, so she was referred to a psychiatrist. (Tr. 695). Plaliotived-up with Ms.

Benner on March 3, 2011. (Tr. 602). She indicated that she had stopped taking lithium because it
kept her from sleeping and she did not feel that Xanax was helping her. (Tr. 602). Her speech
was slightly pressured. (Tr. 602).

On Mard 10, 2011, Dr. Syyeda Syed, M.D., performed a psychiatric evaluation. (Tr.
560). Plaintiff reported that she had been treating her bipolar disorder with herypoanar
physician, Dr. Stewart, for the previous five years, but that her lithium was nkingio(Tr.

558). She indicated she stopped taking it the month earlier. (Tr. 559). She reported smoking

marijuana two to three times daily. (Tr. 559). She reported up and down moods, with significant
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manic and depressive symptoms. (Tr. 559). She alsoatediengaging in selmutilation
beginning in the seventh grade, most recently three months previously. (Tr. 558). &héhstat

it was hard for her to discuss these symptoms and that the interview Wiag imar very upset

and frustrated. (Tr. 558). Shexplained that she dropped out of school in the eleventh grade
because she did not like school and everything annoyed and frustrated her. (Tr. 559). She
indicated that she had been with her fiancé since seventh grade and had two children.with him
(Tr. 559).

Dr. Syed observed that she appeared very guarded and irritable and her affect was
agitated. (Tr 558). Her thought process was incoherent and had loose association, with poor
attention and concentration, poor insight, and impaired judgment. (Tr.&%®)vas negative for
psychosis and cognitively intact. (Tr. 559). She refused to take any nnaditdeit would cause
weight gain. (Tr. 559). She was also “not interested in therapy” and was strduiggdato stop
the use of alcohol and marijuana. (Tr. 560). Dr. Syed diagnosed her with Bipdiapidler,
most recent episode hypomania, anxiety disorder, not otherwise specifiedhisainsse, rule
out dependence, borderline personality disorder, and assessed her a GAF of 50).(Tes/Es9
included noncompliance, limited insight, and poor coping skills. (Tr. 559).

On March 23, 2011, an MRI of Plaintiff's mecal spine indicated enhancsdjnal that
showed the possibility of demyelinating disease. (Tr. 573). On March 25, 2011, an MRI of
Plaintiff's brain was normal except for “incidental finding of a lamgecousretention cyst in the
left maxillary sinus and mucosal thickening in the right frontal sinus.” (Tr. 57@)M@rch 26,

2011, a follow-up MRI of the cervical spine showed no abnormal enhancement. (Tr. 571).

On April 21, 2011, Plaintiff had a neurological consultation at Wellspan Neurolagy w

Dr. Xi Lin for her right side numbness. (Tr. 665). She noted that Plaintiff's repBainbrmal
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brain and spinal cord without increased enhanced. (Tr. 666). Examination showedeatecrea
sensation on the right. (Tr. 666). She reported fatigue and weight loss, diffisiihy
concentration, insomnia, and change in mood. (Tr. 666). Her neurological exam showed limb
weakness, loss of coordination, loss of sensation, and involuntary movements. (Tr. 666).
Objectively, she was alert and oriented to person, pkue time. (Tr. 667). She had “normal
affect and expression,” “normal memory with normal attention span,” “normaklspaed
volume, no aphasia, good insight with a good fund of knowledge.” (Tr. 667).

On May 8, 2011, Plaintiff presented to the emergency room at Waynesboro Hospital with
jaw pain. (Tr. 565). She was alert and indicated that she had no emotional issues. (Tr. 565)

On May 11, 2011, Plaintiff followedp with Dr. Lin. (Tr. 669). She reported that she
sometimes “had visual hallucination, and read sentences from paper not seen by (Gthers
670). She reported difficulty with concentration, hallucinations, nervousmessnood swings.
(Tr. 670). However, she was she was alert and oriented to person, place and time,” had “good
insight with a good fund of knowledge” and “normal affect and expression.” (Tr. 670). She did
not make any observations related to her memory or concentration. (Tr. 670).

On May 18, 2011, Plaintiff completed a Function Report. (Tr-@%9 She indicated that
she lives with her children and spends her day making food for them, cleaning, and caring fo
them. (Tr. 260). She indicated that family members help her care for her childre26@).rShe
indicated problems with her personal care as a result of problems in her hamatasitethas
trouble sleeping. (Tr. 260).She reported that she cleans every day, but that her mother does he
laundry. (Tr. 261). She indicated that she can drive, leave the house alone, and shop in stores for
up to two hours as long as she was not overwhelmed. (Tr. 262). She reported that she was able to

pay bills, count change, handle a savings account, and use money orders. (Tr. 262). Sbe indicat
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that she spends time with people every day that she can and goes to her boyfoaesd'and
spends time with her boyfriend’s mother. (Tr. 261). She reported that she has prgbténg
along with people because she can just “blow up” and does not like to be around people. (Tr.
262). She indicated that she has problems with concentrating, but not memory, comgs&ting t
or following instructions. (Tr. 262). She stated that she gets angry around auilari#g fand
“shuts down” and does not handle stress or changes in routine well. (Tr. 262).

On June 10, 2011, Plaintiff’'s mother completed a Function Report. (T¥727®Bhe
reported that she spends three days a week with Plaintiff doing her laundry, vagtheipmg
with the kids, cooking, and doing dishes. (Tr. 270). She reported that Plaintiff spends her day
caring for her children, bathing them, feeding them, cleaning, visiting heridiays mother,
playing with them, and putting them to bed. (Tr. 271). She reptmsdPlaintiff has problems
sleeping and problems with her personal care as a result of physical problen21(TiShe
indicated that Plaintiff can do chores, but needs assistance. (Tr. 273). She indicd®éalrthtit
can drive, leave the house alone, and go shopping for up to two hours. (Tr. 273). She reported
that Plaintiff can pay bills, count change, handle a savings account, antbneg orders. (Tr.
273). She indicated that Plaintiff watches television and movies on “good daygbasan her
laptop and to the woods every day. (Tr. 274). She reported that Plaintiff spends time wgh other
but has problems getting along with others. (Tr. 275). She indicated problems withymemor
completing tasks, concentration, understanding, following instructions, and getingy veith
others. (Tr. 275). She reported that Plaintiff can only pay attention for five miriiaesyee and
does not follow instructions, handle stress, get along with authority figures, or hanthe<ima
routine well. (Tr. 275¢6).

On June 2, 2011 and August 12, 2011 Plaintiff followedwith Dr. Lin. (Tr. 1044,

Pagel2 of 30



1047). At both visits, she continued to complain of right upper extremity numbness and tingling.
(Tr. 1044, 1047). In her reports of psychological symptoms, she “denie[d] any problem withi
category.” (Tr. 1045, 1048). She was “alert and oriented to person, place and time,” had “good
insight with a good fund of knowledge” and “normal affect and expression.” (Tr. 1045, 1048).
She did not make any observations related to her memory or concentration. (Tr. 1045, 1048).

On September 16, 2011, Plaintiff followeg with Dr. Lin. (Tr. 1040). She was showing
symptoms of a demyleninating condition, and reported lightubeds and two brief episodes of
lapses in awareness. (Tr. 1041). She also reported that, “lately, she has beenpisnieg f
stuttering, slurred speech, and drooling.” (Tr. 1041). In her report of psychologwpatosys,
she “denie[d] any problem within category.” (Tr. 1041). She was “alert and orienfeasn,
place and time,” had “good insight with a good fund of knowledge” and “normal afihett
expression.” (Tr. 1041). She did not make any observations related to her memory or
concentration. (Tr. 1041).

On October 24, 2011, Plaintiff followagp with Dr.Lin. (Tr. 1036). She thought that her
recent steroid injection had helped “tremendously,” but complained of recent pgaddng
movements in her right lower extremity. (Tr. 1036). In her report of psydealogymptoms,
she “denie[d] any problem within category.” (Tr. 1037). She was “alert and orienfeison,
place and time,” had “good insight with a good fund of knowledge” and “normal afihett
expression.” (Tr. 1028). She did not make any observations related to her memory or
concentration. (Tr. 1037).

On November 14, 2011, an MRI of Plaintiff's brain indicated that the brain was
unremarkable in appearance, unchanged from the previous MRI dated May 17, 2011, and that

there was a mucous retention cyst in the left maxillary sinus. (Tr. 719). Rlnolthe cervical
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spine indicated abnormal increased signal intensity similar to the pray #tat could indicate
demyelinating disease. (Tr. 720).

On December 23, 2011, Plaintiff followegb with Dr. Lin. (Tr. 1030). Her right
extremity paresthesibad responded very well to the steroid injection, but she continued to
complain of exquisite tenderness and pain in the lower cervical spine, witbdlirelp from
various treatments. (Tr. 1031). In her report of psychological symptoms, she[d{ieamg
problem within category.” (Tr. 1031). She was “alert and oriented to person, plhdene,”
had “good insight with a good fund of knowledge” and “normal affect and expression.” (Tr.
1031). She did not make any observations related to her memory or concentration. (Tr. 1031).
The lesion on the right side of her cervical spine was unchanged. (Tr. 1035). Shedreceive
another steroid injection. (Tr. 1035). She reported pain relief and improved range of motion
shortly after the injection. (Tr. 1035).

On February 22, 2012, Plaintiff followagp with Dr. Lin for her single demyelinating
plaque in her cervical spine. (Tr. 1027). In her report of psychological symptoms, shé¢dldenie
any problem within category.” (Tr. 1028). She was “alert and oriented to peisae, and
time,” had “good insight with a good fund of knowledge” and “normal affect and eiqméess
(Tr. 1028). She did not make any observations related to her memory or concentration. (Tr.
1028).

On April 2, 2012, Plaintiff presented to Dr. Joseph Stewart, D.O., complaining of
problems concentrating, “especially when it comes to helping her children ofwvifud
instructions from school to help her children with home work etc.” (Tr. 1062). He $addkat
she try Adderall 10 mg for two to three weeks then reassess. (Tr. 1062).

On June 12, 2012, Plaintiff was seen at Behavioral Health Services. (Tr. 1023). She
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indicated she was more anxious, had trouble sleeping, and was stressed. (Tr. 1928&rHo
she also indicated that she was doing better and in the process of applying forydig&hilit
1023). She was assessed a GAF of 60. (Tr. 1023).

On July 12, 2012, Plaintiff was seen at Behavioral Health Services. (Tr. 1022). She
reported that she was doing “ok” and doing “better” and came in for disabipgnpark. (Tr.
1022). She was assessed a GAF of 60. (Tr. 1022).

On August 5, 2012 and August 7, 2012, Plaintiff presented to the emergency room at
Waynesboro Hospital complaining of severe neck and flank pain. (Tr. 812, 843). She was alert
oriented,and her mood and affect were normal. (Tr. 812). On August 12, 2012, Plaintiff
presented to the emergency room at Waynesboro Hospital complaining of continkighinec
(Tr. 760). She was negative for anxiety, depression, numbness, weakness, andydifficult
speaking. (Tr. 760). She was oriented and her mood and affect were normal. (Tr. 761).

On August 13, 2012, Plaintiff was seen at Behavioral Health Services. (Tr. 1021). In her
updated treatment plan, she complained of increased anxiety and reporteaf atless. (Tr.
1021).

On September 13, 2012, Plaintiff followeg@ with Dr. Syed. (Tr. 1025). She reported
bad anxiety as she had a bad episode two weeks earlier when her fathesaoit. l{&r. 1025).

She “snapped” on her father and had lost contact with her mother. (Tr. 1025). She was feeling
overwhelmed with school and her boyfriend was set to be released from jail in éke. Er.

1025). However, notes indicate “otherwise mood is stable doing fine” and she waspleeati
medication without sigl effects. (tr. 1025). On her mental status exam, her thought content was
preoccupied with anxiety cognitions. (Tr. 1025). However, she “appeared calm asdnplea

alert and oriented.” (Tr. 1025). She made fair eye contact and had norexi.sfie. 102h Her
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mood was “fine’ and affect appeared bright.” (Tr. 1025). She had no psychomotor agitation or
retardation and her thought process was coherent and goal directed. (Tr. 1025). Thave was
evidence of delusion, she denied hallucination, her attention span was normal, ln¢rnasig

fair and her judgment was intact. (Tr. 1025). She was assessed a GAF of 55. (Tr. 1025).

On October 10, 2012, Plaintiff presented to the emergency room at Waynesboro Hospital
complaining of cramping. (Tr. 962). She was alert, oriented, and had normal moodeand af
(Tr. 962).

On November 13, 2012, Plaintiff followagy with Dr. Syed. (Tr. 1073). Her boyfriend
was out of jail. (Tr. 1073). She was getting along with her father and her “masgdl §n high
side not feeling depressed.” (Tr. 1073). She reported anxiety, difficulty conasgtieatd racing
thoughts, but denied change in appetite or energy level, agitation, confusion, delusion,
depression, hallucination, homicidal thoughts, suicidal thoughts, loss of interesisivie
thoughts, compulsive behaviors, sleep pattern disturbance, impulsivity, and panic. (Tr. 1073). On
her mental status exam, her thought content was preoccupied with anxiety cogfitioh373).
However, she “appeared calm and pleasant, alert aedted.” (Tr. 1073). She made fair eye
contact and had normal speech. (Tr. 1073). Her mood was “fine’ and affect appeghed br
(Tr. 1073). She had no psychomotor agitation or retardation and her thought process was
coherent and goal directed. (Tr. 1073). There was no evidence of delusion, she denied
hallucination, her attention span was normal, her insight was fair and her judgmentagas
(Tr. 1073). She was assessed a GAF of 55. (Tr. 1073).

On December 11, 2012, Plaintiff followegh with Dr. Syed. (Tr. 1025). She reported
that Seroquel sometimes made her sleepy and requested another mooerst@hiliA071).

However, she indicated that she only had “some depressed days” and rated her depression a
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only as two out of ten (Tr. 1071). She denied agitation, anxiety, confusion, delusions,
hallucinations, loss of interest, obsessive thoughts, compulsive behaviors, nacigits, sleep
pattern disturbance, homicidal thoughts, and suicidal thoughts, impulsivity, and (Bmic.
1071). On her mentaltatus exam, her thought content was preoccupied with anxiety cognitions.
(Tr. 1071). However, she “appeared calm and pleasant, alert and oriented.” (Tr. 1071). She made
fair eye contact and had normal speech. (Tr. 1071). Her mood was *“fine’ and aifectred
bright.” (Tr. 1071). She had no psychomotor agitation or retardation and her thought pragess w
coherent and goal directed. (Tr. 1071). There was no evidence of delusion, she denied
hallucination, her attention span was normal, her insight was fair and her judgmentagas
(Tr. 1025). She was assessed a GAF of 55. (Tr. 1071).

On January 9, 2013, Plaintiff followed up with Dr. Syed. (Tr. 1115). She reported “stable
mood doing fine” and that she was tolerating her medications with no side effectsadut w
anxious about her upcoming disability hearing. (Tr. 1115). She reported depréessidenied
agitation, anxiety, confusion, delusions, hallucinations, homicidal and suicidal thplagst of
interest, obsessive thoughts, compulsive behaviors, racing thoughts, sleep pattdsandistur
impulsivity or panic. (Tr. 1115). On her mental status exam, her thought content was
preoccupied with anxiety cognitions. (Tr. 1115). However, she “appeared calm asdnplea
alert and oriented.” (Tr. 1115). Sheade fair eye contact and had normal speech. (Tr. 1115). Her
mood was “fine’ and affect appeared bright.” (Tr. 1025). She had no psychomotor agitation or
retardation and her thought process was coherent and goal directed. (Tr. 1115). Thave was
evidene of delusion, she denied hallucination, her attention span was normal, her insight was
fair and her judgment was intact. (Tr. 1115). She was assessed a GAF of 55. (Tr. 1115).

On February 19, 2013, Plaintiff appeared and testified at the ALJ hearing. (Tr. 43). She
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testified that she dropped out of school in the tenth grade because “it just got too hard to
understand anything” and had started special education classes in fourttogradéhf English,
and reading. (Tr. 45). She testified that she was abtead “a little bit” but that it was “really
hard.” (Tr. 46). She testified that her mother helped her fill out the social sfounity and that
she sometimes had to have her mother come over and explain the mail to her. (Tr. 46). She
testified that sheould pay her bills, but that her parents had to give her checks or money orders
that were already filled out because she was unable to fill them out. (Tr. 4&Gd®iteed that
she had a driver’s license, and had not needed any special accommoddtkimgyithe driver’s
license test. (Tr. 47). She testified that she needed help caring for hegrghalges three and six,
but that she only needed help two or three days a week. (Tr. 47). She testified thdtlsdre di
own laundry and, wheaskedif she“ever” needed help with laundry, responded “no. Not really.
It's not that hard to do” (Tr. 47). She testified that she was able to cook and clean, but that it
sometimes takes her all day because her brain gets scattered. (Tr. 47). Sineckxipht when
she goes grocery shopping, her father has to take her so she does not “snap out” and act
inappropriately. (Tr. 47). She reported that she sometimes has explosive bouts.dfTang8y.

She testified that her mental impairments caused problems at ewcakide if she could
not understand instructions from a supervisor, she would break down emotionally, getraohgry, a
have to leave work. (Tr. 49). She explained that her supervisor had threatened to finemer w
this happened, but she quit before they fired her or she got arrested. (Tr. 49). She reported that
she had thrown her boyfriend up against a wall and thrown him out of the car while drivimg whe
she was not on her medication. (Tr. 50). She testified that her symptoms are “up and dbwn” wit
treatmentbut that her medication causes no side effects. (Tr. 51). She testified that hgr anxie

with having to leave the house, or people asking her questions, caused panic attatksehree
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per week. (Tr. 51). She testified that she sometimes gets hallucinations, bthethare
difficulty to describe. (Tr. 51). She stated that she could sometimes watch a thirty siicte
but could not watch a two hour movie. (Tr. 56). She reported that she has one friend, but that she
does not talk to her very often anymore. (Tr. 57). She testified that she wdsofeaving the
house because she feared she would black out and do something that would cause her to go to
jail, and that she had blacked out several times when she got mad. (Tr. 57)tifdwe test, n
her former jobs, she had worked ftithhe for about a year at each. (Tr. 61)

A vocational expert also appeared and testified. (Tr. 65). Based on the ALJ's RFC
described below, the vocational expert testified that Plaintiff could not perfoympasst retvant
work, but could perform work in the national economy, such as a hand packer, assembler, and
sorter. (Tr. 68). The vocational expert also testified that, if an individual Wwglrsame RFC
could only concentrate for thirty minutes a time, and would need thirty minutese gedtting
back on track, then there would be no jobs that the individual could perform. (Tr. 69). The
vocational expert testified that if an individual would lash out at supervisors suc¢heiatould
not interact with supervisors at all, then there would be no work in the national economy they
could perform. (Tr. 70).

The ALJ issued a decision on April 5, 2013. At step one, the ALJ found that Plaintiff had
not engaged in substantial gainful activity since April 30, 2009, the alleged onset de@¢. AT
step two, the ALJ found that Plaintiff's demyelinating disorder of the céraiea, recurrent
kidney stones, affective disorder, and cannabis abuse disorder were sev&e. AT step three,
the ALJ found that Plaintiff's impairments did not meet or equal a Listing®)Tr

In the step three assessment, the ALJ cited to Dr. Syed’s observation on March 10, 2011,

that Plaintiff was a “bad historian” and refused to take any medications dooéd vause weight
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gain. (Tr. 11, 58-59). The ALJ also noted that, after this evaluation, Plaintiff did not receive any
mental health treatmé until June 13, 2012. (Tr. 11). The ALJ cited to Plaintiff’'s September 13,
2012 visit when she stated her mood was stable and doing fine and denied most symptoms, along
with the December 11, 2012 visit when she denied any significant symptoms betsdegtent
depression. (Tr. I1

In evaluating Plaintiff's activities of daily living, the ALJ pointed out that Plaintiff iise
two young children, ages three and six, and lives alone with them. (Tr. 12). The ALJ al$o not
that, while Plaintiff needs help two or three times per week, but she independessby tree
children the majority of the time. (Tr. 12). In evaluating Plaintiff's social funcigpnthe ALJ
acknowledged that she testified that she has episodes of “acute anger” where she will “snap out”
at acquaintances and strangers. (Tr. 12). However, the ALJ noted that she asrabietain a
romantic relationship, has at least one friend, raises two young children, haskiag
relationship with her friends and family, as they help her raise the children, abi¢ i®© leave
the home alone and shop in stores. (Tr. 12). In evaluating Plaintiff’'s concamtiadrsistence,
and pace, the ALdoted that mental status examinations from Summit Behavioral Health had
been unremarkable, and had displayed normal attention span with coheregwardirected
thought processes. (Tr. 12). The ALJ acknowledged that she had a history of special education
with residual difficulties with mathematics and reading, and testified that she needed a&ssistanc
filling out forms in her application for benefits. (Tr. 12). The ALJ also ackmydd that she
has difficulty handling stress or changes in routine. (Tr. 12). However, thenéted that she
can handle money and perform other basic daily activities that require pteseneentration,
persistence, or pace. (Tr. 12).

The ALJ found that Plaintiff had the RFC to perform light work but is unable to perform
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oveithead work with the left upper extremity, is limited to simple, repetitive, routine work in a
static work environment with changes in routine that are few and easily explamgdd lto
occasional, superficial interaction with coworkers and supervisors and no iateradtn the
public. (Tr. 13). In making this RFC assessment, the ALJ evaluated the onlgahngainion
during the relevant perietthe assessment by Dr. Srmaalid evaluated Plaintiff's credibility. The
ALJ found that Plaintiff was not fullgredible because of her reported substance abuse, the
timing of her disability requests and filings, internal inconsistencies, her lack of medical
treatment, and activities of daily living that included caring for two young children on her ow
four to five days per week. The ALJ partially adopted Dr. Small's opinion, which indicated
moderate limitations, but found her to be more limited that he alleged based on her testimony
and medical evidence.

Specifically, the ALJ discounted Plaintiff's credibility based on heoreed use of
marijuana two to three times daily. (Tr. 16). The ALJ further discounted Plantif&dibility
because her alleged onset date “corresponds to approximately two wsekghafclaimant
found out she was unexpectedly pregnant.” (Tr. 4). The ALJ noted that Plaintiff exfjuest
permanent disability at her very first appointment with her primary care physician rggardin
neck pain, to which her doctor responded “I don’t theok’ (Tr. 14). The ALJ also noted that
Plaintiff filed for disability less than one month after one MRI showed a lesion, without waiting
to see if she responded to treatment. (Tr. 14).

The ALJ also found that Plaintiff and Plaintiffs mother’'s function reportsewsot
credible because they were internally inconsistent, explaining that “claimant reported that her
mother does her laundry, but at the hearing, she testified it ‘is not hard to do’ and she does it

herself.” (Tr. 1516). The ALJ also found Plaintiff's and her mother’'s report that she has
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difficulty feeding herself to be incompatible with raising two young chitdby herself four to
five days per week. (Tr. 16). The ALJ also found her reported difficulty bathing to be
incompatible with her abtly to drive a car, leave the home alone, and shop in stores. (Tr. 16).
Finally, the ALJ cited to Plaintiff's lack of medical treatment, noting that Plaintiff never returne
to care with her neurologist after February 22, 2012. (Tr. 15). The ALJ noteB|anatiff did
not receive mental services after the initial evaluation in March of 2011 untilcd@@4.2. (Tr.
16). The ALJ cited to a lack of clinical findings that show extreme mental impairments,
unremarkable mental status examinations from Sumntiaeral Health, and the fact that Dr.
Syed “consistently assessed . . . [GAd€ores of 55, consistent with moderate symptoms or
moderate difficulty in social, occupational, or school functioning.” (Tr. 16).

The ALJ noted that Dr. Small opined that Plaintiff could meet the basic demands of
simple, routine work. (Tr. 15). However, the ALJ felt that additional limitation® wecessary.
The ALJ found Plaintiff's allegations of deficits in social functioning to be alértcredible, and
limited her to ocasional, superficial interaction with coworkers and supervisors and none from
the public. (Tr. 15). The ALJ also found that Plaintiff should be limited to simple,itrepget
routine work in a static work environment with changes in routine that are fdweasily
explained because she had a history of special education and “reported the alabty &mal
write, but has difficulty understanding complex material. For example, she testifieeéededn
assistance filling out forms in her application for benefits. By contrasstated she can handle
money.” (Tr. 15). However, the ALJ found that further limitations were not necelssaayise,
“despite the history of special education, claimant’s activities of daily living reflect éegrea
level of mental factioning than alleged. Most notably, claimant raises two children, ages thr

and six. She lives alone with her two children...[and] needs help two to three tinvesgbeibut
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she independently raises the children the majority of the time.” (Tr. 15).
VI. Plaintiff Allegations of Error

A. The ALJ’s failure to find that Plaintiff’'s borderline intellectual functioning was a
severe impairment

Plaintiff asserts that the ALJ failed to discuss Plaintiff's borderline intellectual
functioning, as demonstrated liye IQ scoresn Dr. Yelinek’s opinion education records, and
her testimony regarding her difficulties filling out checks and social security disability.forms
(Pl. Brief at 7). Plaintiff argues that, because the ALJ did not find borderliedlectual
functioning to be a specific, severe impairment at step two, he did not accoitnihfbis RFC
assessment. (Pl. Brief at 7). Plaintiff also asserts that the ALJ mischaracterizedtingony
regarding her ability to manage money, because there wasneeicshe could not manage
benefits, and mischaracterized her ability to read and write. (PI. Brief at 7).

At step two,the social security regulations contemplate that the administrative law judge
first consider whether there are amedically determinable impairments and then determine
whether any of the medically determinable impairments are “sever€’R2R. 8§ 404.1529An
impairment is “severe” if it significantly limits an individual’s ability to perforrasic work
activities. Id. 8 404.1521Generally, an error at step two is harmless becduseai threshold
test. Id. 8 404.1520(c)g). As long as one impairment is found to be severe, all medically
determinable impairments are considered at subsedie@st sxcluding noisevere impairments.

Id.; Rutherford v. Barnhar899 F.3d 546, 553 (3d Cir. 200alles v. Comm'r of Soc. Se229

F. App'x 140, 149 (3d Cir. 2007). For instanceRutherford an error at step two was harmless
and did not impact faisequent steps because the claimant there “never mentioned obesity as a
condition that contributed to her inability to workid.

Here, the ALJ addressed each piece of evidence Plaintiff contends establishes her
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borderline intellectual functioning, and accommodated this limitation by findingPlaatiff
should be limited to simple, repetitive, routine work in a static work environment hathges
in routine that are few and easily explainédhis discussion of concentration, persistence, and
pace, he ALJ acknowledged that she had a history of special education with refitioalties
with mathematics and reading, and testified that she needed assistance filling out forms in her
application for benefits. (Tr. 12). However, the ALJ noted that she can handle money and
perform other basic daily activities that require preserved concentratisistpece, or pace. (Tr.
12). The ALJ again cited Plaintiff’'s education records and her testimony ragdndr abiliy to
read and write in the RFC assessmérite ALJagain noted hdmistory of special education and
that Plaintiff “reported the ability to read and write, but has difficulty understanding cample
material. For example, she testified she needed ass&difiimg out forms in her application for
benefits. By contrast, she stated she can handle money.” (TTH&)ALJ continued;despite
the history of special education, claimant’s activities of daily living reflect a greatelr dév
mental functioning than alleged. Most notably, claimant raises two children,hmgesand six.
She lives alone with her two children...[and] needs help two to three times per weeke but s
independently raises the children the majority of the time.” (Tr. TAys, the ALJ epeatedly
and explicitly addressed Plaintiff’'s ability to read and write and héorlgisf special education.

With regard to the IQ scores, the ALJ specifically addrefedmall’'s opinion. Dr.
Small specifically acknowledged Plaintiff's IQ score in Imarrative explanation of his opinion.
Despite Plaintiff's IQ scores, Dr. Small noted that Plaintiff had beentaltield four jobs, lived
with and cares for her children, and is able to cook and clean, and was consequently agtle to me
the basic demandsf work. Because the ALJ assessed and adopted Dr. Small's opinion, and

accepted Dr. Small's limitation to simple and routine work, the Court is able to discern that the
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ALJ accommodated for Plaintiff's IQ scores in the RFC assessment. Con$gqtientALJ
addressed all of the factors relevant to Plaintiff's intellectual functioning and accommodated
them in his RFC assessment. Thus, any failure to find that her borderlifectotd functioning
was severe at step was harmless error.
B. The ALJ’s failure to discuss a GAF score and Dr. Yelinek’s 2006 opinion

Plaintiff asserts that the ALJ failed to acknowledge Dr. Yelinek’s 2006iapiand Dr.
Syed’sinitial GAF score of 50, and that this failure renders the RFC assessment defective.
However, with regard to Dr. Yelinek’s opinion, Dr. Small explicitly addresseddpinion and
found it be “not current.” (Tr. 262). The ALJ acknowledged and partially adopte®rdall’s
opinion. This is sufficient consideration for Dr. Yelinek’s opinion.

Moreover, Dr. Yelinek's opinion not only predated the pertinent périwds completed
a full three years prior to the pertinent period. Evidence that predates timemepriod is not
inherently irrelevant. However, Dr. Yelinek's opinion was dated in JuR006. Plaintiff filed a
request for a hearing for her first denial of benefits in September of 2006. On May 17, 2007, she
contacted the state agency and requesitat her application be dismissed because she had
resumed working. Dr. Yelinek opined that Plaintiff had “no ability” to work, but she hlast@a
return to working fultime shortly thereafterPlaintiff's intervening ability to resume working,
coupledwith the length of time that had passed, renders any failure to assign weight harmless
because no reasonable person would have found it to be entitled to any signifiicdnrit we

Rutherford v. Barnhart399 F.3d 546, 5583 (3d Cir. 2005) (remand is not required when it

would not affect the outcome of the case).
With regard to the GAF score of 50, an ALJ is not required to cite every piece of

evidence.Jones v. Barnhart364 F.3d 501, 505 (3d Cir. 2004) (ALJ is not required to “use
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particular language or adfre to a particular format in conducting his analysis” and instead must
only “ensure that there is sufficient development of the record and explanation afy$irtdi
permit meaningful review.”)Plaintiff is essentially challenging the ALJ's RFC assessmen
However, despite Plaintiff's IQ tests, her claimed intellectual limitations, the GAF score of 50,
and Dr. Yelinek's 2006 assessment, substantial evidence supports the ALJ's ddwmsion t
Plaintiff could engage in simple, repetitive, routine work in a static work environmigémt w
changes in routine that are few and easily explained, limited to occasional, superfi@atiomer
with coworkers and supervisors and no interaction with the public. (Tr. 13).

Plaintiff's school records indicated that standzeditests showed Plaintiff could read at a
sixth grade level. (Tr. 314). Her word accuracy on graded passages ranged-866% @ad her
comprehension ranged from 55% to 100%. (Tr. 315). On standardized tests that assess math
computation without the aid @ calculator, Plaintiff tested at a 6.5 grade level. (Tr. 315). Her
individualized education plan noted that Plaintiff “can progress in the generahtieduc
curriculum with accommodation and adaptations. [Plaintiff] is motivated to be successful in
school. When she reads, she uses context clues to help her decode unfamiliar read81ip).(T

Plaintiff was not seeking treatment for mental health issues at the time of either of her
applications. (Tr. 74, 209). She filed her first application shortly aftenilegshe was pregnant
and set her alleged onset date for the second application the month after sheslkeamad
pregnant. (Tr. 74, 209, 441, 462). She requested that her primary care physician find her
permanently disabled the first time she dam for neck pain, to which he responded “I don’t
think so.” (Tr. 696). She filed for disability shortly after an MRI indicated abnormal
enhancement in her cervical spine, without waiting to see if it would improve with treatment.

(Tr. 209, 573).
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Plaintiff's mental status exams, including memory and thought process, were normal
throughout her pregnancy (Tr. 352, 357, 359, 362). Plaintiff reported anxiety and mood problems
in February of 2011, and had a psychiatric evaluation in March of 2011, but sh#avas
interested in therapy (Tr. 560). She did not begin receiving mental health treatment until June
of 2012. (Tr. 1023). Dr. Syed identified “noncompliance” as one of Plaintiff's issues5%9).

She reported “fairly heavy” marijuana use in 2006 and 2011. (Tr. 339, 560). Every mental status
examination she had with Dr. Lin was normal, with findings includingrmal affect and
expression,” “normal memory with normal attention spamd“normal sgech and volume, no
aphasia, good insight with a good fund of knowledge.” (Tr. 667, 670, 1028, 1031, 1037, 1041,
1045, 1048). At every visit with Dr. Lin after May of 2011, she specifically “deniefiy] a
problem” with psychological symptom@r. 1028, 1031, 1037, 1041, 1045, 1048though Dr.

Syed assessed Plaintiff with a GAF of 50 in March of 2011, she was assessed a GAFaf 60 wh
she began treatment in June of 2012. (Tr. 102B¢ was again assessed a GAF of 60 in July of
2012. (Tr. 1022). At Plaintiff's September 2012, November 2012, December 2012, and January
2013 visits with Dr. Syed, hdhought process was coherent and goal diredtesde was no
evidence of delusion, she denied hallucination, her attention span was normal, ln¢rnwasig

fair and her judgment was inta@nd she was assessed a GAF of 55. (Tr. 1025, 1071, 1073,
1115. The ALJ properly acknowledged and characterized this medical evidence in assessing
Plaintiff's RFC.

The ALJ properly noted that, although both Plaintiff and her mother reported that her
mother did Plaintiff's laundry, Plaintiff testified that she did her laundry herself and thas it wa
not “that hard.” (Tr. 47, 261, 270). The ALJ also properly noted that Plaintiff reported she lived

with her children alone, only needed help three days per week, at most, and spends her day
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making food for them, cleaning, and caring for them. (Tr. 260). Both Plaintiff and herrmothe
reported that she was able to pay bills, count change, handle a savings accountnaoakeyse
orders.(Tr. 262, 273). The ALJ also cited to Plaintiff's ability to work various-fufie jobs for
up to a year. (Tr. 581). A reasonable mind would accept this evidence as adequate to conclude
that Plaintiff could perform simple work in lestress environmes, despite her early GAF score
of 50 and Dr. Yelinek’'s 2006 report. Consequently, substantial evidence supports the ALJ’s
decision.

Plaintiff referred to treatment notes from March and April of 2013 from Dr. Syéen
brief, but these records were not before the ALJ. (Tr. 5). Instead, they werdtsdlim the
Appeals CouncilWhen the Appeals Council denies review, evidence that was not before the
ALJ may only be used to determine whether it provides a basis for remand under sextehce si

section 405(g), 42 U.S.C. (“Sentence Six”). Szubak v. Secretary of Health and Humsin Se

745 F.2d 831, 833 (3d Cir. 1984). Sentence Six requires a remand when evidence is “new” and
“material” butonly if the claimant demonstrated “good cause” for not havingrjpucated the
evidence into the administrative recotd. In order to be material, “the new evidence [must]
relate to the time period for which benefits were denied, and that it not concernceviafea
lateracquired disability or of the subsequent deterioration of the previoushdisabling
condition.” Id. The relevant time period is “the period on or before the date of the [ALJ's]

hearing decision.” 20 C.F.R. § 404.970(®athews v. Apfel 239 F.3d at 592. The materiality

standard also “requires thttere be a reasonable possibility that the new evidence would have
changed the outcome of the Secretary's determinaaubak 745 F.2d at 833.
Here, to the extent these records relate to the relevant period, Plaintiff has asserted no

good cause for their omission from the record before the ALJ. Moreover, thesisrnecicate a
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deterioration in Plaintiff’'s mental statand are therefore not material to the relevant peFod
instance, they show th&faintiff had been kicked out of her house wipatice “busted” to get
her boyfriend who stole from Walmart and was living at his mother's house withetwtier
childrenand shewas “feeling crazy because of her living situation, and going into withdi@wa
pain medicatiori. (Tr. 1133).Shewas assesed a GAF of 50. (Tr. 1133 April of 2013, she
had only “partial” insight and her “mood was ‘crazy’ and affect appeargabie.” (Tr. 1136).
She was assessed a GAF of 50. (Tr. 1186)Plantiff noted in her request for review to the
Appeals Council, Plaintiffs GAF had been “downgraded to a 50.” (Tr. 1132). Thus, the records
that existed during the relevant period were not omitted for good cause andatfus teat did
not yet exist during the relevant period do not relate to the relevant pertcalide they
demonstrate a subsequent deterioration. Consequently, the Court will not considezdbieise
or remand pursuant to Sentence Six.
VILI. Conclusion

Therefore, the Court finds that the ALJ made the required specific findinfgctoin
determining whether Plaintiff met the criteria for disability, and the findings were supported by
substantial evidence. 42 U.S.C. 88 405(g), 13B2awn, 845 F.2d at 1213; Johns@&P9 F.3d at

200; Pierce 487 U.S. at 5524artranft 181 F.3d at 36(RPlummer 186 F.3d at 427Jones 364

F.3d at 503. Substantial evidence is less than a preponderance of the evidence, but more than a
mere scintilla of evidence. It does not mean a large or significant amount of evidahcather
such relevant evidence as a reasonable mind might accept as adequate to supporti@conclus

Richardson v. Peraleg02 U.S. 389, 401 (1971). Thus, if a reasonable mind might accept the

relevant gidence as adequate to support the conclusion reached by the Acting Commissioner,

then the Acting Commissioner’s determination is supported by substantial evidehstiads.
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Monsour Med. Ctr. 806 F.2d at 1190. Here, a reasonable mind might accept lthare

evidence as adequatAccordingly, the Court willaffirm the decision of the Commissioner
pursuant to 42 U.S.C. § 405(g).

An appropriate Order in accordance with this Memorandum will follow.

Dated: September 30, 2014 s/Gerald B. Cohn
GERALD B. COHN
UNITED STATES MAGISTRATE JUDGE
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