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IN THE UNITED STATES DISTRICT COURT
FOR THE DISTRICT OFSOUTH CAROLINA
AIKEN DIVISION

John D. Barrett, Sr., C/A No.: 1:14-2398-SVH

Plaintiff,
VS.
ORDER
Commissioner of Social Security
Administration,

Defendant.

N N N N N N N N e N

This appeal from a denial of social segubenefits is befor¢he court for a final
order pursuant to 28 U.S.C. 8§ 636(c), LoCal. Rule 73.01(B) (D.S.C.), and the order of
the Honorable Timothy M. Cain dated July2®14, referring this matter for disposition.
[ECF No. 13]. The parties comsted to the undersigned UrndtStates Magistrate Judge’s
disposition of this case, with prappeal directly to the Failr Circuit Court of Appeals.
[ECF No. 9].

Plaintiff files this appegbursuant to 42 U.S.C. § 405(@f)the Social Security Act
(“the Act”) to obtain judicial review of the final decision of the Commissioner of Social
Security (“Commissioner”) denyinthe claims for disability insurance benefits (“DIB”)
and Supplemental Security Income (“SSI”).eTiwo issues before the court are whether

the Commissioner’s findings of fact are sugpdrby substantial evidence and whether
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she applied the proper legal standdrBsr the reasons that follg the court reverses and
remands the Commissioner’s decision forlartproceedings as set forth herein.
l. RelevantBackground

A. ProceduraHistory

On July 26, 2010, Plaidtifiled applications for DIBand SSI in which he alleged
his disability began ofrebruary 1, 2010. Tr. at 167-7173-93. His applications were
denied initially and upon reconsideration. &t.79-83, 86-88, 891. On November 8,
2012, Plaintiff had a heiag before AdministrativeLaw Judge (“ALJ”) Peggy
McFadden-Elmore. Tr. at 41-70 (Hr'g Tr.). §ALJ issued an unfavorable decision on
December 7, 2012, finding that Plaintiff was dagabled within theneaning of the Act.
Tr. at 19-40. Subsequity, the Appeals Counl denied Plaintiff'srequest for review,
making the ALJ's decision the final deasi of the Commissioner for purposes of
judicial review. Tr. at 5-9Thereafter, Plaintiff broughthis action seeking judicial
review of the Commissioner’s decision in amgmaint filed on Jund.6, 2014. [ECF No.
1].

B. Plaintiff's Background and Medical History

1. Background

Plaintiff was 48 years old at the timetbke hearing. Tr. at 45. He completed two
years of college. Tr. at 4His past relevant work (“PR"”) was as an agricultural
commodities inspector. Tr. at 64. He allegeshhs been unable to work since February

1, 2010. Tr. at 45.

' Plaintiff also filed a motion to admit newidence, which the undersigned addresses as
part of this orderSeeECF No. 10.
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2. MedicalHistory

Plaintiff was hospitalized at Palmetto &t Baptist from December 22, 1999, to
January 3, 2000, with depression and extramaety. Tr. at 430. He was involuntarily
committed after assaulting his wifel. Psychological testing deonstrated adjustment
disorder with mixed emotion&atures and potential for bripfychotic reactions, as well
as alcohol abuse. Tr. at 43e demonstrated some dadent and avoidant personality
traits.d. Plaintiff's discharge diagnoses includaldohol abuse, brief reactive psychosis,
and adjustment disorder withisturbance of mood and condulct.

Plaintiff received intermittent psychiatrireatment with Timothy Malone, M.D.,
from March 15, 2000, through February 1002. Tr. at 440-49. Nes from these visits
are generally illegible.

Plaintiff was hospitalized othe adult psychiatric warat Palmetto Health Baptist
from January 2, 2006, to Janydr0, 2006, secondary to sesedepression with suicidal
ideation. Tr. at 434. Plairitiindicated he was going throh@ divorce and was unable to
see his childrenld. He reported poor sleep, cryingedls, helplessness, hopelessness,
worthlessness, anhedonia, eased anxiety, and poor appetitd. Plaintiff's final
diagnoses included major depressive disoamer mixed personalitiyait. Tr. at 435.

Plaintiff followed up with Dr. Maloneon February 6, 2006. Tr. at 439. He
reported doing welhnd did not follow up thereaftdd.

On January 30, 2010, Pwiff presented to Kerska Health Medical Center
(“Kershaw Health”) with vague complaints tifings bothering himTr. at 285. He was

described as uncooperative, vague, and eva$ivat 286. Plaintiff attempted to leave
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the emergency department, but he was stopped by a nurse and the police were called. Tr.
at 287. Plaintiff was transferred to PalmeRBaptist for inpatient treatment, where he
remained until March 2, 2010r. at 288, 289. Plaintiff etorsed paranoid thoughts, was
irritable, was guarded in his interaction wétaff, and refused to comply with medication
orders until he was court-ordered to comply with treatment. Tr. at 292-93. After he
became compliant with treatmemte complained that Seroquel made him feel sedated
and lightheaded. Tr. at 293. Seroquel wasatisnued, but later prescribed again after
other medications produced mosgnificant side effectsld. After resuming use of
Seroquel, Plaintiff became more complieemid his mood and affect improvetdtl.
Jennifer E. Heath, M.D. (“Dr. Heath”), drcated final diagnoses including major
depressive disorder with psyatic features, possible paradgiersonality disorder traits,
pernicious anemia, and hypertension. TR2%t. Dr. Heath indicated a global assessment
of functioning (“GAF”Y score of 55 at the time of dischartgk.

Plaintiff presented to Rert K. Hotchkiss, M.D. ©r. Hotchkiss”), at Kershaw
County Mental Health Center (“Kershaw Mal Health”) for an initial physician’s
assessment on March 29, 20T0. at 335-37. Dr. Hotchkis$escribed Plaintiff's insight
as poor, but indicated rather abnormalities on the mentaltsts examination. Tr. at 336.

He assessed a GAF score of BD.

>The GAF scale is a means wacking clinical progress of individuals with respect to
psychological, social, andccupational functioningDiagnostic & Statistical Manual of
Mental DisordersFourth Edition,Text Revision (DSM-IV-TR) at 32. The GAF scale
provides 10-point ranges of assessmbated on symptom severity and level of
functioning. Id. If an individual's symptom severity and level of functioning are
discordant, the GAF score reflects the worse of the lvat 33.
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Plaintiff presented to Kershaw Healtm May 18, 2010, for a psychiatric
evaluation after becoming aggressive with misther. Tr. at 301. Plaintiff reported that
his mother “came to his dodranging on the door” antbld him that he had an
appointment. Tr. at 301. Plaintiff reportedtte had rescheduled the appointment earlier
in the week and was frustrdteTr. at 301, 304. He wasot exhibiting symptoms of
psychosis and denied suicidal homicidal ideations. Tr. at 304. He was discharged and
instructed to follow up witlmental health. Tr. at 303.

Plaintiff was involuntarily committed t®almetto Health Baptist from June 29,
2010, to August 27, 2010, for psychosis. &t 313. Upon admission, he was slightly
agitated and his affect was irritable and cootgd. Tr. at 313. He had some difficulty
with attention and concentration and his thoughts were disorgamizede had “very
significant paranoid delusionsld. His insight and judgment were poor. Tr. at 313-14.
Plaintiff's medications were adjusted sevdnaes during his hospitalization. Tr. at 314.
His thoughts and mood improved by the endwy, but his symptos were exacerbated
when he had contact with his family. Tr.3t5. Finally, after a faily meeting on August
19, plans were made for Plaffis discharge. Tr. at 316Dr. Heath indicated a final
diagnosis of schizophrenia, naaoid type. Tr. at 313. Plaintiff was also diagnosed with
chronic obstructive pulmonary disease (“COPBnd was prescridd bronchodilators.
Tr. at 311.

On September 9, 2010, Plaintiff preghto Michael Kulungowski, M.D. (“Dr.
Kulungowski”), at Kershaw Mental HealtfTr. at 332—-34. His tget symptoms for

treatment included anxiety, delusions/paian and legal problems. Tr. at 333. He
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indicated that his mother was “the problenid’ Although Plaintif's mental status
examination was normal, DKulungowski assessed a GAFose of 40. Tr. at 334.
Plaintiff was instructed to “[g]et on meddd.

Plaintiff presented to lan Hunt, M.D. (“Dr. Hunt), at Caresouth Carolina on
September 30, 2010, for a refoff his blood pressure mediaani. Tr. at 398. His oxygen
saturation was 98 perceid. He complained ofo pain and indicatede exercised three
times per weekld. Dr. Hunt refilled Plaintiff’'s prescription for Lotensitd.

On October 4, 2010, Kevin King, Ph. DPDr. King”), completed a psychiatric
review technique inwhich he indicated Plaintiffampairment was severe, but not
expected to last 12 months. Tr. at 3B considered Listigs 12.04 and 12.08d. He
indicated Plaintiff had major depressive dd®r with psychotic features and paranoid
personality traits. Tr. at 341, 345. Dr. Kingsassed moderate restriction of activities of
daily living, moderate difficultie in maintaining social futioning, marked difficulties in
maintaining concentration, persistencer pace, and one or two episodes of
decompensation, each eXtended duration. Tr. at 348r.0King also completed a mental
residual functional capacity assenent in which he indicated Plaintiff was moderately
limited with respect to the following abilitiedo carry out detailed instructions; to
maintain attention and condeation for extended periods; ferform activities within a
schedule, maintain regular attendance, angectual within custmary tolerances; to
sustain an ordinary routine without speciapsrvision; to work incoordination with or
proximity to others withoutbeing distracted by them; tmake simple work-related

decisions; to complete a moal workday and workweekvithout interruptions from



psychologically-based symptoms; to pemfiorat a consistent pace without an
unreasonable number and lengthrest periods; to interact appropriately with the general
public; to ask simple questioms request assistance; to accept instructions and respond
appropriately to criticism from supervisors;get along with coworkers or peers without
distracting them or exhibiig behavioral extremes; to mtin socially-appropriate
behavior; to adhereo basic standards of neasse and cleanliness; to respond
appropriately to changes inethwork setting; to be awam@ normal hazards and take
appropriate precautions; to travel in unfamifpéaices or use public transportation; and to
set realistic goals or make plans indepetigleaf others. Tr. at 352-53. He further
indicated the following:

[T]he cl demonstrates godsl response, and althoudje is currently tx for

MDD with psych fx and panoid personality traits, it is expected that

within 12 months of onsehe will be able tohave the capacity to

understand, remember, and carry ompe instructions. The cl will be

able to attend to a simple task vath special supervision. The cl will be

able to maintain persahhygiene, and make sihepwork-related decisions.

The cl will be able to work beswith limited contact with the general

public. The cl will be abléo respond best to suppioe supervision. The cl

will be able to recognize and adonormal workplace hazards, and use

public transportation.
Tr. at 354.

On October 13, 2010, statgency medical consulta@t Hampton Smith, M.D.,
reviewed Plaintiffs medicalrecords and determined hiead no severephysical
impairments. Tr. at 356.

Plaintiff followed up withDr. Kulungowski on Novembet, 2010. Tr. at 361-62.

Dr. Kulungowski noted no abnoatities on Plaintiff's mentastatus examination. Tr. at

361. Plaintiff's diagnoses included psycleotlisorder, NOS, and depressive disorder,
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NOS. Tr. at 362. Dr. Kulungowski assesseGAF score of 60 and noted Plaintiff had
“no symptoms.”ld. He recommended Plaintiff particigain outside activities, exercise,
and stay in counselingd.

Plaintiff presented to Dr. Kulungowskirftollow up onDecember 30, 2010. Tr. at
427-28. Plaintiff reported symptoms of deggion and complained that Zoloft was too
strong. Tr. at 428. Dr. Kulungowski indicdt®laintiff had not filled his prescription for
Celexa.ld. Dr. Kulungowski instruad Plaintiff to remain on his medications and to
continue with counselindd.

On January 6, 2011, Dr. Kulungowski indicated Pl#iatprescription for Celexa
was “problematic,” and that he was repladingith Remeron. Tr. at 426. Plaintiff denied
suicidal and homicidal ideations and his naérgtatus examinatn was normal. Tr. at
425. Dr. Kulungowski assesse@&F score of 60. Tr. at 426.

Plaintiff followed up withDr. Kulungowski on Februar@, 2011. T. at 423-24.
Plaintiff reported some tiredness from Remerbm.at 424. He requested that his Invega
dosage be decreased, but Kulungowski was reictant to lower itld. Plaintiff’'s mental
status examination was normal, and Dr. Kulmugki assessed a GAf€ore of 65. Tr. at
423-24.

On March 22, 2011, Plaifitipresented to Douglas R.tRj Ph. D. (“Dr. Ritz"), for
a consultative mental status examination. at 363-66. Plaintiff reported depression,
confusion, paranoid thoughtsnd social withdrawal. Tr. at 363. He reported thoughts of
self-harm, but no specific plaid. He indicated his medications made him “sleepg.”

He described his mood as “kind of blankd’ Plaintiff maintained eye contact with Dr.
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Ritz and his speech was normal. Tr. at 364+65.grooming and lgiene were good. Tr.

at 365. His was calm, logical, cohereatert, responsiveand in no distresdd. His
judgment was goodd. His affect was flat and his insight was fdd. Plaintiff was able

to perform serial threes, but a@s unable to interpret a provel). His remote memory
was good and he was able to remember tbféaur objects after a five-minute deldyl.

Dr. Ritz estimated Plaintiff’'s agnitive abilities to be averagéd. He indicated that
Plaintiff “may be able to handlen unskilled type work settingltl. He diagnosed major
depressive disorder, single episode, modexatepsychotic disorder, NOS and assessed a
GAF score of 55ld.

Plaintiff presented to Chioma R. &thukwu, M.D. (“Dr. Ekechukwu”) at
Kershaw Mental Health, on March 31, 2011. a 421-22. He reported he was stable on
his medication regimen. Tr. at 421. Dr. Ekakwu assessed a GAF score of 60. Tr. at
422.

State agency consultant Gary E. @aih, Ph. D. (“Dr. Calhoun”), completed a
psychiatric review technique on April 5, PD) in which he considered Listing 12.03 for
schizophrenic, paranoid, and other psychatisorders, Listing 12.04 for affective
disorders, and Listing 12.08r personality disorders. rT at 369. He determined
Plaintiff's impairments included psychotidisorder, NOS, major depressive disorder
without psychotic features, moderate maglapressive disorder (single episode), and
paranoid personality traits. Tat 371, 372, 376. He assesseitt restriction of activities
of daily living, moderate difficulties inmaintaining social functioning, moderate

difficulties in maintaining corentration, persistence, qrace, and no episodes of
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decompensation of extended duration. Tr3&®. Dr. Calhoun indicated Plaintiff was
moderately limited with reget to the following abilitiesto understand and remember
detailed instructions; to carry out detailedstructions; to matain attention and
concentration for extended periods; and toraxteappropriately with the general public.
Tr. at 383-84. Dr. Calhoun indicated “[opedl, claimant’s symptoms and impairments
are severe but would not prade the performance of simplepetitive work tasks in a
setting that does not require on-going intéican with the public.” Tr. at 385.

On April 9, 2011, Plaintiff attended disability determination examination with
Nicole Edwards, D.O. (“Dr. Edwards”). Tat 387-91. Plaintiff alleged psychosis, manic
depression, hypertension, anemia, COPD,bBagk pain, and blackgout. Tr. at 387—-88.
He indicated he could sit arstiand for unlimited periods, wafior 10 to 15 minutes at a
time on level ground, and lift approximately gounds. Tr. at 38&laintiff favored his
left hip when he walked. Tr. at 389. Hedheeduced flexion of his lumbar spine to 80
degrees and bilateral knee crepitus. Tr.9. 3He had paresthesias the left and low
back pain with leftstraight-leg raiseld. His left ankle was internally rotated five to 10
degrees at resid. Plaintiff's physical examination vgaotherwise normallr. at 389-90.
Dr. Edwards indicated Plaintiff's “mentatiomas pleasant, but he did appear nervous.”
Tr. at 390. She further indicated Pl#ih bounced his legs and wrung his hands
throughout the examinationld. She indicated Plaintiff's“psychosis and manic
depression” needed to be “further evaludtedugh a psychiatric exam to determine his

functionality.” Id. She indicated Plaintiff's hypertewsi, anemia, and COPD appeared to

be controlledld. She indicated he had some abnditea due to low back pain, but that
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they did not appear to be functionally limitind. She found no neurological explanation
for Plaintiff's blackoutsld.

Plaintiff presented to Dr. Hunt for a medtion refill on April 11, 2011. Tr. at 397.
He reported pain thatas a seven out of 1. His oxygen saturation was 96 percedt.
Dr. Hunt indicated diagnoses ofgertension and bipolar disordéat.

On April 29, 2011, statagency medical consultadugh Clarke, M.D., completed
a physical residual functional capacity a&sseent in which he indicated Plaintiff was
limited to occasionally liftingand/or carrying 50 pounddrequently lifting and/or
carrying 25 pounds; ahding and/or walking about six tns in an eight-hour workday;
sitting for about six hours ian eight-hour workday; pustgrand/or pullingvithout limit;
occasionally climbing ramps/stairs; nevamting ladders/ropes/atfolds; and avoiding
concentrated exposure fiomes, odors, dusts, gases, peentilation, and hazards. Tr. at
399-406.

Plaintiff followed up withDr. Ekechukwu on May 2£011. Tr. at 419-20. He
reported increased emotional bluntedness aitlincreased dosage of Invega. Tr. at 419.
He endorsed depressed mood, and Dr. Ekechukaicated she was reluctant to decrease
Plaintiff's dosage of Invga without first prescribing an antidepressamd. Dr.
Ekechukwu assessed a GArzof 56. Tr. at 420.

Plaintiff followed up with Dr. Ekechukwu on July 52011. Tr. at 416-17.
Plaintiff's target symptoms for treatmentinded anxiety, delusi@fparanoia, and legal
problems. Tr. at 416. Plaintiff reportedcreased swelling and blurred vision since

starting Wellbutrin SRId. He also reported residual paranddh.Dr. Ekechukwu noted
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Plaintiff “seems particularly sensitite side effects” of medicationkl. Plaintiff decided
to remain on Wellbutn SR despite its side effects besa it had a positive effect on his
depressive symptoms&d. However, Plaintiff complainethat Invega caused him to be
emotionally blunted.ld. Dr. Ekechukwu prescribed aiar dose of Fanapt to target
paranoiald.

Plaintiff followed up wth Dr. Ekechukwu on Septdrar 13, 2011. Tr. at 414-15.
His target symptoms fareatment included anxiety andlagons/paranoia. Tr. at 414.
Plaintiff reported a negative reaction to Geodiah.He reported residual paranoia, but
stated that he could cope with lid. Dr. Ekechukwu decribe®laintiff’'s judgment and
insight as fair.Id. She noted that Plaintiff waskiag his medication, keeping his
appointments, and acknowledged iireess and need for medicatidd. Dr. Ekechukwu
indicated diagnoses of psychotiisorder, NOS and depressiisorder, NOS. Tr. at 415.
She assessed a GAF scor&®fand discontinued Geoddd.

Plaintiff presented to Pamela WoodlPRN (“Ms. Wood”), at Kershaw Mental
Health on October 25, 2011r.Tat 412-13. He reported dsians and moderate-to-severe
depression despite compliance with medications. Tr. at 412. Hetedlica did not want
his dosage of Invega increased because it made his mind feelldlad&.reported a 40-
pound weight gain, which Ms. Wooddicated was possibly caused by RemeldnMs.
Wood increased Plaintiff's WellbutriBR dosage to 300 mg. Tr. at 413.

Plaintiff followed up withMs. Wood on November 28, 2011. Tr. at 410-11. His
target symptoms for treatment included @&ty delusions/paranoia, depression, legal

problems, and sleep/appetitestdrbance. Tr. at 410. Heeported intermittent and
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moderate depression, weiand paranoid thoughtand moderate anxietyd. Ms. Wood
decreased Plaintiff's Wellbutrin SR dosaige 150 mg and notethat he developed a
headache that lastédr two weeks while tang the higher dosdd. She also prescribed
Zoloft and diagnosed schizophra, paranoid type, and depséve disorder, NOS. Tr. at
410, 411. She assessed a GAF score ad60.

On January 13, 2012, Pl&fhpresented to Donald VWMorgan, M.D., at Kershaw
Mental Health. Tr. at 408—0%is target symptoms for datment included anxiety,
delusions/paranoia, depression, legal probjemnd sleep/appetite disbance. Tr. at 408.
Dr. Morgan noted Plaintiff wataking Invega 9 mg and Wellbutrin SR 150 mg and that
he was doing well with good sleep and appetide He reported no side effects to his
medications.ld. Dr. Morgan assessed schizophenparanoid type and depressive
disorder, NOSId. He indicated Plaintiff's GAF score to be 70. Tr. at 409.

Plaintiff followed up withDr. Hotchkiss on February 12012. Tr. a#51-53. He
reported rarely taking Renwmr and taking Vistaril a auple of times per week for
anxiety. Tr. at 451. Plaintiff reportedasie mood and denied excessive sedation and
major irritability, but edorsed mild paranoidd. Dr. Hotchkiss assessed a GAF score of
60. Tr. at 452.

On March 26, 2012, Plaiiff followed up with Dr. Hotchkiss. Tr. at 454-56.
Plaintiff reported that he salis children monthly and went to a friend’s garage, but that
he was uncomfortable in socisgttings. Tr. at 454. He reped stable mood and denied
sleep and appetite disturizze, suicidal ideations, and homicidal ideatiddsHe denied

gross mania, hallucinations, and delusidng, endorsed a “little paranoia” and “slight
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hypervigilance.”ld. He indicated he only used Remmeras needed and stated he had not
used Vistaril “much.1d. Dr. Hotchkiss assessed a GAF score of 60. Tr. at 455.

Kelli Barnes, LPC (“Ms. Barnes”), wreta letter on March 26, 2012, indicating
Plaintiff's diagnoses includedchizophrenia, paranoid typagnd depressive disorder,
NOS. Tr. at 437. Ms. Barnes wrote thRlaintiff reported demssed mood, anxiety
attacks, sleep disturbance, poor energy aoncentration, coun$ion, persecutory
delusions, and paranoia. Ms. Barnes indicated “[t]he syptoms reported are, at times,
sufficiently severe that his daily life is adversely affected in various wagls.She
further indicated that Plaintiff had deions toward his family members and was
aggressive with them, that he experiencaltl iparanoia, that he was confused in the
mornings and unable to coentrate on tasks, and that had a history of wandering
when unstabldd.

Plaintiff followed up withDr. Hotchkiss on May 152012. Tr. at 457-59. He
reported only rarely taking Reeron and Vistaril. Tr. at 45 He denied gross mania,
suicidal ideations, homicidal ideations, suiséd depression, argleep disturbancdd.

He endorsed occasional stge thoughts and somense of hypervigilancdd. Plaintiff's
insight was described as “fair,” but his mandtatus examination was otherwise normal.
Tr. at 457-58. Dr. Hotchkiss assesseGAF score of 61. Tr. at 458.

Plaintiff again followed upvith Dr. Hotchkiss on Julg0, 2012. Tr. at 460-62. He
reported being depressadd feeling “so-so.” Tr. at 46®e indicated that he could not
think straight at times, had occasionating thoughts, and obsessed about the past.

He denied suicidal or homicidal ideatiogross mania, hallucinations, delusions,
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paranoia, and hypervigilanckl. He reported compliance with medications and denied
excess sedatioid. Dr. Hotchkiss assessed a GAF score of 60. Tr. at 461.

Plaintiff saw Dr. Hotchkiss on Septeml&r2012, and repatl good sleep and
good appetite. Tr. at 46B1e indicated he experience@tcasional depression when he
focused on the past and the was not very activéd. Dr. Hotchkiss indicated Plaintiff
had fair insight, but the mental status exaation was otherwise normal. Tr. at 464. He
assessed Plaintiff's GAF score to be l8D.

C. TheAdministrativeProceedings

1. TheAdministrativeHearing
a. Plaintiff’'s Testimony

At the hearing on November 8, 2012, Pldintestified he lived in an apartment
behind his parents’ home. .Tat 46. He stated he wa5’ 11" tall and weighed
approximately 190 poundkl. He indicated he was right handédl. He testified he had a
driver’s license, but had natriven since he was hospitad. Tr. at 46—47. Plaintiff
stated that he did not smoke, drink, ase any drugs other ah his prescribed
medications. Tr. at 47.

Plaintiff testified that his past works a service person required him to inspect
farms to determine the healtt birds. Tr. at 48. He std that he stopped working in
2007, but did not colleainemployment compensatioial. Plaintiff testified that he was
fired because of his health problems. Tr. at 52.

He stated he had schizophrenia and eé&pon and that he experienced confusion

and difficulty focusingld. Plaintiff testified that he tooknedication before he was fired
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from his job, but the medication did not wonlell. Tr. at 52-53. He testified that he
stopped taking medication prito his hospitalization in Feuary 2010, but had taken
medications since he was discharged. Tr5&t He stated that his hallucinations and
delusions decreased with use of the medicafionat 53-54. Plaintiff indicated that his
medications were changed durimig second hospitalization. Tr. at 54. He confirmed that
he began treatment with Ms. Barnes at¢ ttmental health center after the second
hospitalization. Tr. at 55. PHaiff testified that on approriately eight to 10 days per
month, he experienced diffitty focusing, confu®n, and strange thoughts that caused
him to be unable to do anytiy. Tr. at 55-56, 57. He stak that he experienced panic
attacks without warninghat sometimes lastddr an entire day. Tr. at 58. He indicated
that he still heard voices and experiencediai hallucinations “at times.” Tr. at 61.

Plaintiff testified he had back probleraad problems with his hip, but could not
afford treatment. Tr. at 61, 62. He stateddwk medication for high blood pressure that
controlled his symptoms. Tr. at 61.

Plaintiff testified that his medications caa him to feel “drgged” and sleepy for
most of the day. Tr. at 56. He indicatedengerienced dizzinesmd occasional blurred
vision. Id. He stated he had difficulty conceating and focusing, but that he did not
know if those symptoms were relatidhis impairments or the medicatiomhd. Plaintiff
stated that he informed his doctors of théeseffects, but that efforts to change his
medications had been unsuccessful. Tr. at 57.

Plaintiff testified that he generally aw®laround 7:00 a.mnd had breakfast with

his parents. Tr. at 49. He statieid parents prepared the fodd. He indicated he rode to
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the store with his father to drintoffee two to three times per wedl. He stated he
returned home, watched television, angped for about an hour-and-a-half on most
mornings. Tr. at 49, 60d. He testified he atkuinch with his parents and typically slept
for another hour-and-a-half inglafternoon. Tr. at 49, 60. hedicated he ate dinner with
his parents around 7:00np. on nights when he ate dinner. Tr. at 50. He testified he
typically went to bd around 9:00 p.mid. He indicated he tookdditional medication
when he had difficulty sleepin@r. at 59-60. He stated heept for 10 to 12 hours most
nights, but awoke feeling fdgged out.” Tr. at 60.

Plaintiff testified he cleaned his apartrh@nth his mother’s ssistance. Tr. at 50.
He indicated he swept the floor, wash some dishes, and did some laundry
approximately every week-and-a-hdll. He testified he shopdefor groceries with his
mother approximately twice a mdntTr. at 50-51. He statedat he attended the church
where his mother was theapiist approximately once every three months. Tr. at 51.
Plaintiff testified that he ate in restaurantith his parents once every week or tib.
He indicated he had a gobut that his father typically cared forld. Plaintiff indicated
that he typically remembered take his medications, butathis mother checked behind
him. Tr. at 59.

b. VocationalExpertTestimony

Vocational Expert (“VE”) Ckna Earl reviewed the record and testified at the
hearing. Tr. at 63-69. The VE categad Plaintiffs PRW as an agricultural
commodities inspectoDictionary of Occupational Title€'DOT’) number 168.287-010,

as light with a specific vocational prepaoa (“SVP”) of seven. Tr. at 64. The ALJ

17



described a hypothetical inddual of Plaintiff's vocationaprofile who coudl lift and/or
carry 50 pounds occasionally car25 pounds frequently; stand and/or walk about six
hours in an eight-hour workday; sit aboux $iours in an eightour workday; never
climb ladders, ropes, or scaffolds; osicmally climb ramps and stairs; frequently
balance, stoop, kneel, croucéind crawl; and should avoicbncentrated exposure to
extreme heat, fumes, odors, dust, gas, peatilation, and hazards. Tr. at 64. The ALJ
further indicated the indidual would belimited to unskilled wdk and/or routine
repetitive tasks with no intergn with the public and ngroduction-pace work (i.e.,
assembly line), but could perfa goal-oriented work (i.egffice cleaner). Tr. at 64—65.
The VE testified that the hypothetical im@iual could not perform Plaintiff's PRW. Tr.
at 65. The ALJ asked whether there werg ather jobs in theegion or national
economy that the hypothetical person could perfddnThe VE identified jobs as an
auto cleanerDOT number 919.687-014, as medium with an SVP of one with 2,586
positions in South Carolina and 195,998 positions in th#éedrStates; an industrial
cleaner DOT number 381.68D18, as medium with a SVéf two with 11,470 positions

in South Carolina and 1,0781 positions in the United States; and a store |labDf@T,
number 922.687-058, as mediwvith a SVP of two with1,363 positions in South
Carolina and 86,706 positions the United Statedd. The ALJ next asked the VE to
assume a hypothetical individual of Plaintiff's vocational profleo could lift and/or
carry 50 pounds occasionally car25 pounds frequently; stand and/or walk about six
hours in an eight-hour workday; sit about &iours in an eightitour workday; never

climb ladders, ropes, or scaffolds; occasliynalimb ramps or stairs, frequently balance,

18



stoop, kneel, crouch, and crawl; and showidichconcentrated exposuto extreme heat,
fumes, odors, dust, gas, poor ventilatiand hazards. Tr. &85-66. The ALJ further
limited the individualto unskilled work and/or rdine, repetitive tasks with no
interaction with the public and stated tmalividual could not maintain concentration,
persistence, and pace to cdetp an eight-hour workdagnd 40-hour wonkeek. Tr. at
66. The ALJ asked if the individual would bble to perform any w& available in the
local or national economyid. The VE testified that the individual could perform no
work. Id. The ALJ then asked the Mg assume a hypotheticaldividual with Plaintiff’s
vocational profile who was limitk as stated in Plaintiff's testimony, considering all
testimony to be credibléd. She asked the VE if the indlilual could perform any work.
Tr. at 66—67. The VEestified that the indidual would be able tperform no work. Tr.
at67.

Plaintiff's attorney asked ¢hVE to assume the same iliations as provided in the
first hypothetical, but to assume that thdiwdual would have taap for at least one
hour per day because of side effects from wathns taken to control schizophrenia. Tr.
at 67-68. Plaintiff's attorney asked ifette would be any worlavailable that would
accommodate such a requirement. Tr. at B8 VE testified that limitation would
eliminate all jobs.ld. Plaintiff's attorney then askiethe VE to assume the same
limitations in the ALJ's firsthypothetical, but to assumihat the individual would
experience at least one panic attack per weakrequired him to be away from work for
half of a day.ld. Plaintiff's attorney asked if thengould be any work available to that

individual. Id. The VE testified that there would be no wot#. Finally, Plaintiff's
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attorney asked the VE t@sume that hypothetical inddual suffered from confusion to
the degree that he would not be able to $oon work for at least one hour out of an
eight-hour dayld. He asked if any work would b&vailable to that individuald. The
VE testified that no work wad be available. Tr. at 69.
2. TheALJ’s Findings
In her decision dated December 7, 20h2, ALJ made the following findings of
fact and conclusions of law:

1. The claimant meets the insured stateguirements of the Social Security
Act through December 31, 2012.

2. The claimant has not engaged in subissh gainful activity since February
1, 2010, the alleged onset date (20 CFR 404.E3&kq. and 416.97 kt
seq)

3. The claimant has the following sevanepairments: disorders of the back,
chronic obstructive pulmonary diseab&ckouts, psychotic disorder, major
depressive disorder with psychot&atures, and paranoid personality traits
(20 CFR 404.1520(c) and 416.920(c)).

4, The claimant does not have an impa@nt or combination of impairments
that meets or medically equals the sayeof one of the listed impairments
in 20 CFR Part 404, Subpart Rppendix 1 (20 CFR 404.1520(d),
404.1525, 404.1526, 416 Q2), 416.925 and 416.926).

5. After careful consideration of the emtirecord, | find that the claimant has
the residual functional capacity to rfm less thanthe full range of
medium work as defined in 20 CFER4.1567(c) and 416.967(c). Claimant
can lift and/or carry 50 pounds osaanally and 25 pounds frequently,
stand and/or walk about 6 hours in&@hour workday, and sit about 6 hours
in an 8 hour workday. Claimant camcasionally climb ramps and stairs,
never climb, ladders, ropes, and féalds, and frequently balance, stoop,
kneel, crouch, and crawl. Claimantositd avoid concentrated exposure to
extreme heat, hazards, fumes, odalgsts, gases, and poor ventilation.
Claimant is limited to performing rone, repetitive task and/or unskilled
work with no publicinteraction. Claimant cannot perform work requiring a
production pace such as work on an assembly line, but caratiorgented
work such as worlas an office cleaner.

6. The claimant is unable to perform any past relevant work (20 CFR
404.1565 and 416.965).
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7. The claimant was born on April 9964 and was 45 years old, which is
defined as a younger individual a@j8—49, on the alleged disability onset
date (20 CFR 404.1563 and 416.963).

8. The claimant has at least a high school education and is able to
communicate in English (20 &404.1564 and 416.964).

9. Transferability of job skills is not maial to the determiation of disability
because using the Medical-VocatiorRliles as a framework supports a
finding that the claimant is “not disked,” whether or not the claimant has
transferable job skills (See SSR 82-did 20 CFR Pad04, Subpart P,
Appendix 2).

10. Considering the claimant’'s age, edtion, work experience, and residual
functional capacity, there are jobs tledist in significant numbers in the
national economy that the claimacan perform (20 CFR 404.1569,
404.1569(a), 416.969nd 416.969(a)).

11. The claimant has not been under gadlility, as defined in the Social
Security Act, from February 1, 201through the date of this decision (20
CFR 404.1520(g) and 416.920(g)).

Tr. at 24-35.

D. Appeals Council Review

The Appeals Council denied Plaintiffeequest for review in a notice dated
January 23, 2015. Tr. at 5-Bhe Appeals Council indicataticonsidered new evidence
submitted by Plaintiff, which itfluded medical reports frolBouth CarolinegRadiology,
Florence MRI and Imaging, and a physicestatement completed by Dr. Hunt for the
South Carolina Department of Social SeedcTr. at 6. However, the Appeals Council
concluded that the new information was abeldter time and did not affect the decision
about whether Plaintiff was disabled bagng on or before December 7, 20k2.
Il. Discussion

Plaintiff alleges the Commissionerred for the following reasons:

1) the ALJ improperly assessed andefthto explain her findings regarding
Plaintiff's RFC;
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2) the ALJ failed to consider the tee record in assessing Plaintiff's
credibility; and

3) the ALJ improperly consided the medical opinion evidence.

The Commissioner counters that substhevédence supports the ALJ’s findings
and that the ALJ committed no legal error in her decision.

A. LegalFramework

1. TheCommissioner'©etermnation-of-Disability Process

The Act provides that disaity benefits shall be availde to those persons insured
for benefits, who are not of retirement agéjo properly applyand who are under a
“disability.” 42 U.S.C. § 423(a). Seon 423(d)(1)(A) defines disability as:

the inability to engage in any subgiahgainful activity by reason of any

medically determinable physical or mental impairment which can be

expected to result in death or which lhested or can bexpected to last for

at least 12 consecutive months.

42 U.S.C. § 423(d)(1)(A).

To facilitate a uniform and efficient @ressing of disabilityclaims, regulations
promulgated under the Act have reduced théustry definition of disability to a series
of five sequential questionSee, e.g., Heckler v. Campbelbl U.S. 458460 (1983)
(discussing considerations camoting “need for efficiencyin considering disability
claims). An examiner must cddsr the following: (1) whethehe claimant is engaged in

substantial gainful activity; (2) whether s a severe impairment; (3) whether that

impairment meets or equals anpairment included in the Listings(4) whether such

*The Commissioner’s regulatiomgclude an extensive list aihpairments (“the Listings”

or “Listed impairments”) the Agency consig disabling withouthe need to assess

whether there are any jobs a claimanuldodo. The Agency considers the Listed
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impairment prevents claimant from performing PR\Ahd (5) whether the impairment
prevents him from doing substantial gainful employm&ae20 C.F.R. 88 404.1520,
416.920. These considerations are sometineésired to as the “five steps” of the
Commissioner’s disability analysis. If a decisi@garding disability may be made at any
step, no further inquiry is necessary. EOF.R. 88 404.1520f&1), 416.920(a)(4)
(providing that if Commissionecan find claimant disabled arot disabled at a step,
Commissioner makes determination and du@sgo on to the next step).

A claimant is not disabled within the am@ng of the Act if he can return to PRW
as it is customarily performed in the econoanyas the claimant actually performed the
work. See20 C.F.R. Subpart P, 88 404.1520(a)), #16.920(a), (b); Social Security
Ruling (“SSR”) 82-62 (1982). The claimant bedine burden of edilishing his inability
to work within the meaning dhe Act. 42 U.S.C. § 423(d)(5).

Once an individual has made a prima déashowing of disabilityoy establishing
the inability to return to PRWhe burden shiftéo the Commissioner to come forward

with evidence that claimant cgerform alternative wi and that such w& exists in the

impairments, found at 20 C.F.R. part 4&ubpart P, Appendid, severe enough to
prevent all gainful activity. 20 C.F.R. 88 410525, 416.925. If the medical evidence
shows a claimant meets or equals all critefiany of the Listed impairments for at least
one year, he will be foundlisabled without further assessment. 20 C.F.R. 88§
404.1520(a)(4)(iii), 416.920(a)(4)(ii). To meetr equal one of these Listings, the
claimant must establish that his impairmentsamaeveral specific criteria or be “at least
equal in severity and duration to [those]temia.” 20 C.F.R. 88404.1526, 416.926;
Sullivan v. Zebley493 U.S. 521, 530 (19903ge Bowen v. Yucked82 U.S. 137, 146
(1987) (noting the burden is on claimant teaesh his impairments disabling at Step
3).
* In the event the examiner does not find aneiait disabled at the third step and does not
have sufficient information about the claimanpast relevant work to make a finding at
the fourth step, he may proceed to thehfiftep of the sequential evaluation process
pursuant to 20 C.F.R. 884.1520(h), 416.920(h).
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regional economy. To satisfy that burddme Commissioner may obtain testimony from
a VE demonstrating the existence of jobs lade in the national economy that claimant
can perform despite the existence of impants that preventéreturn to PRWWalls v.
Barnhart 296 F.3d 287, 290 (4th Cir. 2002).tihle Commissioner satisfies that burden,
the claimant must then establish thatis unable to perform other woikall v. Harris,
658 F.2d 260, 264-65 (4th Cir. 198%ge generally Bowen v. YucketB2 U.S. 137,
146. n.5 (1987) (regarding burdens of proof).
2. The Court’s Standard of Review

The Act permits a claimant to obtain ja@dl review of “any final decision of the
Commissioner [] made after a hearing to whiehwas a party.” 4D.S.C. § 405(g). The
scope of that federal court review is navlptailored to determine whether the findings
of the Commissioner are supported bubstantial evidence and whether the
Commissioner applied the proper legal stadda evaluating the claimant’s cagee id.
Richardson v. Peralet02 U.S. 389, 390 (1971\Vyalls v. Barnhart296 F.3d 287, 290
(4th Cir. 2002) ¢iting Hays v. Sullivan907 F.2d 1453, 145@ith Cir. 1990)).

The court’s function is not to “try thesases de novo or resolve mere conflicts in
the evidence.Vitek v. Finch 438 F.2d 1157, 1157-5@th Cir. 1971);see Pyles v.
Bowen 849 F.2d 846, 84@th Cir. 1988) ¢iting Smith v. Schweike795 F.2d 343, 345
(4th Cir. 1986)). Rather, the court mugbhold the Commissioner’'s decision if it is
supported by substantial eviden “Substantial evidence” is “such relevant evidence as a
reasonable mind might accept as adequate to support a conclésarardson402 U.S.

at 390, 401Johnson v. Barnharéd34 F.3d 650, 653 (4th ICR005). Thus, the court must
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carefully scrutinize the entireecord to assure there is a sound foundation for the
Commissioner’s findings and thiaér conclusion is rationabee Vitek438 F.2d at 1157—
58; see also Thomas v. Celebrez381 F.2d 541, 543 (4tkCir. 1964). If there is
substantial evidence to supptine decision of the Commissier, that decision must be
affirmed “even should the couttsagree with such decisiorBlalock v. Richardsom83
F.2d 773, 775 h Cir. 1972).

B. Analysis

1. RFCAssessment

Plaintiff argues the ALJ failed to qperly assess hiRFC based on the
requirements in SSRs 96-8p and 85-15 andtRdircuit precedenfECF No. 26 at 3—
4]. The Commissioner maintainsatithe ALJ properly assess Plaintiff's RFC based on
the evidence in trecord. [ECF N028 at 12-14].

RFC is an assessment of the claimaabgity to perform sustained work-related
activities eight hours per day, five days perek. SSR 96-8p. Th&lLJ must identify the
limitations imposed by the claimant’'s impaents and assess his work-related abilities
on a function-by-function basidd. “The RFC assessment stuinclude a narrative
discussion describing how the evidence suppeatdh conclusion, citing specific medical
facts (e.g., laboratory findings) and noedical evidence (@., daily activities,
observations).1d.

The RFC assessment must be basedlloof dhe relevant edence in the case
record, which includes medical history, medical signs and laboroiings, the effects

of treatment, reports of daily activities,ylavidence, recorded observations, medical
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source statements, effects of symptoms #natreasonably attributed to the medically-
determinable impairment, evidence from w@ups to work, needor structured living
environment, and work evaluatiord.

In cases in which a claimasimpairment does not meet or equal a Listing, but the
individual is unable to meet the mental demands of PRW, the ALJ must consider his
occupational base, age, educatiand work experience to téemine if he can do other
work considering his remaining mental capasiti®SR 85-15. Failure to meet or equal a
listed mental impairment does not necessatjyate with a capacity to perform unskilled
work, and the ALJnust carefully assess the claimarREC based on & “[tlhe basic
mental demands of competitive, remunemtiuinskilled work,” which “include the
abilities (on a sustained basis) to untmnd, carry out, and remember simple
instructions; to respond appropriately smpervision, coworkers, and usual work
situations; and to dealith changes in a routine work settingd. If the claimant has
substantially lost the abilityo meet any basic mental demands, a finding that the
claimant is disabled is supported by a sewveduction in the potgial occupational base.
Id.

The ability of an individual with a meatillness to function outside of a work
environment does not necessarily reflecattindividual’s ability to function in the
workplace.See id According to SSR 85-15:

Individuals with mental disorders teh adopt a highly restricted and/or

inflexible lifestyle withinwhich they appear to fiction well. Good mental

health services and care may enabl®itc patients to function adequately

in the community byowering psychological pressures, by medication, and

by support from services such as otigra facilities, day care programs,
social work programand similar assistance.
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The reaction to the demands of workr€ss) is highly individualized, and
mental illness is characterized by abee responses to seemingly trivial
circumstances. The mentally impairethy cease to function effectively
when facing such demands as gettiogwork regularly, having their

performance supervised, and remagnin the workplace for a full day....

Thus, the mentally impaired may hag#ficulty meeting the requirement
of even so-called “low stress” jobs.

In light of the foregoing ahorities, the court considers the specific issues raised
by Plaintiff regarding th&LJ's RFC assessment.

a. Consideratioof the Entire Record

Plaintiff argues the ALJ torrectly determined his RFand neglected to support
her conclusions. [ECF No. 26 at 3]. He maimsathe ALJ failed to consider all of his
psychiatric treatment notes together andeagtsupported her conslan by isolating a
few notes in which his symptoms had improvéd. at 4. Plaintiff cites the Fourth
Circuit’'s decisions inlTotten v. Califanp624 F.2d 10 (h Cir. 1980), anKellough v.
Heckler, 785 F.2d 1147 (4th Cir. 1986), to arghat the ALJ was required to consider
the entire recordd.

The Commissioner maintainsetiLJ considered “all of the relevant medical and
non-medical evidence” in assessingifliff's RFC. [ECF No. 28 at 14].

The Fourth Circuit’'s decisions ihottenand Kellough emphasize that ALJs are
required to look beyond specific treatment notes for evidence of a claimant’s general
functional ability. InTotten the Fourth Circuit remandedetlitase where the ALJ failed to
consider whether the pldifi's well-documented, sporacl periods of incapacity

prevented her from performing substantial gdiafttivity within themeaning of the Act.
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624 F.2d at 12. The courtased “[tlhe ‘continuous pesd’ language of § 423(d)(1)(A)
does not require a claimant to show an ilitgbto engage in any substantial gainful

activity every day of his existencdd. at 11. InKellough the court found that “isolated

m

references in the physiciametes to ‘feeling well’ and ‘nonal activity” did not provide

a substantial basis for disregarding the niiflis subjective complaints. 785 F.2d at
1153. Although the court was directlgldressing credibility, as opposed to the RFC
assessment, the undersigned notes thets emphasis on the requirement for the
Commissioner to avoid relying on statemewnighout examining té context of those
statements.

In the case at hand,&\LJ wrote the following:

Specifically, claimant alleged he dmbt handle stress well, experienced
confusion, felt anxiousral depressed around otheaad had problems with

focus and memory, and | have lindtelaimant to performing unskilled

work with no public interactioror production pace. However, | note
claimant reported he shopped, attendedrch, spent time with friends and
family, and did simple household clesy examinations generally showed
intact attention and memory, ancedtment notes from 2011 and 2012
describe claimant’s condition as generally stable.

Claimant also reported panic attackstilag up to an entire day. However,
treatment notes do not s repeated complaints pénic attacks, claimant
was not diagnosed with a panicsaider, and the record reveals no
emergent treatment for panic attacks. Moreover, though claimant reported
hallucinations, examinations gendyarevealed intact cognition and
thought processes (Exhibits 17F an@FR&nd recent treatment notes report
no hallucinations (Exhibit&3F, 24F, and 25F).

Tr. at 31.
The undersigned finds that the ALJ neglddi® consider all the relevant evidence
in the case record in assessing PlaintiREC. Plaintiff's treatment notes revealed

persistent symptoms related to his memtapairments, including nervousness, social
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anxiety, emotional bluntedness, degm®ed mood, residual paranoia, delusions,
hypervigilance, and obsessive and racing gidst On April 9, 201, Dr. Edwards noted
that Plaintiff appeared newus, bounced his legs, andung his hands throughout the
examination. Tr. at 390. Qvlay 24, 2011, Plaintiff complaéd of emotional bluntedness
and depressed mood. Tr. aB4He reported residual pai@ia and emotional bluntedness
on July 5, 2011. Tr. at 416. On September2lB,1, he complained of residual paranoid,
but stated he was “able to cope.” Tr. ad4Plaintiff reported delusions, moderate to
severe depression, and blank mind on Oct@a 2011. Tr. at 412. On November 28,
2011, he complained of intermittent amdoderate depressionyeird and paranoid
thoughts, and moderate anxiety. Tr. at 4tDFebruary 2012, Plaintiff reported mild
paranoia. Tr. at 451. On March 26, 2012 cbeplained of discomfort in social settings,
paranoia, and hypervigilance. Tr. at 4%3n that same date, Ms. Barnes indicated
Plaintiff's symptoms includedepressed mood, anxiety attacks, sleep disturbance, poor
energy, confusion, poor condeation, persecutory delusisnand paranoia. Tr. at 437.
Plaintiff endorsed occasional strange thoagimd hypervigilance on May 15, 2012. Tr.
at 457. On July 10, 2012, he reportddpression, occasional racing thoughts, and
obsession about the past. Tr. at 460. On Sdge, 2012, Plaintifindicated he was not
very active and experiencedaasional depression when hedseed on the past. Tr. at
463. The ALJ relied on treatment notes thadicated stablecondition and intact
cognition and thought processes at the towhexamination, buexcluded evidence of

Plaintiff's symptoms betweetreatment visits and his futiening outside the treatment
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environment. This evidence indicated morevaient symptoms thamere considered in
the ALJ’'s RFC assessment.

The undersigned further finds that tAeJ did not adequately consider whether
Plaintiff maintained the abilityo meet the basic mental demands of unskilled work as
discussed in SSR 85-15. The Ahdglected to look outside #flaintiff's treatment notes
at evidence that suggestéthintiff was doing well becaashe had adopted a highly-
restricted daily routineSeeTr. at 49-51 (Plaintiff testifiethat he lived in an apartment
behind his parents’ home; parents preparedtmb his meals; he napped for extended
periods in each morning and afteon; his motherssisted with cleaning, confirmed that
he took his medications, armtcompanied him to the grocery store twice a month; his
father provided transportaticend went with him to get e at a store two or three
times per week)see alsolr. at 218-25, 23684, 236-43, 274—76 (reported activities in
disability and function reportsonsistent with Plaintiff’'stestimony), 364 (Plaintiff's
description of his daily activities to Dr. Ritwere consistent ih the disability and
function reports and his testomy). As indicated by SSR 85-1&n individual’s ability to
function within a highly-restrictive lifestyle isot necessarily indicative of his ability to
function in a work environment. The ALJ altoled to consider evehce that suggested
periods of symptom excerbation that further reducedaftiff’'s ability to function on
some days as opposed to otheBge Tr. at 55-56, 57 (Plaiiff testified that on
approximately eight to 10 day®r month, he experiencedfaiulty focusing, confusion,
and strange thoughts that caused himbéo unable to do anything), 410 (Plaintiff

indicated to Ms. Wood thdte experienced intermittent glession, weird and paranoid
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thoughts, and anxiety), 437 (Ms. Barneslicated Plaintiffs symptoms were severe
enough, at times, to adversely affect kiigily life), 451 (Plaintiff reported to Dr.
Hotchkiss that he was taking Vistaril auple of times per week for anxiety), 457
(Plaintiff reported occasional strange thbts and hypervigilance), 460 (Plaintiff
complained to DrHotchkiss that he could not thinkaght at times and had occasional
racing thoughts). In light of the foregointpe undersigned finds that the ALJ failed to
consider whether Plaintiff's ability to function in a controlled eonment appropriately
reflected his ability to function outside of it and whether he could meet basic mental
demands in a work setting over the coucdean eight-hour workday and 40-hour
workweek.

b. Hospitalizations

Plaintiff maintains the ALJ did not adequately consider his psychiatric
hospitalizations or the abnormalities noted Dr. Ritz, Dr. Kulungowski, and other
providers. [ECF No. 26 at 4]. The Conssioner argues that the ALJ considered
Plaintiff's hospitalizations, but concludedathhis condition improved and stabilized with
consistent treatment. [ECF No. 28 at 14-20].

The ALJ indicated the following regardjrPlaintiff’'s hospitalizations: “Claimant
was hospitalized foabout a month beginning in Felary 2010 due to depression and
possible paranoia (Exhibit 2F, examinationMay 2010 showed anxious mood, agitated
affect, and pressured spedéxhibit 3F/3), and claimanivas hospitalized for about 2
months beginning inuhe 2010 due to altered mental ssa(Exhibit 4F).”Tr. at 29. She

further indicated that Dr. Heath “reportethimant demonstratednproved affect, good
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mood, no paranoia, and lagl thinking after takingSeroquel reliably during
hospitalization in February 20X&xhibit 2F/5).” Tr. at 30.

The undersigned finds that the ALJ dibt adequately consider Plaintiff's
hospitalizations in assessing his RFC.eTALJ mentioned the hospitalizations and
concluded that Plaintiff's impairments impravafter discharge, buhe did not discuss
particular details of the hospitalizations tbeir implications. Plaintiff was hospitalized
on two occasions for a combined total of nearly 13 weeks in Z2d4€Tr. at 287-89,
313. The treatment notes frothese hospitalizations are particularly relevant because
they indicate difficulty finding a medication regen that adequateddressed Plaintiff's
symptoms.SeeTr. at 292-93, 34-16. The records s indicated Plaintiff experienced
persistent symptoms while in a conteall environment with regular medication
monitoring and administrationSee id. Furthermore, the ALJ neglected to assess
indications from other treatment providersatthsuggested persistent symptoms after
Plaintiff's hospitalizations. Bcause the ALJ failed to adedglst consider the records
from Plaintiff’'s hospitalizationsand subsequent outpatieineatment, the undersigned
finds the RFC she assessed was not based upon the entire record.

C. GAFScores

Finally, Plaintiff maintairs the ALJ improperly relie@n GAF scores to support
her conclusion. [ECF No. 26 at 10]. TB®mmissioner argues the ALJ was required to
assess the GAF scores as opiregidence. [ECHNo. 28 at 14].

The ALJ indicated th following regarding Riintiff's GAF scores:

| have also given significant weigkd the various Glbal Assessment of
Functioning scores reported in treatmh notes from state mental health

32



centers (Exhibits 5F, 9F, 17F, 23F, 24Rd 25F). Such scores only provide

a snapshot of claimant’s condition ay given time. However, such are

consistent with mental health ttegent notes and examinations, which

indicate claimant’s condition improgeand stabilized with consistent

treatment. Moreover, scores from thedeof 2010 through September 2012

indicate claimant had largely miltb moderate symptoms or related

decrease in functioning, which is castent with the assessments of Dr.

Calhoun and Dr. King, as well as Dr. Ritz’s opinions.

Tr. at 32.

The American Psychiatric AssociatigtAPA”) recognized the GAF scale as a
means of tracking clinical progress of indivals with respect to psychological, social,
and occupational functionin@SM-IV-TR at 32. However, the APA dispensed with use
of the GAF scale in # Fifth Edition of theDiagnostic & Statistial Manual of Mental
Disorders(“DSM-V”) for several reasons, including “icenceptual lack of clarity (i.e.,
including symptoms, scide risk, and disabilities in itglescriptors) and questionable
psychometrics in routine practicedDSM-V at 16. TheDSM-V instead uses the World
Health Organization’s Disability Assessment Schedule (“WHODAS”) to provide a global
measure of disability. This court has previguseld that withoutadditional context, a
GAF score is not meaningfubee Parker v. Astru&64 F. Supp. 2844, 557 (D.S.C.
2009) (stating that “Plaintiff's GAF score is only a snapshadime, and noindicative of
Plaintiff's long term leel of functioning.”).

The undersigned finds that the AL&péd improper emphasis on Plaintiff's GAF
scores to the exclusion ofepfic evidence regarding Plaif's symptoms and level of
disability. The undersigned eges with the Commissioner’'s argument that GAF scores

represent opinion evahce that the ALJ sh@l consider. However, in light of the

psychiatric community’s rejedn of the GAF scale as anegfliate means of assessment
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and this court’s requirement that ALJ'dlobeyond GAF scores, the undersigned finds
that the ALJ accorded greaterigiat to Plaintiffs GAF scoes than was warranted by the
record. The ALJ gave significant weight tBAF scores that conflicted with other
evidence regarding Plaintiff'sglobal functioning, inalding treatment notes that
documented more severe symptoms and dqesuoms of daily actiities that suggested
greater disability. Therefore, the undersigned that tie) erred in relying on Plaintiff's
GAF scores to support the assessed RFC.

d. Inclusiorof Additional Restrictions in RFC

Plaintiff argues the ALJ failed to comply with the requirements of SSRs 85-15 and
96-8p because she neglected to explain Rd&ntiff's psychiatric impairments were
accommodated by the assessed RBCat 8-9. The Commissioner argues that additional
limitations were not supported byethecord. [ECANo. 28 at 15].

The ALJ indicated that Plaintiffs méal impairments restricted him to
“performing routine, repetitive tasks andanskilled work with no public interaction”
and that he could not “perform work reqng a production pace such as work on an
assembly line.” Tr. at 28. The ALJ furthéound that Plaintif could perform “goal
oriented work such as wioas an office cleanerld. She further restricted Plaintiff “from

all public interaction androm performing wok with a productbn pace” gren his

* The undersigned acknowledges that &ile) rendered her opinion before tRXSM-V
was published and is not suggesting thatsttwaild have anticipated that the APA would
reject the GAF scale. However, the undersigbelieves that this court's decision in
Parker emphasizes the APA’s reasons for findithg GAF scale to be an inaccurate
indicator of mental functioningnd is consistent with the APA’s decision to abandon use
of the GAF scale.
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“history of paranoia and depression amntlegations of problems handling stress,
maintaining focus, and beirsgound others.” Tr. at 32.

Although the ALJ indicated #t restricting Plaintiff from public interaction and
production-pace addressed his paranoigretsion and problem&andling stress,
concentrating, and being around others, the ALJ did not adequately explain how she
accommodated all of Plaintiffs symptoms bow the restrictionghat she imposed
addressed the symptoms tha¢ glurported to address. Th&re, upon remand, the ALJ
should reconsider whether the restrictiah® imposed adequately addressed the cited
symptoms and whether Plaintiff's additial symptoms warrant the imposition of
additional restrictions.

2. CredibilityAssessment

Plaintiff argues the ALJ failed to follo the requirements of SSR 96-7p and
Fourth Circuit precedent ievaluating his credibility. [EF No. 26 at 10-12]. The
Commissioner argues that the ALJ explained sy found Plaintiff’sstatements to not
be credible. [ECHNo. 28 at 13].

After a claimant has established tlegistence of a medically-determinable
impairment, the ALJ should consider the intensity, perstgteand functionally-limiting
effects of his symptoms to determine the extent to whichdHeygt the claimant’s ability
to do basic work activities. SSR 96-7p. “[T]adjudicator must cafully consider the
individual’s statement about symgons with the rest of the levant evidencen the case
record” in determining whether theagihant's statements are credidig. To assess the

credibility of the claimant’'statements, the ALJ “must coder the entire case record,
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including the objective medicakvidence, the individual own statements about
symptoms, statements and other infaiora provided by treating or examining
physicians or psychologistsi@ other persons about the syomps and how they affect
the individual, and any other relextaevidence irthe case recordfd. The ALJ cannot
disregard the claimant’s statements dbsymptoms merely lobause they are not
substantiated by objeee medical evidencdd. Furthermore, the ALJ must specify his
reasons for the finding on credibility, and hisasens must be supped by the evidence
in the case recordd. The ALJ’'s decision must clearlydicate the weight accorded to
the claimant’s statements and the reasons for that wédght.

The ALJ should consider the following factors in addition to the objective medical
evidence in assessing the credibiliya claimant’s statement€l) the individual’'s daily
activities; (2) the location, duration, frequenayd intensity of thendividual's pain or
other symptoms; (3) factors that precipitate and aggravate the symptoms; (4) the type,
dosage, effectiveness, and side effects gfraadication the individal takes or has taken
to alleviate pain or other Byptoms; (5) treatment, otheratth medication, the individual
receives or has received for relief of pairotrer symptoms; (6) any measures other than
treatment the individual uses or has usedeteve pain or other symptoms (e.g., lying
flat on his or her back, stamdj for 15 or 20 minutes evehpur, or sleeping on a board);
and (7) any other factors concerninge thndividual’'s functional limitations and
restrictions due to pa or other symptomsld. (citing 20 CFR 88 404.1529(c) and

416.929(c)).
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In light of the foregoing ahorities, the court considers the specific issues raised

by Plaintiff regarding the All's credibility assessment.
a. DailyActivities

Plaintiff maintains the ALJ considerethe activities he performed without
considering the infrequency tfiose activities and his utiability in performing them.
[ECF No. 26 at 12-15].

The ALJ indicated that she considerediRtiff's reports thathe performed self-
care, prepared simple meaisent out alone, shoppedpent time with family and a
neighbor, did laundry, wa#ld several times per day, performed yardwork, swept,
mopped, vacuumed, washed dishes, wentrfgshwent out to eat, and attended church
occasionally. Tr. at 30.

The undersigned finds that the ALJ failed properly considePlaintiff's daily
activities in assessing his cretitly. Although Plaintiff indicaed that he performed the
activities cited by the ALJ, hesal indicated that heas unable to functiofor eight to 10
days per month, required his mother's assistance to perform chores and shopping,
generally ate the meals that his parents gmexgh did not drive, and napped for an hour-
and-a-half twice daily. Tr. at 49-55%57. The Fourth Circuit's decisions ihotten and
Kellough emphasize that ALJ’s should not talkéormation out of context and should
instead consider the claimanigeneral functional abilitySee Totten624 F.2d at 12;
Kellough 785 F.2d at 1153. The undersigretis that the ALJ improperly relied on
some of Plaintiff's reported dg activities, but didnot consider Plairifis limitations in

performing those activities or @ride a substantial basisrfaisregarding other daily
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activities that suggested he would have ditfictunctioning in the workplace. Thus, the
ALJ neglected to consider the implications of Plaintiff's daily activities on his general
functional ability.

b. SideEffectsof Medications

Plaintiff contends the ALJ erroneously stated he had no side effects from his
medications and neglected to consider $ide effects documented in the recddd.at
16.

The ALJ indicated thatshe considered Plaintiff's “alleged drowsiness and
dizziness due to medication,” but “included no related limitations” because [tJreatment
notes from May and July 2012port claimant denied sddan and other side effects
from medication (Exhibit 23F, 81 Exhibit 24F)/And examinations showed claimant was
alert and oriented (Exhibits 17F and 23F).” Tr. at 31.

Plaintiff's records indicate significant strgles to regulate his medications due to
multiple side effects and genkmeffectiveness. During kihospitalization from January
30 to March 2, 2010, Plaintiff was initiallyrescribed Seroquel, bhe reported that it
made him feel sedated and lightheaded. T298t He was given 20 mg of Celexa, but he
continued to have disorgaeid and tangential thoughtsl. Plaintiff was then prescribed
Haldol and reported improvement, ldéveloped a slight hand tremdd. He was again
prescribed Seroquel prior to dischardg. During the second hogaglization, Plaintiff
was initially prescribedProlixin, which was graahlly titrated to a lgher dosage. Tr. at
314. He again developed a tremdd. His Prolixin dosage was decreased after he

complained of daytime sedation. Tr. 3t4. However, the dosageas ineffective to
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control his symptoms, sd was later increasedd. His tremor again worsened and
Prolixin was again decreased and Invega prascribed. Tr. at15. On December 30,
2010, Plaintiff complaiad that Zoloft was too strong. Tr. at 42 Januar, 2011, Dr.
Kulungowski indicated Plaintiff's prescription for Celexa was “problematic” and he
replaced it with Remeron. Tr. at 426. Ak#f completed an adult function report on
January 10, 2011, in which he indicatedelxperienced drowsiness and dizziness as side
effects of medication use. Tr. at 243. ®Gebruary 3, 2011, Plaintiff reported some
tiredness from Remeron and requested thatnivsga dosage beedreased. Tr. at 424.
During the consultative examination on Mazh, 2011, Plaintiff mdicated to Dr. Ritz
that his medications made him sleepy. Ti3&4. On May 24, 201 Rlaintiff complained

of increased emotional bluntedness with ithereased dosage of Invega. Tr. at 419. In
July 2011, Plaintiffcomplained of increased swelliragnd blurred vision since starting
Wellbutrin. Tr. at 416. Dr. Ekechukwu notedaPitiff seemed “particularly sensitive to
side effects” of medicationsd. Plaintiff decided to remaion Wellbutrin SR despite its
side effects because it had a posig¥ect on his depressive symptortts. However, he
complained that Invega causdénim to be emotionally bluntedd. Dr. Ekechukwu
prescribed a trial dose of Fandpttarget paranoia, and Ri&ff was instructed to follow
up with the nurse in two weskegarding its effectivenedsl. Although the record does
not reflect Plaintiff's follow upwith the nurse, the undegsied notes that Plaintiff was
not taking Fanapt at his nexisit and was instead talg Geodon. Tr. at 414. On
September 13, 2011, Plaintiff reported gaié/e reaction to Geodon and Dr. Ekechukwu

discontinued the prescription. Tr. at 414, ACm October 25, 2011, Plaintiff reported
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delusions and moderate-to-severe depressespite compliance with medications. Tr. at
412. Ms. Wood increased Plaintiff's Wellbutrin SR dosag&@06 mg. Tr. at 413. On
November 28, 2011, Ms. Wood noted that iiéi developed a headache that lasted for
two weeks while taking the increased dosa@éVellbutrin and reduced the dosage to
150 mg daily and prescribed Bft. Tr. at 410. On February3, 2012, Plaintiff reported
rarely taking Remeron and taking Vistaril a cleupf times per week for anxiety. Tr. at
451. He was taking Wellbutrin SR and Invega as prescride®laintiff reported stable
mood and denied excess siwalaand major irritability, but reported mild parandid. In
March 2012, Plaintiff reported that he onlged Remeron as needed and stated he had
not used Vistaril “much.” Trat 454. He denied gross mania, hallucinations, and
delusions, but endorsed “little @enoia” and “slight hypervigilance.ld. On May 15,
2012, Plaintiff reported only raly taking Remeron and VistarTr. at 457. He denied
gross mania, suicidal ideations, homiciddéations, sustained depression, and sleep
disturbance, but endorsed occasional strangeghts and some senef hypervigilance.

Id. Although Plaintiff denied excess sedation &uly 10, 2012, he reported increased
depression, difficulty thinking, occasionacing thoughts and obsession with the past.
Tr. at 460.

The undersigned finds that the ALJ didt pooperly consider the side effects of
Plaintiff's medications or the difficulty tha®laintiff had in ontrolling his symptoms
with medications. The ALJ based her concludioat Plaintiff did not have side effects
from his medications on two treatment notesrfiday and July 2012p the exclusion of

multiple references to medication side eféethroughout the file and in Plaintiff's
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testimony. The record reflects that Ptdfis physicians discomtued or changed the
dosage of at least eight medications becafisbeir side effects or ineffectiveneee
Tr. at 293, 315, 401415, 426, 428. Degp Plaintiffs many medication changes, he
remained symptomatiSeeTr. at 412, 451, 454, 457, 46Dr. Ekechukwu specifically
noted that Plaintiff was particularly sensitite the side effects of medications. Tr. at
416. Although Plaintiff endorsed no side etfefrom medications iduly 2012, he had
previously complained of side effectsorfin three of the four medications he was
prescribed at that time&eeTr. at 364, 410, 416419, 424. Plaintiff accepted the side
effects of Wellbutrin SR becae of its effectivenesSeeTr. at 416. It also appears that
he attempted to minimize his general side effects by only taking Remeron and Vistaril
when his symptoms were exacerbatSee Tr. at 451, 454, 457. In light of well-
documented evidence of Plaffis medication side effets and difficulty finding
effective medications, his psyeliist's suggestion that he was particularly sensitive to
the side effects of medications, and his docusekefforts to cope with and minimize his
side effects, the undersigned finds ththe ALJ did not properly consider the
effectiveness and side effects of Pldftgimedications in assessing his credibility.
3. MedicalSourceOpinions
a. Ms.Barnes’Statements

Plaintiff argues the ALJ violated SSR-2f by failing to specify the weight
accorded to Ms. Barnes’ statents. [ECF No. 26 at 19The Commissioner maintains
that Ms. Barnes was not an acceptable oadsource and washus, incapable of

rendering a treating source’s opinion. [ECF No. 28 at 22]. Nevertheless, the
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Commissioner argues thatethALJ evaluated Ms. Barne®pinion based on the
guidelines set forth in SSR 06-03¢. at 23.

The ALJ accorded “some vwght” to Ms. Barnes’ statements, but noted that Ms.
Barnes “largely repeated asinant’'s own subjective statemis rather than rendering
professional, independent opinions” and thatntal health treatment notes indicated
Plaintiff's condition had been “generallyabie since the end @010.” Tr. at 32.

Pursuant to 20 C.R. 88 404.1527(b) andl16.927(b), the ALJ must consider all
relevant evidence in the casscord when determining whwdr a claimant is disabled.
See alsdSSR 06-3p. However, medical opinsomay only be rendered by “acceptable
medical sources,” which incledliicensed physicians, licensed certified psychologists,
licensed optometrists, licensed podiatrists] guoialified speech-language pathologists.
SSR 06-3psee20 C.F.R. 88 404.1513(@416.913(a). “Other sources” are defined as
individuals other than acceptable medical searand include medical providers, such as
nurse practitioners, physician assistants, licendaical social wokers, naturopaths,
chiropractors, audiologistand therapists, as well a®mmedical sources, such as
educational personnel, social welfareeagy personnel, rebditation counselors,
spouses, parents, other relatives, friends,htigs, clergy, and employers. 20 C.F.R. 88
404.1513(d), 416.913(d). Medical opinions mhetconsidered based on the criteria set
forth in 20 C.F.R. § 404.1527(c), but omns from “other sources” are not medical
opinions. SSR 06-3p. While the factors inQF.R. § 404.1527fand 416.927(c) do not
have to be explicitly considered evaluating the dpions of other medal sources, they

represent basic principles for the nealeration of all opinion evidencdd. “The
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evaluation of an opinion from a medical sowd® is not an ‘acceptable medical source’
depends on the particular facts in each cased should be based on “consideration of
the probative value of the opinions and a weiglof all evidence in that particular case.”

Id.

The undersigned concludes that the AlLdperly considered Ms. Barnes’ opinion
based on the evidence inetmecord. Because Ms. Barngss a counselor and not an
acceptable medical source, the ALJ was not redquio strictly asss her opinion based
on the criteria in 20 C.F.R. 88 404.1%7 and 416.927(c). However, the ALJ was
guided by those criteria, wdh include the examining laionship, the treatment
relationship (includindength of treatment relationshgnd frequency of examination and
nature and extent of treatment relatiop$hithe supportabilityof the opinion, the
consistency of the opinion with the recomd a whole, and the specialization of the
provider.See20 C.F.R. 88 404.1527(@nd 416.927(c). Plaintiff testified that he began
treating with Ms. Barnes aftéwe was hospitalized in Februa910. Tr. at 55. Therefore,
the record suggestsahMs. Barnes had an examiniagd treatment relationship with
Plaintiff, which the ALJ acknowliged. Tr. at 32. However, MBarnes did not indicate
how frequently Plaintiff participated in ¢hapy or include any treatment notes to
corroborate her statement, so tineatment relationship was uncle&eeTr. at 437.
Likewise, Ms. Barnes' statement lackeslipportability because it could not be
corroborated by treatment netélhe ALJ acknowledged thits. Barnes’ statement was
consistent with some indications in the record, but indicated additional restrictions that

were not verified in the psh@trists’ treatment noteSeeTr. 32. The undersigned agrees
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that Ms. Barnes suggested some limitatiorsd there not documented in those records.
The ALJ acknowledged Ms. Bagg' specialization as a menta¢alth counselor. Tr. at
32. The undersigned finds that the ALJ wgsded by the facterin 20 C.F.R. §
404.1527(c) and 416.927(c), and that shearalsly gave “some welig,” as opposed to
controlling weight to Ms. Barnes’ opiniom the absence of cmborative records.
However, the undersigned direthst that ALJ should recoider Ms. Barnes’ opinion on
remand if additional records areoprded to corroborate her opinion.
b. StateAgencyConsultantsOpinions

Plaintiff contends the ALJ accorded unjfisd weight to the opinions of the non-
examining state agewy consultantsld. at 21-22. Plaintiff futiter maintains that, while
the ALJ suggested she gave significant wetghDr. King’'s opinion, she neglected to
consider specific indications grided by Dr. King that suggsted Plaintiff was unable to
work. Id. at 18-19. The Commissioner argué¢hat the ALJ's decision to accord
significant weight to the opinions of DiGalhoun and King was supgped by substantial
evidence and thahe ALJ correctly iterpreted the limitations iDr. King’s opinion to be
temporary restrictions that would last fosgethan 12 months. (B No. 28 at 22].

The ALJ accorded gnificant weight to the opions of Drs. King and Calhoun
based on their “substantial merience applying Social 8erity disability law and
policy,” review of “evidence from variedosrces,” and “detailed rationale for their
conclusions.” Tr. at 32. She also noted tth&t Dr. Calhoun’s assessment and Dr. King’s

assessment were consistent with one anaiher.
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The undersigned has reviewedr.DKing's opinion, and accepts the
Commissioner’s argument that the restrictiahsntified were for less than a 12-month
period. SeeTr. at 338-50. Dr. King indicated Paiff was “expected to be able to
perform simple unskilled work by 2/11.” Tat 350. He also indicated that he gave
controlling weight to the Sepmber 2010 record from the mental health center, which
suggested an unremarkablenta status examinatioid. He stated that Plaintiff's status
would likely remain unremarkable ihe was complaint with medicationd. The
undersigned finds that Dr. King's opinion svapeculative. Furthermore, it failed to
reflect problems with medications and sympsothat were documented in subsequent
treatment notes. Therefore, the undersigrisnds that the ALJ erroneously gave
significant weight to Dr. King’s opinion, which was not supported by substantial
evidence.

The undersigned also finds that the Alproperly gave significant weight to Dr.
Calhoun’s opinion. It does not appearatthDr. Calhoun considered Plaintiff's
hospitalizations. See Tr. at 379 (selected “nonetwith regard to episodes of
decompensation), 381 (failed tite records from hospitalizans). He also failed to
properly considered Plaintiff'activities of daily living, notag the activities that Plaintiff
could perform, but failig to note his restrictions in gferming those and other activities.
SeeTr. at 381. Dr. Calhoun based his a&sseent on one mental health treatment note
from November 2010 and thersultative examination repdrom Dr. Ritz, which fail to
reflect subsequent problenis regulating Plaintiff's mdications and controlling his

symptoms and side effectSee id.Because Dr. Calhoun’s mpon was not based upon
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the entire record, the undemsey finds that the ALJ’s decision to accord it significant
weight was unsupported by substantial evidence.
C. Dr.Hunt’s opinion

Plaintiff argues that the Commissionemgleeted to consider Dr. Hunt's records
and opinion, which he includeals an attachment to hisotion to admit new evidence.
[ECF No. 26 at 20-21JECF No. 10-3]. Platiff argues Dr. Hunt's records are material
because they contain a sta@rhin which Dr. Hunt indidad Plaintiff was permanently
disabled and that his primary disabling diagis was bipolar disorder. [ECF No. 10-1 at
2-3]. Although Plaintiff initiallyargued that there was good sador his failure to admit
the evidence at the administrative level, bbsequently indicated in his brief that, upon
review of the record, he diseered that most of the ewddce he soughb admit was
submitted at the administrative level and appeared in the r¢E@H.No. 26 at 20].

The Commissioner argues that the addélaecords and opinion from Dr. Hunt
were not material and that Plaintiff did tndemonstrate good cause for his failure to
submit the records at the adminisira level. [ECHNo. 18 at 2-5].

The undersigned denies Piaif’'s motion to admit tle additional evidence as
moot. “[T]he mootness doctrine usually requieegsourt to dismiss an action in which,
because of events occurringeafthe plaintiff filed the suit, any relief the court might
grant would be of notility to the plaintiff.” Ogunde v. Holder563 F. App’x. 237 (4th
Cir. 2014) €iting Central States, Se. & Sw. Ardasnsion Fund v. Central Transp., Inc.
841 F.2d 92, 934th Cir. 1998);Tucker v. Phyfer819 F.2d 1030, 1@3n. 3 (11th Cir.

1987). In light of Plaintiff's admission that the evidendbat he sought to admit,
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including Dr. Hunt's opinionwas already in evidencd, would provide no utility to
Plaintiff for the undersigned to decidetlie ALJ had a duty tacquire the evidence
before making a decision.

Furthermore, the undersigned declines to address the Commissioner’s
consideration of Dr. Hunt's apion. Although the Appeal€ouncil determined that Dr.
Hunt’s opinion concerned a ped after the date of the Alsldecision, thé&LJ will have
the opportunity to consider Dr. Hunt's apn and the additional records on remand.

lll.  Conclusion

The court’s function is not to substitute @wn judgment for that of the ALJ, but
to determine whether the ALJ8ecision is supported as a matter of fact and law. Based
on the foregoing, the courtannot determine that the Commissioner’s decision is
supported by substantial evidence. Thereftire,undersigned reverses and remands this
matter for further administrative proceedingersuant to sentence four of 42 U.S.C. §
405(9).

The undersigned also desias moot Plaintiff's nimn to admit new evidence.
[ECF No. 10].

IT IS SO ORDERED.

(. V. Dtotpes

February 13, 2015 ShivaV. Hodges
Columbia,SouthCarolina United States Magistrate Judge

47



