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IN THE UNITED STATES DISTRICT COURT
FOR THE SOUTHERN DISTRICT OF WEST VIRGINIA

HUNTINGTON DIVISION

KATHY ANN BLAKE,
Plaintiff,
V. Gase No.: 3:11-cv-00317
MICHAEL J. ASTRUE,
Commissioner of the Social

Security Administration,

Defendant.

MEMORANDUM OPINION

This is an action seeking review of the decisiénh@ Commissioner of the Social
Security Administration (hereinafter the “Commissioner”) denying plainsff
application for supplemental security income (“SSlinder Title XVI of the Social
Security Act, 42 U.S.C. 88 1381-1383f. Tldase is presently before the Court on the
parties’ Motions for Judgment on the Pleadings.KBNDsS. 9 and 12). Both parties have
consented in writing to a decision by the Uniteat8s Magistrate Judge. (ECF Nos. 10
and 11). The Court has fully considered the evigdeand the arguments of counsel. For
the reasons that follow, the Court findsaththe decision of the Commissioner is
supported by substantial evidence and should heredt.

[ Procedural History

Plaintiff, Kathy Ann Blake (hereinaftereferred to as “Claimant”), filed for SSI
benefits on March 13, 2008, alleging disabiliyce March 1, 2008 due to a back injury

and depression. (Tr. at 106—09, 121). The &dsecurity Administration (“SSA”) denied
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the application initially and upon reconsidéoam. (Tr. at 66—70, 76—78). On November
5, 2008, Claimant filed a written request fom administrative hearg, which was held
on February 5, 2009 before the HonoraBlgernon Tinsley, Administrative Law Judge
(“ALJ™). (Tr. at 24—63). By decision datefeptember 2, 2009, the ALJ determined that
Claimant was not entitled to benefits. (Tr. at 132

The ALJ’'s decision became the final dgon of the Commissioner on March 4,
2011 when the Appeals Council denied Claimaméquest for review. (Tr. at 1-6). On
May 8, 2011, Claimant brought the presemnilcaction seeking judicial review of the
administrative decision pursnato 42 U.S.C. § 405(g). (ECF No. 2). The Commissgio
filed his Answer and a Transcript of the Peedings on June 2, 2011. (ECF Nos. 7 and
8). Thereafter, the parties filed their briefs inpport of judgment on the pleadings.
Hence, this matter is ripe for resolution.

Il. Claimant’s Background

Claimant was 37 years old at the timetloé administrative hearg. (Tr. at 30).
She has a high school education and is d@ableommunicate in English. (Tr. at 32).
Claimant previously worked as a cook amsigtant restaurant manager. (Tr. at 122).

[1. Summary of ALJ’s Findings

Under 42 U.S.C. 8§ 423(d)(5), a claimaseeking disability benefits has the burden
of proving a disability. Se8lalock v. Richardson, 483 F.2d 773, 774 (4th Cir. 1972). A
disability is defined as the “inability to gage in any substantial gainful activity by
reason of any medically determinable impaéent which can be expected to last for a
continuous period of not less thanmidnths.” 42 U.S.C. 423(d)(21)(A).

The Social Security Regulations estableslive step sequential evaluation process

for the adjudication of disability claims. #n individual is found “not disabled” at any
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step of the process, further inquiry is unng&@ey and benefits are denied. 20 C.F.R. §
416.920. The first step in the sequence&éiermining whether a claimant is currently
engaged in substantial gainful employmedmit.§ 416.920(b). If the claimant is not, then
the second step requires a determinatiowléther the claimant suffers from a severe
impairment.ld. 8§ 416.920(c). If severe impairmend present, the third inquiry is
whether this impairment meets or equals any ofithgairments listed in Appendix 1to
Subpart P of the Administrative Regulations Nold..§8 416.920(d). If the impairment
does, then the claimant is fodmlisabled and awarded benefits.

However, if the impairment does not, the adjudacatmust determine the
claimant’s residual functional capacity (“RF, which is the measure of the claimant’s
ability to engage in substantial gainful adty despite the limitations of his or her
impairments.ld. § 416.920(e). After making this detmination, the next step is to
ascertain whether the claimant’s impairments prévbee performance of past relevant
work. 1d. 8 416.920(f). If the impairments do prevent thefpenance of past relevant
work, then the claimant has establishedrama facie case of disability, and the burden
shifts to the Commissioner to establish, as fihal step in the process, that the claimant
is able to perform other forms of substehtgainful activity, when considering the
claimant’s remaining physical and mental capacjtigge, education, and prior work
experiencesld. § 416.920(g)see also McLain v. Schweiker, 715 F.2d 866, 868-69 (4th
Cir. 1983). The Commissioner must esliah two things: (1) that the claimant,
considering his or her age, educatioskills, work experience, and physical
shortcomings has the capacity to performaternative job, and (2) that this specific
job exists in significant numbers in the nationabeomy.McLamore v. Weinberger,

538 F.2d. 572, 574 (4th Cir. 1976).



When a claimant alleges a mental impaént, the Social Security Administration
(“SSA”) “must follow a special technique at eydevel in the administrative review.” 20
C.F.R. 8 416.920a. First, the SSA evaluaties claimant’s pertinent signs, symptoms,
and laboratory results to determine whethtee claimant has a medically determinable
mental impairment. If such impairment exists, tf®ARIocuments its findings. Second,
the SSA rates and documents the degreéuonttional limitation resulting from the
impairment according to criteria specified20 C.F.R. 8§ 416.920a(c). Third, after rating
the degree of functional limitation fronthe claimant’s impairment(s), the SSA
determines the severity of the limitation. Aireg of “none” or “mild” in the first three
functional areas (activities of daily living, sotidunctioning, and concentration,
persistence or pace) and “none” in the fou@@pisodes of decompensation) will result in
a finding that the impairment is not sevareless the evidence indicates that there is
more than minimal limitation in the claimastability to do basic work activities. 20
C.F.R. 8416.920a(d)(1). Fourth, if the claimant’spiairment is deemed severe, the SSA
compares the medical findings about the severe impant and the rating and degree
and functional limitation to the criteria dhe appropriate listed mental disorder to
determine if the severe impairment meetsioequal to a listed mental disorder. 20
C.F.R. 8§ 416.920a(d)(2). Finally, if the SSAdis that the claimant has a severe mental
impairment, which neither meets nor equalssted mental disorder, the SSA assesses
the claimant’s residual function. 20 C.F.R.416.920a(d)(3). The Regulation further
specifies how the findings and conclusion reachedpplying the technique must be
documented at the ALJ and Apps&ouncil levels as follows:

The decision must show the significant history lirding examination and

laboratory findings, the functionalnfiitations that were considered in
reaching a conclusion about the seveatyhe mental impairment(s). The
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decision must include a specific finding as to thegree of limitation in
each functional areas described in paragraph (tf)isfsection.

20 C.F.R. §416.920a(e)(2).

In this case, the ALJ determined thati@ant satisfied the first inquiry because
she had not engaged in substantial gainfuivag since March 6, 2008. (Tr. at 15,
Finding No. 1). Under the second inquiryetiALJ found that Claimant suffered from
the severe impairments of chronic payndrome, depression, and anxietyl.(Finding
No. 2). The ALJ considered Claimant’s shory of headaches, high cholesterol,
hypertension, thyroid problem, restless ®gmdrome, pelvic pain, and shoulder pain
but found these medical impairments to be non-savdrr. at 15— 16).

At the third inquiry, the ALJ concluded that Claimts impairments did not
meet or equal the level of severity of any inmpaent contained in theisting. (Tr. at 16,
Finding No. 3). The ALJ then found that Glaant had the residual functional capacity
to perform light exertional work with $we additional postural and environmental
restrictions. (Tr. at 17, Finding No. 4¢laimant could occasionally climb ramps and
stairs, balance, stoop, kneel, crouch, and ¢rbut could never climb ladders, ropes, or
scaffolds. (d.). Claimant’s environmental limitatiarequired her to avoid exposure to
extreme cold, vibrations, and hazards. Thel Also found that Claimant was able to
learn and perform work-like activitiesith limited contact with others.

As a result, the ALJ determined th&aimant could not return to her past
relevant employment as a cashier, cook, cleasenver, or assistant manager. (Tr. at 21,
Finding No. 5). The ALJ noted that Claimawas 36 years old on the date she filed her
SSI application, qualifying her as a “younger indival age 18-49.”Id., Finding No. 6).
She had a high school education and could commuaicakEnglish. (d., Finding No. 7).

The ALJ found that transferability of job ik was not an issue, because the Medical-
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Vocational Rules supported a finding of “ndisabled” regardless of transferability of
skills. (Id., Finding No. 8). He then considered aflthese factors and, relying upon the
testimony of a vocational expert, determingdtht Claimant could perform jobs at the
light exertional level, such as, weigher/ meeex, hand packager, and product inspector,
all of which existed in significant numbers in thational and regional economy. (Tr. at
21-22, Finding No. 9). At the sedentary Iev@€laimant could work as a surveillance
systems monitor, grader/sorter, and bench worKer. gt 22). On this basis, the ALJ
concluded that Claimant was not under a disap#ls defined by the Social Security Act.
(Tr. at 22, Finding No. 10).

V. Claimant's Challenges to the Commissioner’s Deision

Claimant contends that the CommisssoBs decision is not supported by
substantial evidence because the ALJ failegraperly analyze the record; in particular,
he ignored the findings of Claimant’s physidherapist, who observed that Claimant
still experienced pain with prolonged weight beayiforward bending, and when in a
protruded head posture for a significant periodiofe. Claimant also argues that the
ALJ overlooked the statements of Claimant’s tregtiphysician, Dr. Jason Hudalk,
regarding the negative impact that Claima psychological symptoms and treatment
had on her ability to concentrate and stay al@t.s Br. at 11-13). As a result, Claimant
asserts that the ALJ's RFGsessment was erroneoulsl.).

V. Scopeof Review

The issue before this Court is whethtére final decision of the Commissioner
denying Claimant’s application for benefits supported by substantial evidence. In
Blalock v. Richardson, the Fourth Circuit Court of Apds defined substantial evidence

as:



Evidence which a reasoning mind would accept aficserit to support a

particular conclusion. It consists of meothan a mere scintilla of evidence

but may be somewhat less than a preponderancéaetktis evidence to

justify a refusal to direct a verdict wetke case before a jury, then there is

“substantial evidence.”
483 F.2d 773, 776 (4th Cir. 1972) (quotihgws v. Celebrezze, 368 F.2d 640, 642 (4th
Cir. 1966)). Additionally, the Commissionenot the court, is charged with resolving
conflicts in the evidenceHdays v. Sullivan, 907 F.2d 1453, 1456 (4th Cir. 1990). The
Court will not re-weigh conflicting evidese, make credibility determinations, or
substitute its judgment for that of the Commissianeé. Instead, the Court’s duty is
limited in scope; it must adhere to its “tiidnal function” and “scrutinize the record as
a whole to determine whether the conclusions redchee rational.”"Oppenheim v.
Finch, 495 F.2d 396, 397 (4th Cir. 1974). Thttse ultimate question for the Court is not
whether the Claimant is disabled, but wheathlee decision of the Commissioner that the
Claimant is not disabled is well-groundedthre evidence, bearing in mind that “[w]here
conflicting evidence allows reasonable m#do differ as to whether a claimant is
disabled, the responsibility for thaltecision falls on the [Commissioner]Walker v.
Bowen, 834 F.2d 635, 640 (7th Cir. 1987).

The Court has considered each of Clainachallenges in turn and finds them
unpersuasive. To the contrahaving scrutinized the recormk a whole, the Court finds

that the decision of the Commissionesispported by substantial evidence.

VI. Relevant Medical Records

The Court has reviewed the TranscriptRrfoceedings in its entirety, including
the medical records in evidence, and sumizes below Claimant’s medical treatment
and evaluations to the extent that they adevant to the issues in dispute or provide a

clearer understanding of Claimant’s medical backgra.
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A. Prior to Disability Onset Date

On August 23, 2004, Claimant was midted to the Emergency Room at St.
Mary’s Medical Center following a rear-endi@mobile collision that caused her to hit
her head on the steering wheel. (Tr. at 238-&faimant complained of a headache with
neck pain, back pain that radiated into her hips] keft lateral rib pain. She stated that
movement exacerbated her symptoms. The EmergenomRphysician found that
Claimant was tender in the thoracic and llanlbegions of the spine, but observed no
obvious abnormalities on physical examination. ilBkant’s straight leg raising test was
negative bilaterally. (Tr. at 239). X-rays @laimant’s cervical, thoracic, and lumbar
spine confirmed the absence of significaatinormalities, revealing only some minor
degenerative vertebral endplate lipping of the #woiec spine. (Tr. at 239-40). Claimant
was discharged home with instructions seser primary care physician, apply ice and
heat, and take Naprosyn for pain.

On July 20, 2005, Claimant was seen at Carl John&bedical Center
complaining of pain related to her motor veleiaccident and depression. (Tr. at 185).
Claimant was examined by Larissa Pitts, @=d Family Nurse Practitioner, who noted
that Claimant had a history of depressiand had tried Zoloft without relief of her
symptoms. Claimant also reported congtaaching leg pain, with numbness and
tingling, which she rated as an eight in seiyeon a ten point pain scale. Nurse Pitts
diagnosed Claimant with depression atmver leg pain. She prescribed an anti-
depressant, Lexapro, recommended counseling, mfe@aimant to an orthopedist for
an evaluation of the leg pain, and instrettClaimant to return in one month. On
August 22, 2005, Claimant returned to the Medicahter. (Tr. at 184). She reported

that she had stopped taking Zoloft three dagslier because it made her *“feel like a
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zombie.” Claimant refused another anti-depredsat that time. She indicated that her
lower back continued to hurt and descdbfeeling a “pop” in her lower back with
associated pain in her right leg. On exaation, Nurse Pitts noted that Claimant
retained a full range of motion in her extrera#, had a negative straight leg raising test,
and walked with a steady gait. Nurse Piiagnosed Claimant with low back pain and
depression. She ordered an MRI of Claimahtmbar spine and encouraged her to keep
her appointment with the orthopedist. She alsoringied Claimant to monitor her
depression for worsening, seek counseling if nemgssand maintain her activity level.
(1d.).

On October 2, 2006, Claimant consultedh her gynecologist, Dr. Amber Kuhl
of United Health Professionals, for complamdf back pain and general weakness. (Tr.
at 194-95). Dr. Kuhl documented that Claimavas “tearful” during her visit. (Tr. at
195). At a follow-up appointment on Decerrb4, 2006, Claimant was described as
“very moody” and again complained of persistdback pain. (Tr. at 193). Claimant did
report that her family physician had prescribed Reednisone and Flexeril, which had
been working to alleviate her pain symptoms.

On January 31, 2007, Claimant called WditHealth Professionals, crying, and
complained that she was edgy, unable to sleeg falhlike she was “going crazy.” (Tr. at
451). Dr. Kuhl prescribed Lexapro andstnucted Claimant to keep her upcoming
appointment. At that appointment, Claimargported that she was eating “okay” and
trying to exercise more; however, she felown in the dumps” and was sleeping “all the
time” since she started taking Lexapro. (Bt 191-92). Dr. Kuhl documented that
Claimant was very tearful throughout thepmintment. Therefore, Dr. Kuhl added

Wellbutrin to Claimant’s medication regimen.
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On December 10, 2007, Claimant was seen by Dr. Kahdn annual visit. (Tr. at
189-90). Claimant complained of chestirpafatigue, and numbness in her arms and
legs. Dr. Kuhl referred Claimant to Jason daik, MD, for evaluation of the chest pain.
Claimant was examined by Dr. Hudak on December20Q7 at which time Claimant
reiterated that she felt fatigued on a rkgubasis and often experienced lower back and
chest pain. (Tr. at 439). Dr. Hudak notedtiClaimant had been previously diagnosed
with endometriosis, osteoarthritis, and depressiBased on his examination, Dr.
Hudak diagnosed Claimant with allergic rhinitis,yaical chest pain, osteoarthritis,
fatigue, and depression. (Tr. at 441). Witdspect to Claimant’s lower back pain, Dr.
Hudak concluded that it was likely due tsteoarthritis and recommended stretches
and modifications to Claimant’s daily routirte help alleviate her pain symptoms. Dr.
Hudak discussed Claimant’s depression withr,hecluding possible strategies to help
treat her symptoms.

On December 28, 2007, Claimant returned for a f@llgp appointment with Dr.
Hudak. (Tr. at 436-38). Claimant reported that hevod had improved, but that she
continued to experience pain in her neakd back, which disturbed her sleep. (Tr. at
436). Based on his examination, Dr. Huddlagnosed Claimant with osteoarthritis,
muscle strain, lumbago, and primary insomr(if.. at 438). In response to Claimant’s
continued complaints of back pain, Dr. Hak prescribed Flexeril, which he also
believed would help Claimant sleep at ntgbr. Hudak discussed having x-rays of
Claimant’s spine taken and physical therapy&dp rehabilitate @imant’s back strain.
On January 11, 2008, Claimant returnedDo Hudak for follow-up of her chronic
muscle strain, which had improved somewhat. (Tr4338). In addition, her insomnia

was “somewhat improved.” To address Claimatdwer back and hip strain/sprain, Dr.

-10 -



Hudak prescribed a course of physical theragquiring three sessions per week for six
weeks. (Tr. at 220).

On January 30, 2008, Mike Kennedy, PT, of Barboilleswhysical Therapy
wrote to Dr. Hudak regarding Claimant’s complainfdower back pain. (Tr. at 221-22).
He documented that Claimant had experiehckronic lower back pain for the previous
eight to nine years, which began wheneshas pregnant and was exacerbated by a
motor vehicle accident in 2004. Claimanpain was localized in the lumbosacral area
radiating into the right leg to the posterionee and her symptonwgere exacerbated by
prolonged weight bearing or forward bend. Claimant could not identify any
particular activity that alleviated her pasgymptoms. Mr. Kennedy outlined his findings
on physical examination, stating that Claimadid not exhibit a shift in standing; had a
pain free lumbar range of motion with a flexion ®® degrees and extension of 10
degrees; had a questionable straight leg raissgon the right and negative on the left,
a lower extremity strength of 5/5 bilaterally, syretmical lower extremity reflexes, and
minimal tenderness in the lumbar paraspinals; hér j@nt assessment was
unremarkable; she had no signs of sendosg and her ambulation was fairly equal
weight bearing. Claimant did show sgmof weakness in her back extensors and
abdominal muscle groups. Consequently, Mennedy developed a rehabilitative plan
for Claimant that focused on back statdkion exercises and postural correction
activities. (Tr. at 222).

On February 12, 2008, Claimant had a follow-up appaent with Dr. Hudak.
(Tr. at 430-32). He noted that Claimant’s back paas decreasing and recommended
that she continue with physical therapyr.(at 430-32). At physical therapy sessions

later that month, Claimant’s lower backymptoms vacillated between periods of
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improvement and setbacks. (Tr. at 223-24).Fabruary 18, 2008, Claimant stated that
she was sore after her last session of paystherapy but that her back was “much
better,” and by February 22, 2008, Claimant repdrteo new complaints to Mr.
Kennedy, who noted that Claimanteoated the physical therapy well.

B. Relevant Time Period

Claimant continued with physical thenaphroughout March 2008. (Tr. at 225,
426-28). On March 13, 2008, Dr. Hudak notdda follow-up visit that physical therapy
appeared to help Claimant’s back; howew&ne now complained of neck pain. (Tr. at
426). Claimant reported feeling “moody,” losing émést in activities that she formerly
enjoyed, and stated that she was easiligated and “snapped” at people. Dr. Hudak
prescribed continued physical therapy fomi@lant’s cervical and thoracic spine with
the goal of improving Claimant’s range of motiontrengthening her back, and
decreasing her lower back pain. (Tr. at 220, 4288. further recommended that the
physical therapist add treatment for Claimant’'skhaed upper back. (Tr. at 428).

On March 21, 2008, Mr. Kennedy notedathClaimant’s posture was improving
and on March 26, 2008, Claimant indicated thlaé was feeling better. (Tr. at 226). On
April 10, 2008, Mr. Kennedy again wrote Br. Hudak notifying him that Claimant had
completed her physical therapy programrt.(at 312). Mr. Kennedy assessed Claimant
as having “fairly functional” cervical and lumbarahility. He noted that Claimant still
had pain from activities involving prolged weight bearing or forward bending and
experienced lingering thoracic and cervigadin if she was in a “protruded head”
posture for a significant period of timéNonetheless, Mr. Kennedy reported that
Claimant’s reflexes in her extremities wesgmmetrical, she maintained 5/5 strength

and full range of motion in her extremitieend was able to ambulate without deviation.
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(1d.).

Claimant returned for a follow-up appament with Dr. Hudak on May 21, 2008.
(Tr. at 301-03). Claimant’s chief complaimas her persistent depression. (Tr. at 301).
According to Claimant she continued feel restless and anxious despite taking
Cymbalta. Dr. Hudak noted that Claimanasxiety and depression were not controlled
by her medication, so he increased the dosH#déymbalta and added a prescription of
Vistaril. (Tr. at 303). At a June 11, 2008&ii Claimant reported continuing anxiety and
depression but admitted thaéer symptoms were stable witto hallucinations, suicidal
ideations, or obsessive thought patterns. (Tr. @#4)3 Dr. Hudak concluded that
Claimant’s symptoms of anxiety and pmression were now well-controlled by
medication. (Tr. at 306). Because Claimant contohiue complain of insomnia, Dr.
Hudak scheduled a sleep study consultation alée reassessed the status of Claimant’s
back pain, noting that Claimant’s lumb&RI was normal and showed no signs of
radiculopathy. Dr. Hudak suspected that Claimapé¢ssistent back pain may have been
reflective of inadequately treated depseon. However, he referred Claimant to a
neurologist at her request.

On June 23, 2008, William Beam, MPperformed a nocturnal polysomnography
at St. Mary's Medical Center, which revealeglduced sleep efficiency. (Tr. at 380-81).
Although sleep onset was within normal lis,i slow wave sleep was absent. Dr. Beam
diagnosed Claimant with fatigue and mial possible periodic limb movement
disorder, and hypersomnia. Consequently, Dr. Beanommended treatment for
periodic limb movements and advised Claimamat she should avoidctivities such as
driving or operating machery when feeling tired.

On July 9, 2008, Claimant returned for a follow-ayppointment with Dr. Hudak.
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(Tr. at 415-17). Claimant reported thatestid not believe Cymbalta was effective in
treating her symptoms of depression and ati(Tr. at 415). Dr. Hudak noted that he
would change Claimant’s anti-depressant prggion at the next appointment if her
depression had not improved. Dr. Hudak reviewed Hiagnoses, opining that
Claimant’s insomnia was likely result of Claimant’s mood disorders. (Tr. at 417
Claimant returned for a follow-up appointmeort August 12, 2008. (Tr. at 412—14). Dr.
Hudak noted that Claimant’s depressiamas well-controlled, but that Claimant
continued to suffer from anxiety; consequenthe prescribed Klonopin to alleviate
these symptoms. (Tr. at 414).

On August 27, 2008, Claimant reportedat her overall mood had improved
since her last appointment. (Tr. at 409)-1Dr. Hudak determined that Claimant’s
symptoms of anxiety were mowell-controlled on her current medication regimé¢nr.
at 411). At an October 7, 2008 visit, Claimant regfed that she was doing better on
Cymbalta but continued to feel fatigued. (at.406). Dr. Hudak provided Claimant with
samples of Provigil for her excessiveaifue during the day. (Tr. at 408).

On January 7, 2009, Claimant was segain by Dr. Hudak with complaints of
lower back and shoulder pain. (Tr. at 40030Glaimant reported experiencing pain in
her neck radiating down into her arms and lowerkbain radiating down to her legs.
(Tr. at 400). Treatment notes indicateathClaimant’s anxiety symptoms were well-
controlled by medication. Dr. Hudak hypothesizthat Claimant’s lower back pain and
neck pain were likely a result of a disc herniation degenerative disc disease.
Accordingly, he ordered another MRI of Claimant'pirse and discussed pain
management options with Claimant.

On February 7, 2009, William Sheils, Mt Tri State MRI reviewed an MRI of
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Claimant’s lumbar spine. (Tr. at 353). Dr. 8ls stated that there was no evidence of
disc herniation, canal stenosis, or neural impingam Dr. Sheils observed small
hemangiomata at L2, L3, and L5 and found that tagebral bodies were anatomically
aligned. Other than these incidental wdrtal hemangiomata, Dr. Sheils found no
significant abnormalities. Next, Dr. Sheilsviewed a MRI of Claimant’s cervical spine.
(Tr. at 386). Dr. Sheils found that theigmiment of Claimant’s vertebral bodies was
relatively straightened with a very subtlepkyotic curvature. There was no evidence of
disc herniation, canal stenosis, or neurapingement. Claimant’s cervical spinal cord
and craniocervical junction appeared witmarmal limits. FinallyDr. Sheils reviewed a
MRI of Claimant’s thoracic spine. (Tr. at 387). D8heils found no evidence of disc
herniation, canal stenosis, or neural imgement, but noted incidental vertebral
hemangiomata involving the body of T9 artd,a lesser extent, T8 and T7. Claimant’s
spinal cord and vertebral alignment were witlmormal limits. On February 18, 2009,
Claimant returned for a follow-up appoinemt with Dr. Hudak. (Tr. at 388-90).
Claimant complained of continuing symptoms of amyie(Tr. at 388). Dr. Hudak
reviewed Claimant’s MRI studies and notedatithey were essentially normal, but did
indicate spasms affecting Claimant’s postufE.. at 390). Dr. Hudak did not rule out
the possibility of myofascial pain syndrome and ereéd Claimant to the pain
management clinic at Cabell Huntington Hdsh He noted that Claimant’s symptoms
of depression and anxiety were well-controlled.

On April 10, 2009, Claimant was examed by Rehan Memon, MD, at Cabell
Huntington Hospital's pain managementnter. (Tr. at 364—69). Claimant complained
of lower back, right leg, and shoulder painr.(at 364). According to Claimant, the pain

was constant, causing numbness, pins and needfss,aatight burning sensation.
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Claimant stated that the pain began to e@ase in the morning vém she woke up and
that the pain was exacerbated by bending backwdydsy down, reclining, standing,
walking, and sitting. Claimant described panthe tip of her tailbone, leg cramps, her
leg giving way, and problems holding objects in hemd. Claimant reported that she
quit physical therapy because of constant paid rated her pain as a nine out of ten in
intensity. Claimant stated that her back pain begants own in 2002 and that it was
exacerbated by a car accident in 2004. (Tr. at 3&@aimant also explained that
chiropractic treatment and physical theyapd not help relieve her back pain.

Dr. Memon examined Claimant, observing that Claimaould stand and walk
without assistance, did not experience @iaal muscle spasms, had a non-antalgic
gait, and could walk on her heels and toethwout difficulty or pain. (Tr. at 367). Next,
Dr. Memon evaluated Claimant’s thoraco-lumbar spi@kimant exhibited pain in her
sacroiliac (Sl) joints and trigger points lrer gluteal and paraspinal muscles bilaterally.
Dr. Memon then turned to Claimant's wer extremities. Dr. Memon found that
Claimant’s lower extremity movements weuoarestricted and non-painful, Claimant
exhibited no obvious muscle weakness andaired maximum muscle strength. (Tr. at
367-68). Based on his examination and review ofrid@rds, Dr. Memon diagnosed
Claimant with myofascial pain syndrome, farimis syndrome on Claimant’s right, and
Sl joint syndrome on Claimant’s right. (Tat 368). On April 15, 2009, Dr. Memon
performed a piriformis block. (Tr. at 36&3). On May 19, 2009, Dr. Memon performed
a lateral branch block of the primary dorsal ra(ir. at 358—60). On June 23, 2009,
Dr. Memon performed trigger point injections to ateClaimant’s myofascial pain

syndrome. (Tr. at 357).
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C. Agency Assessments

1 Physical Assessments

On May 1, 2008, Drew Apgar, DO, perined a consultative examination report
at the request of the West Virginia DisabijliDetermination Service. (Tr. at 252-71).
Claimant reported her medical history to Bpgar, who found Claimant to be a reliable
historian. (Tr. at 252). Dr. Apgar noted th@laimant was 36 years old, had multiple
medical problems, and had been unemplogexte October 2007. Her disability claim
was based on chronic paindhypercholesterolemia. (Tr. at 253). Claimant cdeirped
of chronic pain beginning with injuries tloer back from a motor vehicle accident in
August 2004. Claimant reported neck paind migraine headaches, which she treated
with Levacet. In describing her symptomsds&pression, Claimant denied being suicidal
and informed Dr. Apgar that she took Cyalta to manage her depression. Claimant
also reported a history of GERI@hich she treated with Prevacid.

Dr. Apgar recorded Claimant’s activities @éily living, notingthat Claimant had
no hobbies, did not read, did not use computhest no church or club affiliation, and
did not participate in any sports or recreatibactivities except for a limited amount of
walking. (Tr. at 255). Claimant did reportahshe watched television on a regular basis.
Dr. Apgar completed a review of Claimansystems. Claimant complained of general
weakness, cold intolerance ghit sweats, and fatigue. Rewing her neurologic system,
Claimant admitted suffering from headachdgziness, and memory loss, but denied
loss of balance, seizures, or confusion. @lant admitted to suffering from depression,
anxiety, and panic attacks. Claimant further statddt she experienced heart
palpitations, but denied hypertension or ahgain. With respect to her musculoskeletal

system, Claimant reported joint pain, baz&in, neck pain, muscle weakness, swollen
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joints, tendon strain, and muscle spasm.

Based on his physical examination oa{hant, Dr. Apgar offered some general
observations. (Tr. at 256). He noted th@kimant was able to get on and off the
examination table without difficulty and ah she demonstrated good posture while
seated and standing. Claimant moved arotimelroom without difficulty and was able
to dress without assistance. Dr. Apgar diagge Claimant with chronic pain syndrome,
affecting her joints, lumbar spine, and cervispine. (Tr. at 263). Specifically, Dr. Apgar
found that Claimant suffered from myofasgmdin of the lumbar and cervical spine. Dr.
Apgar also diagnosed Claimant with depressiinsomnia, anxiety with chest pain, and
GERD by history.

Dr. Apgar next summarized his findings regardingi@lant’s ability to engage in
substantial gainful activity. First, Dr. Apgaeviewed Claimant’s muscle strength and
found that Claimant’s strength was +5/5her upper and lower extremities. Next, Dr.
Apgar considered Claimant’s grasping abilitydafound that it was intact bilaterally. Dr.
Apgar noted that Claimant’s fine coordinatigrinch, and manipulation were also intact
bilaterally. Further, Claimant was able p@rform rapid alternating hand movements
without difficulty. Then Dr. Apgar reviewe@laimant’s range of motion and concluded
that Claimant exhibited no significant comgmises. (Tr. at 264). An examination of
Claimant’s joints revealed no abnormalitiesiostability. Considering Claimant’s ability
to ambulate, Dr. Apgar observed that Claimagtit was steady, deliberate, and weight-
bearing. No cane or other assistive device wasireguor ambulation.

Dr. Apgar reviewed Claimants sym@ms of depression, acknowledging
Claimant’s self-reports of depression addcumented history of treatment. Claimant

admitted that she experienced no suicidal ideatidm.Apgar observed that Claimant’s

-18 -



interests were not constricte@laimant exhibited an awareness of events of thddyo
Claimant demonstrated concern for maintag current relationships which were
supportive; Claimant demonstrated good hygiene amdawareness of means and
willingness to improve her circumstances.

Based on these findings, Dr. Apgar cambéd that Claimant would have no
difficulty with standing, walking, sitting, fiing, carrying, pushing, pulling, handling
objects with the dominant hand, hearingeaking, or traveling. Dr. Apgar considered
Claimant’s efforts during testing to be sagisfory and consequently found her results to
be reliable. Despite Claimant’s past medibatory, Dr. Apgar found that Claimant’s
mental status was essentially normalai@lant’s understanding and memory were
intact. Claimant was able to maintain concentratiand focus throughout the
examination. In conclusion, Dr. Apgar fodnthat Claimant would be capable of
managing any benefits she was awarded. (Tr. at.265)

On May 15, 2008, Atiya Lateef, MD, comgiked a physical residual functional
capacity assessment at the request of the $8A.at 288—-95). Dr. Lateef found that
Claimant could occasionally lift 20 pounds, frequlgnift 10 pounds, stand or walk
about six hours in an eight hour workday, about six hours in an eight hour workday,
and was unlimited in her ability to push @ull. (Tr. at 289). Claimant’s postural
limitations restricted her to activities thaéquired only occasionally climbing ramps
and stairs, balancing, stooping, kneeling, croughiar crawling, and never required
climbing ladders, ropes, or scaffolds. (Tr. at 29D}. Lateef found that Claimant was
not subject to any manipulativeisual, or communicative linbations. (Tr. at 291-92).
Claimant’s environmental limitations requirdter to avoid concentrated exposure to

extreme cold, vibrations, and hazards, sucmashinery and heights. (Tr. at 292). Dr.
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Lateef found that Claimant was only partiadisedible because the medical evidence did
not substantiate her allegations regarditihge degree of limitation caused by her
physical impairments. (Tr. at 293). In conclusid@r, Lateef recognized that Claimant
suffered from chronic pain as a result of\deal and lumbar spine strain; however, he
opined that Claimant could perform light esxional work with certain postural and
environmental limitations. (Tr. at 295).

On October 20, 2008, Rabah BoukhemMD, completed a second physical
residual functional capacity assessmeflir.. at 339-46). Dr. Boukhemis found that
Claimant could occasionally lift 50 poundBequently lift 25 pounds, stand or walk
about six hours a day, sit for six hours a daygd was unlimited in her ability to push or
pull. (Tr. at 340). Dr. Boukhemis acknowledged @laint's complaints of back pain,
noting that no medical imaging was availaldut that Claimant’s neurological exams
and physical therapy reports were normal. @lant’s postural limitations restricted her
to activities that required only occasidlyaclimbing ladders, ropes, or scaffolds;
crouching; and crawling. (Tr. at 341). Dr. Lateetihd that Claimant was not subject to
any manipulative, visual, or communicativemitations. (Tr. at 342-43). Her
environmental limitations required her tocad concentrated exposure to extreme cold,
wetness, vibrations, fumes and odors, and hasasuch as machinery and heights. (Tr.
at 343). In conclusion, Dr. Boukhemis not#dat there was no evidence of objective
symptomatology for back pain and resteidt Claimant to medium exertional work
consistent with his RFC assessment. (Tr. at 346).

2. Mental Health Assessments

On May 4, 2008, Lisa Tate, MA, performed a psyclgadal evaluation of

Claimant. (Tr. at 248-51). Ms. Tate obserwhdt Claimant walked with a normal gait
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and maintained normal posture. (Tr. at 248nimant informed Ms. Tate that she was
seeking disability benefits on the basis of herkoimgury and depression. According to
Claimant, she began suffering from depressiori990 after the birth of her first child.
(Tr. at 249). Claimant stated that her degsion had worsened over time and that she
felt depressed 90% of the time. Claimarsygnptoms included loss of energy, excessive
sleeping, social withdrawal, loss of appetii@adaches, sleep difficulty, and crying. Ms.
Tate subsequently reviewed Claimant’s noadihistory. Claimant reported that she
began suffering chronic pain in her shoulddrip, back, and neck in 2004. With respect
to mental health treatment, Claimant sttthat she received counseling for a few
months during her marriage, sometime afi®95, but did not report any inpatient
psychiatric admissions, crisis interveorii or regular psychological counseling.
Claimant described her activities of daily hyg, indicating that “if she made it out of
bed,” she would watch televimn, perform household chorasd personal hygiene, take
care of her pets, run errands and cook mdals.at 250-51). Next, Ms. Tate completed
a mental status examination of Claimant. @r250). Ms. Tate observed that Claimant’s
mood was depressed and her affect waddimirestricted. Nonetheless, Ms. Tate
concluded that Claimant’s thought processthought content, perception, judgment,
immediate memory, recent mery, remote memory, concentration, and psychomotor
behavior were all within nmnal limits. Ms. Tate found that Claimant’s social
functioning, concentration, persistence, and paeee all within normal limits and that
Claimant was competent to manage any benéiiés she received. (Tr. at 251). Ms. Tate
diagnosed Claimant with dysthymic disorder.

After Ms. Tate’s psychological evaluati of Claimant, an unidentified state

agency expert completed a psychiatric revieshnique at the request of the SSA. (Tr. at
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272-85)! The expert found that Claimant’'s mahimpairments were not severe. (Tr. at
272). The state agency expertufad that Claimant was mildlymited in her activities of
daily living, her ability to maintain social funaming, and her ability to maintain
concentration, persistence, and pace, ahé had not experienced any episodes of
decompensation. Based on a review of the evidetiee state agency physician found
that Claimant’s mental impairments did nsdatisfy Paragraph “C” criteria. (Tr. at 282-
83).

On October 17, 2008, Holly Cloonan, Ph.D, compdet® second psychiatric
review technique and a mental residual functibcapacity assessment at the request of
the SSA. (Tr. at 321-34, 335-38). Dr. Cloorfannd that Claimant had mild restriction
of her activities of daily living; mild difficulties in maintaining concentration,
persistence, or pace; moderate difficultiasmaintaining social functioning; and no
episodes of decompensation. Dr. Cloonan fouoncdvidence to establish the presence of
Paragraph “C” criteria. (Tr. at 331-32). DCloonan reviewed Ms. Tate’'s mental status
examination, the medical records, and Clamti& written descriptions of her mental
impairments. (Tr. at 333). Dr. Cloonan ackrnedged that Claimant was mostly credible
in her report in which she described atelération of her mental condition with
increased anxiety, noting that Claimant soughttimeent from Claimant’s primary care
physician. Dr. Cloonan then completed a mental deal functional capacity
assessment. (Tr. at 335-38). Dr. Cloonannfd that Claimant’s ability to: remember
locations and work-like procedures, understand agrdember very short and simple
instructions, and to understand andmmmber detailed instructions was not

significantly limited; Claimant could carryud very short and simple instructions; carry

1 This psychiatric review technique is undated améghot identify its author. However, it does refer to
Ms. Tate’s examination of Claimant. (Tr. at 284).
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out detailed instructions; maintain attention aroheentration for extended periods;
perform activities within a schedule, maintain riguattendance, and be punctual
within customary tolerances; sustain an oy routine; work in coordination with or
proximity to others without being distraet by them; make simple work-related
decisions; complete a normal workdaydanvorkweek without interruptions from
psychologically based symptoms and to perform atoasistent pace without an
unreasonable number and length of rest qasi (Tr. at 335—-36). Dr. Cloonan also
analyzed Claimant’s limitations regarding sacinteraction. (Tr. at 336). Claimant’s
ability to: interact appropriately with thpublic and accept instructions and respond
appropriately to criticism from supervisbrwas moderately limited by her mental
impairments. Claimant’s ability: to ask sifepgquestions or request assistance; get along
with coworkers or peers without distractibtlgem; maintain social appropriate behavior
and adhere to basic standards of neatnesdscéanliness was not significantly limited
by her medical impairments. Finally, Dr. Cloam reviewed Claimant’s ability to adapt.
Dr. Cloonan found that Claimant’s ability to: respbappropriately to changes in the
work setting; be aware of normal hazards and taker@priate precautions; travel in
unfamiliar places or use public transpdita; and set realistigoals or make plans
independently of others was not significantimited by her mental impairments. In
conclusion, Dr. Cloonan found that Claimant waseatd learn and perform work-like
activities with limited contact with others. (Trt 337).
VII. Analysis

A. ALJ’s Consideration of the Opinions of TreatingSources

Claimant contends that notwithstandinguéations to the contrary, the ALJ gave

only superficial attention to the opinions Mf. Kennedy, Claimant’s physical therapist.
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Claimant acknowledges that Mr. Kennedynst an “acceptable medical source,” but
argues that the ALJ nevertheless was required tsider Mr. Kennedy’s opinions on
the severity of Claimant’s impairments ahdw these impairments affected her ability
to function.

Social Security Ruling 06-03p provides guidancehmw the opinions of health
care providers, who are not “acceptable ncatisources,” should be considered on the
issue of disability. The Ruling explains th#te opinions of “other sources,” such as
physical therapists, “cannot establishetlexistence of a medically determinable
impairment,” but “may provide insight into ¢hseverity of the impairment(s) and how it
affects the [claimant’s] ability to function.I'd. at 2. When weighing opinions offered by
sources who are not acceptable medical sesirthe ALJ should consider factors such
as: the length of time the source has known thandat and the frequency of their
contact; the consistency of the source’s aginwith the other evidence; the degree to
which the source provides supportive evidentew well the source explains his or her
opinion; whether the source has an areapdcialty; and any other factors tending to
support or refute the opinion. The Rulimgnphasizes that “theris a distinction
between what an adjudicator must consider and whatadjudicator must explain.”
Generally, the ALJ must explain the weighven to such opinions “or otherwise ensure
that the discussion of the evidence in théedmination or decision allows a claimant or
subsequent reviewer to follow the adjudicator’'ss@aing.” Id at 5.

In the present case, the ALJ explicitly discussed. Mennedy's findings at
multiple points in the written opinion anidhplicitly incorporated them into the RFC
assessment. (Tr. at 16, 18, 19). Noting that Cliimbegan physical therapy in January

2008, the ALJ analyzed Mr. Kennedy’s treatmenacords. (Tr. at 18—19). Contrary to
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Claimant’s position, the vast majority &fr. Kennedy's notations undermined, rather
than supported, her disability claim. Mr. iKeedy frequently observed that Claimant’s
back pain was improving and her back strengtld range of motion were within normal
limits. (Tr. at 224, 226, 312). On Janu&®, 2008, Mr. Kennedy performed a physical
examination of Claimant and documentedther lumbar range of motion was pain
free with a flexion of 30 degrees and ex¢eon of 10 degrees, her lower extremity
strength was equal bilaterally and her redlexvere symmetrical. Claimant had minimal
tenderness in the lumbar paraspinals withummemarkable Sl joint assessment and no
signs of sensory loss. She had a normainse and fairly equal weight bearing on
ambulation. Claimant’s primary problem appedro be weakness in her back extensors
and abdominal muscle groups. (Tr. at 221-22). At¢bnclusion of Claimant’s course of
physical therapy, Mr. Kennedy found that@a@hant had “fairly functional” cervical and
lumbar mobility and retained full strength and rangf motion in her extremities. (Tr.
at 312). He recommended that she contimitd an independent program of postural
correction exercises at home. While the ALd diot explicitly address the sentence in
Mr. Kennedy’s letter regarding Claimant’s continu@@in, that statement was not
particularly useful to the ALJ’'s assessmeof disability. According to Mr. Kennedy,
Claimant continued to complain of pain whm performing activities that required
prolonged weight-bearing or forward bendirgiwever, Mr. Kennedy did not attempt to
rate the severity, intensity, or persistence&€l@imant’s pain, nor provide any opinion as
to how the pain affected Claimant’s abyjlito complete basic work activities. Mr.
Kennedy provided no function-by-function evaluatidnstead, he merely documented
the existence of Claimant’s subjectimplaints. Moreover, Mr. Kennedy did not

recommend additional treatment or placestretions on Claimant’s activities.
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Therefore, even in the absence of a dssion regarding Mr. Kennedy’s comment, the
ALJ clearly met his obligations under SSR-08p. He considered the physical therapy
records and wrote a decision that sufficiently expéd his reasoning for finding that
Claimant was not disabled. Although the ALJ is rieqd toconsider all of the evidence
submitted on behalf of a claimant, “[tlhe ALJ istr@quired todiscuss all evidence in
the record.”Aytch v. Astrue, 686 F.Supp.2d 590, 602 (E.D.N.C. 2010) (emphasis
added);see also Dyer v. Barnhart, 395 F.3d 1206, 1211 (11th Cir. 2005) (explaining
there “is no rigid requirement that the ALJ s{lieally refer to every piece of evidence in
his decision”). Indeed, “[tJo require an ALto refer to every physical observation
recorded regarding a Social Security claimamtevaluating that claimant's ... alleged
condition[s] would create an impracticableastlard for agency review, and one out of
keeping with the law of this circuitWhitev. Astrue, 2009 WL 2135081, at *4 (E.D.N.C.
July 15, 2009). Consequently, the Court fntthe ALJ’s consideration of Mr. Kennedy’s
opinion was appropriate and consistenthaihe Regulations and case law.

In addition, Claimant argues that the Alfailed to fully appreciate Dr. Hudak’s
findings regarding Claimant’s depression, atyj and fatigue. Claimant asserts that the
ALJ simply recited information from exhibitwithout evaluating any of the evidence
contained in the record. According to Claimaeven if her symptoms of depression and
anxiety were controlled by medication, Dr. Hak’s findings support the conclusion that
Claimant’s fatigue and lack of concentratiogrsificantly limited her ability to engage in
substantial gainful activity. In his writbe opinion, the ALJ expressly discussed Dr.
Hudak’s treatment notes concerning Claimaatkiety, depression, and fatigue. (Tr. at
19-20). The ALJ noted that Dr. Hudak repedyddund that Claimant’s depression and

anxiety were stable and “well-controlled” lmyedication. (Tr. at 20). Claimant reported
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no hallucinations, suicidal ideations, or obsesshveught patterns to Dr. Hudak.d().
Areview of the record supports the ALJ’s inpeetation of Dr. Hudak’s treatment notes.
Claimant consistently complained of depression,iatyx and fatigue. However, she
took medication only sporadically, receivew psychological counseling, and had no
history of inpatient hospitalizations oerisis interventions. When she followed a
medication regimen, her symptoms of agtyi and depression were well-controlled.
Claimant identifies numerous excerptort Dr. Hudak’s treatment notes that she
believes support her claim that the Alfdiled to properly consider Dr. Hudak’s
opinions. (Pl.’s Br. at 13). However, Dr. Hudak&cords, taken as a whole, are entirely
consistent with the findings and opiniom$ the agency conswdhts, who uniformly
found Claimant capable of engaging in staydial gainful employment. As previously
stated, an ALJ is not required to commentemery finding in a medical opinion. This is
particularly true when the medical souropinions of record are consistent. In the
instant case, the ALJ reviewed Dr. Hudakecords concerning Claimant’s anxiety,
depression, and fatigue as well as the detdiledings of multiple state agency mental
health experts. (Tr. at 19-20). Dr. Hud&und that Claimant suffered from anxiety,
depression, and fatigue, yet he never offeas opinion on any functional limitations
caused by these impairments. At no pgodid Dr. Hudak opine that Claimant was
incapable of performing routine work awdties or suggest that her psychological
symptoms substantially decreased her abiidyconcentrate or stay alert. The agency
experts made observations and findings simtitaDr. Hudak and then took the analysis
one step further, explicitly finding that Ctaant could engage in basic work activities
with some restrictions relad to her psychological impanents. The ALJ incorporated

these restrictions into the RFC assessmenfadn, he concluded that Claimant’s ability
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to interact with others was even more lied than assessed by the agency examiner and
determined that Claimant should have ominimal contact with diers. Based on the
foregoing analysis, the Court finds the AL&Bnsideration of Dr. Hudak’s opinions was
complete and consistent with the applicable redgaie.

B. RFC Assessment

Finally, Claimant contests the determiioat that she is capable of light level
work, arguing that she is simply unable teet the demands of light work as defined by
20 CFR 8 416.967(b). According to Claimamteatment notes of Mr. Kennedy and Dr.
Hudak support this conclusion. Having caney reviewed the ALJ's RFC finding and
the medical record, the Court rejects Claimantsitemtion. The ALJ appropriately
addressed Claimant’s weight-bearing limitats, anxiety, depression, and fatigue in
determining her RFC, and his conclusion tR&imant was capable of performing light
work is supported by substantial evidence.

The social security regulations define light work a

Light work involves lifting no more thaB0 pounds at a time with frequent

lifting or carrying of objects weighing up to 10 pods. Even though the

weight lifted may be very little, a job ig this category when it requires a

good deal of walking or standing, arhen it involves sitting most of the

time with some pushing and pullingf arm or leg controls. To be

considered capable of performing a full or wide garof light work, you

must have the ability to do substantially all oe#e activities. If someone

can do light work, we determine that beshe can also do sedentary work,

unless there are additional limiting factors sushiass of fine dexterity or

inability to sit for long periods of time.
20 C.F.R. 8416.967(b). SSR 83-10 providedtier clarification of light work, indicating
that:

Frequent means occurring from one-thto two-thirds of the time. Since

frequent lifting or carrying requires by on one's feet up to two-thirds of

a workday, the full range of light work requiresastling or walking, off

and on, for a total of approximatelyn®urs of an 8-hour workday. Sitting
may occur intermittently during the remaining timé&he lifting
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requirement for the majority of light jobs can becamplished with

occasional, rather than frequent, stoap Many unskilled light jobs are

performed primarily in one location, with the abylito stand being more

critical than the ability to walk. Téy require use of arms and hands to

grasp and to hold and turn objects, and they gdlyedta not require use

of the fingers for fine activities tthe extent required in much sedentary

work.

“[Iln order for an individual to do a full range @fork at a given exertional level

. the individual must be able to perform subsialht all of the exertional and
nonexertional functions required in work at thavde” SSR 83-10 If the claimant’s
combined exertional and nonexertional impaénts allow her to perform many of the
occupations classified at a particular exemal level, but not all of them, the
occupational base at that exertional lewvell be reduced to the extent that the
claimant’s restrictions and limitations pravt her from doing the full range of work
contemplated by the exertional level.

Here, the ALJ did not find Claimant capable of menfiing a full range of light
work. Instead, he determined that Claimdwaid the physical strength to lift and carry
20 pounds occasionally and 10 pounds frequentlyickvimeet the lifting/ carrying
requirements of light work, but he theeduced the range of light work that Claimant
could perform in view of her additional noxextional restrictions. (Tr. at 17—21). The
ALJ properly included all of these limitams and restrictions in his hypothetical
guestions to the vocational expert. (Tr. 58x5With full attentiongiven to Claimant’s
individualized RFC, the vocational expert found gndgiicant number of jobs in the
national and regional economy that Claimacould perform. (Tr. at 58-59). This

testimony validated the ALJ’s conclusion th@tcupations in the light exertional level

were appropriate for Claimant despite her limitasand restrictions.
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The medical records provide further evidentiarypgart for the ALJ’s finding
that Claimant could perform a reduced rangdight level work. Claimant’s treating
physician provided no opinion that Qtwant’s medical impairments significantly
affected her ability to engage in substahgainful activity, consistently finding that
Claimant’s depression and @ety were well-controlled bynedication. Similarly, Mr.
Kennedy never found that Claimant was ipaéle of engaging in substantial gainful
activity. At the end of her physical thagsy program, Mr. Kennedy recognized that
Claimant experienced pain from prolongeaetight-bearing activities, but found that
Claimant had “fairly functional” cervical anldmbar mobility and retained full strength
and range of motion in her extremities. (Tr. at 312r. Apgar performed a consultative
examination of Claimant and concluded that Claimaould have no difficulty with
standing, walking, sitting, lifting, carryingqaushing, pulling, handling objects with the
dominant hand, hearing, speaking, or travgl (Tr. at 264). Dr. Lateef completed a
residual functional capacity assessment and fourad Claimant could occasionally lift
20 pounds, frequently lift 10 pounds, stand walk about six hours in an eight hour
workday, sit about six hours in an eight homorkday, and was unlimited in her ability
to push or pull. (Tr. at 289). Dr. Boukhemis comeld a residual functional capacity
assessment and found that Claimant could occadiolifa 60 pounds, frequently lift 25
pounds, stand or walk about six hours a datyfor six hours a day, and was unlimited in
her ability to push or pull. (Tr. at 340). bddition, three state agency experts reviewed
Claimant’s mental impairments and all thfeend that Claimant’s mental impairments
did not prevent her from engaging in sulbygial gainful activity. Accordingly, the Court
finds that the ALJ's RFC finding is entige consistent with the social security

regulations and rulings and ismported by substantial evidence.
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VIIl. Conclusion

After a careful consideration of the evidenof record, the Court finds that the
Commissioner’s decisiolS supported by substantial evidence. Therefore, dginent
Order entered this day, the findécision of the Commissioner A~FIRMED and this
matter isDISMISSED from the docket of this Court.

The Clerk of this Court is directed toamsmit copies of this Order to all counsel

of record.

ENTERED: May 22, 2012.

/
/
/
/
\ / ?.«
~—\J

Chepfl A\Eifert #
Unjted States Magistrate Judge

~

\m‘/ o

-31-



