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IN THE UNITED STATES DISTRICT COURT 

FOR THE WESTERN DISTRICT OF VIRGINIA 

Harrisonburg Division 

JENNY D.,1 ) 

Plaintiff, ) Civil Action No. 5:18-cv-00138 

) 

v. ) REPORT & RECOMMENDATION 

) 

ANDREW M. SAUL,  ) By: Joel C. Hoppe 

Commissioner of Social Security ) United States Magistrate Judge 

Defendant.2 ) 

Plaintiff Jenny D. asks this Court to review the Commissioner of Social Security’s final 

decision denying her applications for disability benefits (“DIB”) and supplemental security 

income (“SSI”) under Titles II and XVI of the Social Security Act (the “Act”), 42 U.S.C. §§ 

401–434, 1381–1383f. The case is before me by referral under 28 U.S.C. § 636(b)(1)(B). Having 

considered the administrative record, the parties’ filings and oral arguments, and the applicable 

law, I find that substantial evidence supports the Commissioner’s denial of benefits. 

Accordingly, I respectfully recommend that the presiding District Judge affirm the decision.  

I. Standard of Review

The Social Security Act authorizes this Court to review the Commissioner’s final 

decision that a person is not entitled to disability benefits. 42 U.S.C. §§ 405(g), 1383(c)(3); see 

also Hines v. Barnhart, 453 F.3d 559, 561 (4th Cir. 2006). The Court’s role, however, is 

limited—it may not “reweigh conflicting evidence, make credibility determinations, or substitute 

[its] judgment” for that of agency officials. Hancock v. Astrue, 667 F.3d 470, 472 (4th Cir. 

1 The Committee on Court Administration and Case Management of the Judicial Conference of the 

United States has recommended that, due to significant privacy concerns in social security cases, federal 

courts should refer to claimants only by their first names and last initials.   

2 Andrew M. Saul became Commissioner of Social Security in June 2019. Commissioner Saul is hereby 

substituted for the former Acting Commissioner, Nancy A. Berryhill, as the named defendant in this 

action. See 42 U.S.C. § 405(g); Fed. R. Civ. P. 25(d).   

s/ J. Vasquez
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2012). Instead, a court reviewing the merits of the Commissioner’s final decision asks only 

whether the Administrative Law Judge (“ALJ”) applied the correct legal standards and whether 

substantial evidence supports the ALJ’s factual findings. Meyer v. Astrue, 662 F.3d 700, 704 (4th 

Cir. 2011); see Riley v. Apfel, 88 F. Supp. 2d 572, 576 (W.D. Va. 2000) (citing Melkonyan v. 

Sullivan, 501 U.S. 89, 98–100 (1991)). 

“Substantial evidence” means “such relevant evidence as a reasonable mind might accept 

as adequate to support a conclusion.” Richardson v. Perales, 402 U.S. 389, 401 (1971). It is 

“more than a mere scintilla” of evidence, id., but not necessarily “a large or considerable amount 

of evidence,” Pierce v. Underwood, 487 U.S. 552, 565 (1988). Substantial evidence review 

considers the entire record, and not just the evidence cited by the ALJ. See Universal Camera 

Corp. v. NLRB, 340 U.S. 474, 487–89 (1951); Gordon v. Schweiker, 725 F.2d 231, 236 (4th Cir. 

1984). Ultimately, this Court must affirm the ALJ’s factual findings if “conflicting evidence 

allows reasonable minds to differ as to whether a claimant is disabled.” Johnson v. Barnhart, 434 

F.3d 650, 653 (4th Cir. 2005) (per curiam). However, “[a] factual finding by the ALJ is not 

binding if it was reached by means of an improper standard or misapplication of the law.” 

Coffman v. Bowen, 829 F.2d 514, 517 (4th Cir. 1987). 

A person is “disabled” within the meaning of the Act if he or she is unable to engage in 

“any substantial gainful activity by reason of any medically determinable physical or mental 

impairment which can be expected to result in death or which has lasted or can be expected to 

last for a continuous period of not less than 12 months.” 42 U.S.C. § 1382c(a)(3)(A); accord 20 

C.F.R. §§ 404.1505(a), 416.905(a).3 Social Security ALJs follow a five-step process to determine 

 
3 Unless otherwise noted, citations to the Code of Federal Regulations refer to the version in effect on the 

date of the ALJ’s written decision.  
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whether a claimant is disabled. The ALJ asks, in sequence, whether the claimant (1) is working; 

(2) has a severe impairment that satisfies the Act’s duration requirement; (3) has an impairment 

that meets or equals an impairment listed in the Act’s regulations; (4) can return to his or her past 

relevant work based on his or her residual functional capacity; and, if not (5) whether he or she 

can perform other work. See Heckler v. Campbell, 461 U.S. 458, 460–62 (1983); Lewis v. 

Berryhill, 858 F.3d 858, 861 (4th Cir. 2017); 20 C.F.R. §§ 404.1520(a)(4), 416.920(a)(4). The 

claimant bears the burden of proof through step four. Lewis, 858 F.3d at 861. At step five, the 

burden shifts to the agency to prove that the claimant is not disabled. See id. 

II. Procedural History 

 In November 2015, Jenny filed for DIB and SSI alleging that she was disabled from a 

broken back and dislocated hip and shoulder. See Administrative Record (“R.”) 68, 76, 187–96, 

ECF No. 9. Jenny was forty-seven years old, or a “younger person” under the regulations, when 

she allegedly became disabled on June 22, 2015. R. 68; 20 C.F.R. §§ 404.1563(c), 416.963(c). 

Disability Determination Services (“DDS”), the state agency, denied her claims initially in 

January 2016, R. 66–83, and upon reconsideration that July, R. 84–113. In September 2017, 

Jenny appeared with counsel and testified at an administrative hearing before ALJ Susan Smith. 

R. 36–56. A vocational expert (“VE”) also testified at this hearing. R. 57–63. 

 ALJ Smith issued an unfavorable decision on February 23, 2018. R. 12–21. Jenny had 

severe impairments of “right hip dysfunction; right shoulder tear and arthritis; DDD, 

spondylolisthesis with bilateral L5 fractures, status post fusion surgery; adjustment disorder; 

[and] anxiety.” R. 13. They did not meet or equal the relevant Listings. R. 13–14. As for Jenny’s 
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residual functional capacity (“RFC”), ALJ Smith found that she could perform “light” work4 

except:  

[she could] occasionally climb stairs and ramps, stoop, kneel, balance, crouch, and 

crawl; never climb ladders, ropes, or scaffolds; [she] can occasionally reach [in] all 

direction[s] on her dominant right side; [she] must avoid concentrated exposure to 

hazards including dangerous moving machinery, uneven terrain, and unprotected 

heights; and [she] can perform simple, routine, repetitive tasks. 

 

R. 14–15 (citing 20 C.F.R. §§ 404.1567(b), 416.967(b)). Based on this RFC finding and the VE’s 

testimony, ALJ Smith concluded at step four that Jenny was unable to perform any past relevant 

work. R. 20. At step five, however, the ALJ concluded that Jenny could do certain light 

occupations (housekeeper, laundry worker, office helper) that offered a significant number of 

jobs in the national economy. R. 20–21. 

 Jenny then asked the Appeals Council to review ALJ Smith’s decision. R. 184–85. The 

Appeals Council denied Jenny’s request for review, R. 1–4, thereby making ALJ Smith’s written 

decision “the final decision of the Commissioner” denying her DIB and SSI claims, R. 1. This 

appeal followed. 

III. Discussion 

 Jenny argues that ALJ Smith’s RFC assessment is not supported by substantial evidence. 

See Pl.’s Br. 10–17, ECF No. 15-1. She also argues that the ALJ did not properly evaluate her 

treating physicians’ opinions. Id. at 13–16. Her arguments are not persuasive. 

A. Summary 

 1. Treatment Notes 

 
4 “Light work involves lifting no more than 20 pounds at a time with frequent lifting or carrying of 

objects weighing up to 10 pounds.” 20 C.F.R. §§ 404.1567(b), 416.967(b). A person who can meet these 

relatively modest lifting requirements can perform “[t]he full range of light work” only if he or she can 

also “stand or walk for up to six hours per workday or sit ‘most of the time with some pushing and pulling 

of arm or leg controls.’” Neal v. Astrue, Civ. No. JKS-09-2316, 2010 WL 1759582, at *2 (D. Md. Apr. 

29, 2010) (quoting 20 C.F.R. § 404.1567(b)); SSR 83-10, 1983 WL 31251, at *5–6 (Jan. 1, 1983). 
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 Jenny started working as a commercial long-haul truck driver in 2001. See R. 275, 350. 

She was in a tractor-trailer accident on June 22, 2015. See R. 258–64. At the hospital after the 

accident, she had normal gait, range of motion, and strength. R. 259. Her spine X-rays showed 

mild and moderate degenerative changes, but no fracture or subluxation. R. 266–67. She did, 

however, experience some tenderness over her cervical spine, low back pain, and hip pain. R. 

259. Although the X-ray of her hip showed no effusion, fracture, or subluxation, R. 268, she later 

told her providers that she had dislocated her hip during the accident, see, e.g., R. 275, 312, 325. 

Jenny was discharged from the hospital on the same day with prescriptions for Flexeril and 

Norco, and she was given crutches for her complaints of hip pain. R. 258–64. She did not 

experience back and tailbone pain until later that evening. See R. 312. 

 On July 8, Jenny reported to her worker’s compensation provider that she had many joint 

and muscle pains, including in her right shoulder and lower back. R. 275; see R. 271. Her exam 

showed normal gait and negative straight leg raise (“SLR”) tests. R. 276. Kasey Saunders, FNP-

C, recommended alternating ice and moist heat, gentle range of motion, and ibuprofen. R. 277; 

see R. 274. She also recommended no lifting greater than ten pounds and no pushing or pulling 

greater than twenty-five pounds, she but allowed Jenny to return to work that day. Id. A week 

later, Jenny reported that she was working, not taking her medications, and she had worsening 

symptoms. R. 271. Her gait was normal, and she had full range of motion in her shoulders, but 

her lower back was tender. R. 272. NP Saunders recommended that Jenny continue with ice and 

rest and return to work the next day with similar lifting, pulling, and pushing restrictions. R. 273; 

see R. 274. 

 On July 21, Jenny began treatment at Sentara RMH Orthopedics and Sports Medicine. R. 

334–35. She reported a sharp, achy, and constant pain over the posterior lateral aspect of her 
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right shoulder that radiated down to her deltoid. R. 334. The pain occurred when she reached 

away from her body and while she was driving and was aggravated by sudden movement. R. 

334, 336. On exam, Chad Muxlow, D.O., noted that her right shoulder range of motion was 

slightly restricted in forward flexion, but was otherwise normal R. 334. Her strength was 4+/5 

and 5/5 and was limited by pain, but he also noted poor effort. Id. She had a negative crossarm 

test, but positive impingement tests. Id. Jenny received a cortisone injection in her right shoulder, 

and Dr. Muxlow recommended ice, oral anti-inflammatories, and home exercises. R. 335. Jenny 

also reported pain in her neck, but she had full range of motion in her cervical spine. R. 334. In 

August, Jenny had more restricted range of motion in her right shoulder, but she reported 

improvement in her pain symptoms after the cortisone injection. R. 325. She also reported pain 

in her neck and left upper extremity that radiated down her left arm and back. Id. Ryan Chico, 

physician’s assistant (“PA”), prescribed Ultram and Zofran, R. 326, and excused Jenny from 

work until her next evaluation on August 21, 2015. See R. 1132. 

 On August 13, an MRI of Jenny’s cervical spine showed no herniated discs, but “bony 

spurs encroach[ing] on the neural canals at the C5-C6 level bilaterally, worse left than right.” R. 

298. At her next appointment with PA Chico, she reported symptom improvement in her neck 

following the Medrol Dosepak and said the pain in her right shoulder occurred “occasionally” 

and was aggravated by movement. R. 317, 319. She also reported sharp pain on her coccyx, 

which was worse with sitting and improved with standing and walking. R. 317. On exam, PA 

Chico noted that Jenny had “tightness of the paraspinal strap muscles and trapezius muscles 

bilaterally” and she endorsed “increased pain with extreme ranges of motion” in her cervical 

spine. R. 317. She had “[f]ull range of motion with regard to flexion and lateral bending,” but 

reported “increased pain with extension and right/left rotation.” R. 317. Her motor strength was 



 

 

7 

 

4/5 in her upper extremities, and PA Chico thought it was limited by pain. Id. Jenny also had 

positive impingement tests in both shoulders. Id. PA Chico ordered an X-ray of Jenny’s 

lumbosacral spine, which revealed “spondylolysis with grade 1 spondylolisthesis at L5-S1,” R. 

317, and “mild asymmetric change along the SI joint likely from sacroiliitis,” or possibly 

“related to old posttraumatic change,” R. 295. He referred her to Mark Coggins, M.D. for 

treatment, excused her from work until September 18, 2015, and referred her to physical therapy 

for six weeks. R. 317, 1112, 1124. 

 In September, Jenny reported to Dr. Coggins that she had a deep, stabbing pain in her 

upper, middle, and lower back that radiated to all her extremities. R. 312. She said her symptoms 

were aggravated by daily activities, lying down, and sitting and were relieved by over-the-

counter pain medication. Id. (“She takes Advil, about 22 per day which helps.”). She reported the 

cortisone injection in her right shoulder “helped significantly,” but she was unable to do physical 

therapy because of financial constraints. Id. She walked three to four miles a day and did 

calisthenic exercises. Id. On exam, Jenny had a normal gait, SLR tests, and strength in all 

extremities; decreased range of motion in her cervical spine; and tenderness in her cervical and 

lumbar spine. R. 313–14. Dr. Coggins diagnosed Jenny with cervical strain, degenerative 

cervical and thoracic disc disease, and acquired spondylolisthesis of the lumbosacral region. R. 

310. He also excused her from work for six weeks. R. 1110. 

 An X-ray of Jenny’s thoracic spine showed “some minimal dextroconvex scoliosis” and 

“[m]inimal spondylosis of the bones.” R. 293. An MRI of her lumbar spine revealed suspected 

bilateral L5 pars defects and associated facet arthritis at the L5-S1 level, mild disc desiccation, 

but no significant stenosis, and mild degenerative changes at other levels with minimal central 

canal and foraminal stenosis at L3-L4. R. 290–91. In October, Jenny had her first epidural 
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steroid injection (“ESI”) for her low back and bilateral leg pain. R. 288. She was instructed to 

resume her normal activities and medications. R. 1239. Later that month, Jenny reported fifty 

percent improvement in her symptoms after the injection and that her problem was “improving” 

and occurred “intermittently.” R. 306. She was still symptomatic and reported that her bilateral 

leg pressure and pain, which felt like someone “trying to break [her] leg,” was worse than her 

low back pain. Id. Jenny had normal gait, strength, and sensation, negative bilateral SLR tests, 

and “tenderness in the midline at L4-S1” and the posterior superior iliac spine (“PSIS”) region 

bilaterally. R. 307. Dr. Coggins prescribed Percocet as needed for pain and recommended L5-S1 

fusion surgery to treat her spondylolisthesis. R. 304. He extended her work excuse another four 

months. R. 1091. 

 Jenny saw Corinne Replogle, M.D., at the Harrisonburg Community Health Center to 

establish care at the end of October. R. 343–44. She discussed her upcoming surgery and 

financial problems, but refused medication and counseling. Id. Dr. Replogle diagnosed Jenny 

with depression and referred her to the Harrisonburg-Rockingham Community Services Board 

(“HRCSB”). R. 344.  

Jenny had another ESI in November 2015. R. 285. In December, she saw PA Chico for a 

follow up of her right shoulder pain. R. 427. She reported an intermittent achy and dull pain in 

the anterior and lateral aspects of her right shoulder that radiated down to her right deltoid 

insertion. R. 425, 427. She had experienced “several months [of] decreased pain in the right 

shoulder” after her cortisone injection, but her pain had returned and was worse with activity. R. 

425. She also reported weakness, but denied any numbness or tingling in her right arm. Id. On 

exam, her range of motion was normal, but her strength was reduced, and she exhibited positive 

impingement tests and mild tenderness over the acromioclavicular joint. Id. She received another 
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cortisone injection and was ordered to continue taking over-the-counter anti-inflammatory 

medications and doing home exercises. R. 426. 

Jenny reported in January 2016 that the second ESI gave her no relief. R. 419. Her pain 

was persistent and “worsening,” and she described it as “sharp, shooting, and throbbing.” R. 

421–22. It was “aggravated by bending, changing positions, daily activities, sitting, standing, 

walking, [and] driving,” and relieved by heat, ice, pain medications, bio freeze, and the heating 

pad. R. 421. On exam, Jenny’s gait, lower extremity strength, and reflexes were normal, and she 

had bilateral negative SLR tests. R. 423. She endorsed “[t]enderness from T-12 to S1 at the 

midline” and bilaterally at the PSIS region. R. Id. Jenny canceled her back surgery because her 

plans to stay with a friend fell through. R. 419. Dr. Coggins extended her work excuse another 

four months. R. 1050.  

On January 12, Jenny received another ESI, R. 390, and a few days later reported seventy 

percent improvement in her low back and leg pain, R. 414. Her surgery was rescheduled for 

early March  2016 and she was cautioned against heavy lifting, bending, and twisting. Id. She 

had normal gait, posture, strength, and sensation, but she had a positive SLR tests bilaterally and 

tenderness in her lower back. R. 416. 

In February, Jenny was evaluated at HRCSB for an intake assessment by Adam Yoder, 

QMHPA. R. 350–55. She reported multiple life stressors including her unemployment and 

scheduled back surgery. R. 350. She reported that she “hurt all the time” and the pain interfered 

with her daily activities and sleep. R. 350, 352. She occasionally worked at her father’s nursery. 

R. 351. Her mental status exam was relatively normal, but Mr. Yoder noted that she had a 

depressed, sad, irritable, and anxious mood and she “walk[ed] gingerly with limp and stiff back.” 

R. 353–54. He diagnosed her with adjustment disorder, with mixed anxiety and depressed mood 
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and recommended brief outpatient mental health therapy to address her life stressors. R. 355. 

Jenny had two therapy sessions with Bernard Karr, LPC. R. 491–92. Mr. Karr noted she was 

cooperative and oriented and had an appropriate affect, but was “in a great deal of physical 

pain.” R. 492. She was discharged from therapy after two sessions. R. 349. 

In her pre-operative appointments, Jenny reported increased, persistent pain in her lower 

back radiating down her legs bilaterally. R. 368, 370.  Her right shoulder range of motion was 

normal, but she had reduced strength. R. 401.PA Chico was concerned that Jenny had a right 

shoulder rotator cuff injury, but he continued conservative treatment because of her upcoming 

back surgery. R. 402.  

Jenny underwent an L5 Gill laminectomy and decompression and L5-S1 transforaminal 

lumbar interbody fusion on March 9, 2016. R. 375. She was discharged from the hospital four 

days later with a back brace to wear when she was walking around and prescriptions for Flexeril 

and Dilaudid. R. 360–61. At discharge, Jenny’s ambulation was “dramatically better” and she 

“walked a lot more fluidly and [for] a lot longer distance.” R. 754. Dr. Coggins recommended 

that Jenny “avoid any significant lifting” and refrain from driving for three weeks. R. 361. Dr. 

Coggins noted a few weeks later that she was “[s]table postoperatively,” R. 395, although Jenny 

reported constant pain that radiated to her legs and only mild improvement. R. 396. Her gait and 

reflexes were normal, and her SLR tests were negative bilaterally. R. 398. Dr. Coggins advised 

that she wear her back brace full time and limit her lifting to ten or twelve pounds. R. 395. 

In May, Jenny reported decreased “moderate” symptoms with pain in her bilateral hips 

and buttocks. R. 1291. Her pain was worse with riding in a car and walking and better with rest 

and using her back brace. Id. Dr. Coggins noted that she had normal strength and negative SLR 

tests bilaterally, but she still endorsed bilateral PSIS tenderness and tenderness over her greater 
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trochanter. R. 1292. He advised that she continue to use her back brace for another four weeks 

and limit her lifting to fifteen pounds for another two months. R. 1290. He excused her from 

work for another two months and encouraged her to walk as much as she could and “strengthen 

her legs and arms within the lifting limits.” Id. Her spine X-ray later that month showed 

“[r]outine postoperative appearance . . . with no evidence of lucency around the screws.” R. 444. 

Jenny had repeat evaluations for her right shoulder in May, July, and September 2016. 

She reported weakness and constant pain that was achy and dull and worse with activity. R. 

1303–04, 1326, 1416. She received another cortisone injection in May, R. 1304, which she 

reported helped for one week, R. 1327. Her passive range of motion showed “significant 

improvement,” and her strength was 4/5 with resisted forward flexion, abduction, and external 

rotation. R. 1326, 1416. She still had positive crossarm and impingement tests. R. 1304, 1326, 

1416. She received another cortisone injection in September, R. 1416, which led to “good 

improvement,” R. 1441. An MRI or her right shoulder was suspicious for a SLAP tear and 

irritation on the bursal side indicated a possible partial-thickness rotator cuff tear. R. 1432; see R. 

1441. 

In August 2016, Jenny returned to Dr. Coggins and had another ESI. R. 1383. He noted 

that her MRI “look[ed] quite good as far as additional nerve compression.” R. 1352; see R. 1342. 

She reported that her symptoms were unchanged; her pain was worse with getting up in the 

morning, lying in bed, and driving; and Percocet did not help, but Neurontin helped “somewhat.” 

R. 1352–53. Dr. Coggins excused her from work for another three months and encouraged her to 

“progressively increase her lifting over the next 4–6 weeks.” R. 1352. Dr. Coggins noted that she 

had normal strength, reflexes, and gait and bilateral negative SLR tests, but she had PSIS and 

midline tenderness. R. 1353–54. Later that month, Dr. Coggins canceled Jenny’s next ESI 
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because she had reported “the first one did not help at all.” R. 1392. She reported increased pain 

and that she could not participate in physical therapy because of financial constraints. R. 1393. 

Dr. Coggins recommended Aleve twice a day and gave her prescriptions for Percocet and 

nortriptyline. R. 1392. He also recommended Jenny “consider going for” a vocational physical 

because she could “progress her activity as tolerated” and she was “clinically better than she was 

before surgery.” Id. Jenny’s gait, reflexes, and strength were normal, and her SLR tests were 

negative bilaterally, but she still endorsed PSIS and thoracic paraspinous tenderness. R. 1394. 

In October 2016, Jenny reported worsening symptoms, aching pain that radiated 

bilaterally to her lower extremities, and difficulty sleeping. R. 1468. Dr. Coggins recommended 

increasing her Neurontin dose and adding Cymbalta to help with depression and nerve pain. R. 

1367. Jenny had normal strength, minimal right antalgic limp, and severe tenderness in the 

midline and PSIS regions. R. 1469. In December, Jenny continued to report lower back pain that 

radiated bilaterally to her legs. R. 1481. She reported that Percocet, Advil, and using a heating 

pad helped her pain. R. 1481. Christopher Hess, M.D., noted that her gait, muscle tone, muscle 

bulk, sensation and strength were normal; she had negative SLR tests bilaterally; and she had 

paraspinous tenderness. R. 1483. 

 In February 2017, Jenny reported that she was “[d]oing well with [her] current pain 

regimen.” R. 1508. Her symptoms were “moderate” and repositioning and Percocet helped her 

pain, but she experienced numbness and tingling in her toes. R. 1509. Dr. Hess scheduled 

another ESI and continued to prescribe Percocet. R. 1508. Jenny’s physical exam was normal 

except for paraspinous tenderness. R. 1511. In March, Jenny reported that she experienced 

seventy percent relief for one and a half weeks after the injection, but her pain gradually 

returned. R. 1589. Her physical examination was normal except for a positive SLR test on the 
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left and tenderness. R. 1588. In April, Jenny reported that her pain without medication was a ten 

out of ten, but her pain with medication was a four or five out of ten. R. 1614. Justin Nolen, P.A., 

prescribed Lyrica for her neuropathic pain and referred her to Dr. Hess for another ESI. R. 1614. 

In May, Jenny reported no relief from her latest ESI. R. 638. PA Nolen noted that she had painful 

active range of motion and paraspinal and lower lumbar tenderness, but she had normal strength, 

gait, and sensation and her SLR tests were negative bilaterally. R. 640. 

  On July 19, PA Chico again evaluated Jenny’s right shoulder pain. She reported 

improvement for several months after her last appointment. R. 653. Her pain was mild “at rest” 

but “moderate to severe with certain movements,” like reaching away from her body. Id. Jenny 

exhibited positive impingement tests and reduced range of motion and strength. Id. That same 

day, she also reported that her back pain was moderate to severe and radiated to her lower 

extremities bilaterally. R. 678. PA Nolen noted that she had negative SLR tests bilaterally, but 

she had tenderness and normal but painful range of motion. R. 680. He prescribed Zanaflex and 

encouraged “gentle daily exercise.” R. 680. 

 2. DDS Medical Opinions  

 In January 2016, Luc Vinh, M.D., opined that Jenny could occasionally lift/carry twenty 

pounds and frequently lift/carry ten pounds; she could stand, walk, and sit each for six hours; and 

she could occasionally balance, stoop, kneel, crouch, crawl, and climb ramps, stairs, ladders, 

ropes, or scaffolds because she had a body mass index (“BMI”) of 27 and lumbar spondylosis 

from her June 2015 motor vehicle accident. R. 72–73, 80–81. In July 2016, Eugene Noland, 

M.D., affirmed Dr. Vinh’s assessment of Jenny’s physical limitations and added that she should 

avoid even moderate exposure to hazards because of her BMI, lumbar spondylosis, and back 

surgery. R. 92–93, 106–07. He opined that Jenny’s “[r]ecovery from surgery should result in the 
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ability to perform some type of light work.” R. 93, 107; see R. 96, 110. At the reconsideration 

level, Andrew Bockner, M.D., also found that Jenny’s situational anxiety and depression caused 

mild restrictions in activities of daily living and moderate difficulties in maintaining social 

functioning and maintaining concentration, persistence, or pace. R. 90, 104. 

 3. Jenny’s Statements 

 In March 2016, Jenny reported to a DDS field office that her “condition ha[d] worsened 

and the only alternative [was] surgery,” which would leave her “bed ridden for four months.” R. 

223, 228. She was “[u]nable to lift, climb[] steps, ride in a vehicle, sleep, sit, [or] bend[] without 

mental and physical pain.” Id. Her pain medication “help[ed] very little.” R. 228. That June, 

Jenny spoke with an interviewer at DDS. R. 462–63. She stated that she could move around to go 

to the bathroom, but it was hard to gauge her pain level because of her medications. R. 462. She 

lived by herself and could dress herself, but had help to fix her meals and do chores. Id. She was 

not allowed to drive and could lift only five pounds. Id. She was able to sleep for two and a half 

hours at a stretch. R. 463. She felt that her depression had improved and agreed that it was likely 

situational. Id. She also advised that she needed shoulder surgery, but it was not yet scheduled 

because she was recovering from back surgery. Id. 

 Jenny testified at the ALJ hearing in September 2017. R. 36–56, 63–64. She testified that 

she tried to work at her father’s greenhouse as a cashier, but she could stand for only one to two 

hours before the pain became “unbearable.” R. 42. She had pain in her right shoulder, neck, 

back, legs, and hips. See R. 42–48. She could not reach her right arm above her head and could 

passively raise it to shoulder-level only if she used her left arm to lift it. R. 43–44. Driving was 

painful, and her body “shut[] down” four or five times a day. R. 46. Despite her surgery, she still 

had pain in her back when standing and sitting. R. 47. She could walk or stand for twenty 
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minutes before needing to sit down. R. 51–52. She could not “do steps at all.” R. 64. She had 

exercises that helped but, she had to lie down about a dozen times a day. R. 51–53. She could not 

lift more than five pounds or vacuum, but she could cook. R. 53–54. She could grocery shop if 

she had a short list; she did not go to church or social events because she could not sit long 

enough. R. 55. 

B.  The ALJ’s Decision 

 ALJ Smith considered Jenny’s physical and mental impairments, symptoms, and alleged 

functional limitations throughout her written decision. R. 13–19. At step two, she found that 

Jenny had severe impairments of “right hip dysfunction; right shoulder tear and arthritis; DDD, 

spondylolisthesis with bilateral L5 fractures, status post fusion surgery; adjustment disorder; 

[and] anxiety.” R. 13. Jenny’s physical impairments did not meet or equal Listings 1.02 or 1.04 

because “[n]o treating or examining physician ha[d] mentioned findings equivalent in severity to 

the[ir] criteria”; there was “no evidence of atrophy” or “significant nerve root compression”; 

there were “no objective observations of sensory loss”; and there were “inconsistent subjective 

complaints of numbness.” Id. (citing R. 253–68, 272, 276, 282–341, 357–431, 567–1637). 

Jenny’s mental impairments did not meet or equal Listings 12.04 or 12.06 because she had only 

mild limitations in interacting with others and adapting or managing oneself, and moderate 

limitations in concentrating, persisting, and maintaining pace. R. 14 (citing R. 36–56, 269–81, 

348–56, 567). 

 Jenny retained the physical RFC to perform a reduced range of “light” work R. 14; see R. 

20. She could occasionally stoop, kneel, balance, crouch, crawl, and climb stairs and ramps, but 

never climb ladders, ropes, or scaffolds. Id. She was limited to occasionally reaching in all 
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directions on her dominant right side and had to avoid concentrated exposure to hazards. R. 14–

15. Jenny retained the mental RFC to “perform simple, routine, repetitive tasks.” R. 15. 

 In crafting this RFC finding, ALJ Smith concluded that Jenny’s “medically determinable 

impairments could reasonably be expected to cause [her] alleged symptoms; however, [her] 

statements concerning the intensity, persistence and limiting effects of [her] symptoms [were] 

not entirely consistent with the medical evidence and other evidence of record for the reasons 

explained” elsewhere in the ALJ’s decision. R. 15; see R. 16–18. Jenny’s “clinical testing notes 

reflect[ed] greater functional capability than” what she described at the hearing, especially with 

respect to “lifting her arm, performing manipulation with her hands, inability to use stairs, or 

diminished sensation in her extremities.” R. 16. Jenny also reported “significant relief at least 

temporarily” from her medications and injections, and she “continued to do some work” at her 

father’s greenhouse. Id.; see also R. 12–13. Furthermore, treatment notes showed that Jenny had 

intact sensation despite her inconsistent complaints of numbness, that she “regularly 

demonstrated a normal or slightly limping gait,” and that she had many negative SLR tests on 

exams throughout the relevant period. R. 18 (citing R. 317, 321, 353, 1292, 1354, 1589). 

Regarding her right shoulder, Jenny’s treatment was “consistent with her complaints of pain, but 

objective testing contradict[ed her] complaints about the range of motion and numbness.” Id. 

(citing R. 688–1637 (Ex. 14F)). Additionally, “[r]ecent records reflect[ed] that [Jenny] wished to 

continue conservative care and discontinue injections.” Id. (citing R. 639, 641). 

 ALJ Smith gave the DDS medical reviewers’ opinions “great” weight because they were 

“consistent with the evidence [of Jenny’s] general improvement in [her] spinal condition 

following her March 2016 surgery.” Id. (citing R. 465–82, 568–1637). She gave the DDS 

psychological consultant’s opinion “partial weight” because the evidence “support[ed] no more 
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than a mild limitation in interacting with others” because Jenny worked part-time as a cashier 

and could go to the store. Id. She limited Jenny to simple unskilled work because of her 

“relatively mild mental condition” and her “pain complaints.” R. 19. ALJ Smith gave Dr. 

Coggins’s work excuse notes “little weight” because they were “clearly temporary, and the final 

responsibility for deciding whether [Jenny was] ‘unable to work’ . . . is reserved to the 

Commissioner.” Id. (citing R. 1050, 1084, 1086, 1110, 1290, 1352; 20 C.F.R. §§ 404.1527(d), 

416.927(d)). She gave PA Chico’s and NP Saunders’s work excuse notes “little weight” because 

they were not from “an acceptable medical source, they are clearly temporary, and there [was] no 

detailed description of functional limitations or restrictions for when [Jenny] could return to 

work.” Id. (citing R. 496–98, 1132). She also discounted NP Saunders’s opinion because “it was 

issued within several weeks of the traumatic accident, and the longitudinal record d[id] not 

support this level of limitation on an ongoing basis.” Id. (citing R. 273). 

C. Analysis 

 1. RFC Assessment 

 Jenny primarily challenges ALJ Smith’s evaluation of her physical RFC.5 See Pl.’s Br. 

10–16. A claimant’s RFC is her “maximum remaining ability to do sustained work activities in 

 
5 Jenny also argues that the ALJ erred in determining she had only a “mild” overall limitation in 

interacting with others. See Pl.’s Br. 13, 15. Substantial evidence supports the ALJ’s finding because 

Jenny’s providers noted she made good eye contact and was cooperative, and neither of her mental health 

providers noted any social interaction limitations in their treatment notes. R. 353–54, 491–92. 

Furthermore, even if I were to accept Jenny’s argument that she had “moderate” limitations in social 

interactions, any error would be harmless because at least two of the occupations identified by the VE 

(housekeeper and laundry worker) involve at most limited social interaction. See, e.g., Guest v. Colvin, 

No. 1:15cv776, 2016 WL 7612, at *6 n.8 (M.D.N.C. July 26, 2016) (noting the DOT “rates social 

interaction as ‘not significant’ for the position of housekeeper” (citing Housekeeper, DOT No. 323.687-

014, 1991 WL 672783)); Sanders v. Astrue, Civ. No. 11-1356, 2012 WL 1658988, at *2 (D. Minn. May 

11, 2012) (“[T]he job description[] for laundry worker . . . do[es] not indicate that more than ‘brief’ and 

‘superficial’ contact with coworkers would be required.” (citing Laundry Worker, DOT No. 302.685-010, 

1991 WL 672657)). 
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an ordinary work setting” for eight hours a day, five days a week despite her medical 

impairments and symptoms. SSR 96-8p, 1996 WL 374184, at *2 (July 2, 1996) (emphasis 

omitted). It is a factual finding “made by the [ALJ] based on all the relevant evidence in the case 

record,” Felton-Miller v. Astrue, 459 F. App’x 226, 230–31 (4th Cir. 2011), and it should reflect 

specific, credibly established “restrictions caused by medical impairments and their related 

symptoms,” including pain, that affect the claimant’s “capacity to do work-related physical and 

mental activities,” SSR 96-8p, 1996 WL 374184, at *1. See Mascio v. Colvin, 780 F.3d 632, 

637–40 (4th Cir. 2015); Reece v. Colvin, 7:14cv428, 2016 WL 658999, at *6–7 (W.D. Va. Jan. 

25, 2016), adopted by 2016 WL 649889 (W.D. Va. Feb. 17, 2016). The ALJ has broad (but not 

unbounded) discretion to determine whether an alleged limitation is supported by or consistent 

with other relevant evidence in the claimant’s record. See Perry v. Colvin, No. 2:15cv1145, 2016 

WL 1183155, at *5 (S.D.W. Va. Mar. 28, 2016) (citing Oppenheim v. Finch, 495 F.2d 396, 397 

(4th Cir. 1974)). Generally, a reviewing court will affirm the ALJ’s RFC findings when it is clear 

that she considered all the relevant evidence under the correct legal standards, see Brown v. 

Comm’r of Soc. Sec. Admin., 873 F.3d 251, 268–72 (4th Cir. 2017), and her written decision 

built an “accurate and logical bridge from that evidence to [her] conclusion[s],” Woods v. 

Berryhill, 888 F.3d 686, 694 (4th Cir. 2018) (quotation marks and brackets omitted). See Thomas 

v. Berryhill, 916 F.3d 307, 311–12 (4th Cir. 2019); Patterson v. Comm’r of Soc. Sec., 846 F.3d 

656, 662 (4th Cir. 2017).  

The regulations set out a two-step process for ALJs to evaluate symptoms as part of the 

RFC assessment. Lewis, 858 F.3d at 865–66; 20 C.F.R. §§ 404.1529, 416.929. “First, the ALJ 

looks for objective medical evidence showing a condition that could reasonably produce the 

alleged symptoms.” Lewis, 858 F.3d at 866. Second, assuming the claimant clears the first step, 
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“the ALJ must evaluate the intensity, persistence, and limiting effects of the claimant’s 

symptoms to determine the extent to which they limit [her] ability,” id., to work on a regular and 

continuing basis, see Mascio, 780 F.3d at 637; Hines, 453 F.3d at 565. “The second 

determination requires the ALJ to assess the credibility of [subjective] statements about 

symptoms and their functional effects,” Lewis, 858 F.3d at 866, based on all the relevant 

evidence in the record. 20 C.F.R. §§ 404.1529(c), 416.929(c).  

The ALJ cannot reject the claimant’s statements about the intensity, persistence, or 

functional effects of her “pain or other symptoms . . . solely because the available objective 

medical evidence does not substantiate [those] statements.” 20 C.F.R. §§ 404.1529(c)(2), 

416.929(c)(2). The ALJ must give specific, legally adequate reasons, supported by “references to 

the evidence” for the weight assigned to the claimant’s statements, Edwards v. Colvin, No. 

4:13cv1, 2013 WL 5720337, at *6 (W.D. Va. Oct. 21, 2013), and, when necessary, she should 

“explain how [s]he decided which of [those] statements to believe and which to discredit,” 

Mascio, 780 F.3d at 640. Finally, while the court will defer to an ALJ’s adverse credibility 

determination absent “exceptional circumstances,” Bishop v. Comm’r of Soc. Sec., 583 F. App’x 

65, 68 (4th Cir. 2014) (citing Eldeco, Inc. v. NLRB, 132 F.3d 1007, 1009 (4th Cir. 1997)), her 

written decision must at least provide an “accurate and logical bridge from the evidence to [her] 

conclusion,” Brown, 873 F.3d at 269. ALJ Smith’s decision meets these standards. 

Substantial evidence supports ALJ Smith’s determination that Jenny has the RFC to 

perform a limited range of “light” work. Jenny was involved in a tractor trailer accident and 

suffered injuries to her back and right shoulder that caused pain. See, e.g., R. 258–64, 310–15, 

325–33. Pain itself, however, is not disabling. See Craig v. Chater, 76 F.3d 585, 592 (4th Cir. 

1996) (“While the pain caused by an impairment, independent from any physical limitations 
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imposed by that impairment, may of course render an individual incapable of working, 

allegations of pain and other subjective symptoms, without more, are insufficient.”). 

Furthermore, “when a symptom can be reasonably controlled by medication, the symptom is not 

disabling.” Glenn v. Shalala, No. 93-1711, 1994 WL 199759, at *2 (4th Cir. May 23, 1994) 

(citing Gross v. Heckler, 785 F.2d 1163, 1166 (4th Cir. 1986)); see also Cole v. Berryhill, No. 

5:17cv60, 2018 WL 3616020, at *4 n.8 (W.D.N.C. July 6, 2018). Jenny’s providers documented 

improvement in her symptoms over the course of her treatment, see, e.g., R. 306, 425, 1326, 

1392, and Jenny reported that she had relief, at least temporarily, with medication and injections, 

see, e.g., R. 306, 312, 396, 415, 425, 653, 1481, 1509. This evidence supports the ALJ’s finding 

that Jenny’s pain was not as severe or continuous as she claimed. 

ALJ Smith determined that Jenny’s allegations about the extent of her limitations were 

inconsistent with her own statements as well as the objective medical evidence. R. 16–18. 

Substantial evidence supports the ALJ’s decision to discount Jenny’s allegations and determine 

that she was capable of performing light, unskilled work. For instance, although Jenny exhibited 

some decreased range of motion and strength in her right shoulder, see R. 330, 404, 428–29, 653, 

1304, 1326, 1416, 1442, substantial evidence supports the ALJ’s finding that Jenny was not as 

limited as she alleged in using her right arm. See R. 314, 330, 404–05, 429, 1326, 1416, 1142, 

1653 (noting instances of normal range of motion or increased passive range of motion, and that 

Jenny had no significant instability in her shoulder). Additionally, although Jenny alleged that 

she experienced numbness or tingling in her extremities, see, e.g., R. 46–49, 638, 1304, 1481, 

1509, Jenny also reported to her providers that she did not experience numbness or tingling, see, 

e.g., R. 373, 396, 1291, 1326, 1416. As far as Jenny’s allegations regarding her limitations from 

her spinal injury, on one occasion Jenny exhibited an abnormal gait, and she occasionally had 
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positive SLR tests, R. 416, 1469, 1588; nonetheless, Jenny’s gait was otherwise consistently 

normal, and her SLR tests were consistently negative, R. 307, 313, 363, 398, 445, 1292, 1354, 

1394. She also consistently had normal strength, reflexes, and sensation. R. 307, 314, 398–99, 

445, 1292, 1353, 1394, 1469.  

Jenny also challenges ALJ Smith’s determination that she could frequently lift ten pounds 

and occasionally lift twenty pounds. See Pl.’s Br. 10; R. 14. Substantial evidence supports the 

ALJ’s finding because, mere weeks after her spine surgery, Dr. Coggins allowed Jenny to lift 

twelve pounds, R. 395; one month later he increased her lifting to fifteen pounds, R. 1290; and 

five months after her surgery, Dr. Coggins stated that Jenny could “progressively increase her 

lifting over the next 4–6 weeks,” R. 1352. Furthermore, ALJ Smith determined that Jenny’s 

providers treated her conservatively with medications and injections after her spine surgery. R. 

16, 18. Treatment records amply support this finding because Jenny’s providers noted 

improvement in her symptoms and continued to prescribe medications and injections. R. 653, 

1326, 1392, 1481, 1509. 

ALJ Smith stated that she considered the entire record when she determined that Jenny 

was capable of light, unskilled work with additional limitations. R. 15. “[A]bsent evidence to the 

contrary, [I] take her at her word.” Reid v. Comm’r of Soc. Sec., 769 F.3d 861, 865 (4th Cir. 

2014). Jenny does not identify any reversible error in ALJ Smith’s RFC analysis or “point to any 

specific piece of evidence not considered by the [ALJ] that might have changed the outcome of 

[her] disability claim.” Id. (emphasis omitted). Instead, she urges the Court to reweigh the same 

medical exhibits that ALJ Smith considered, R. 16–18, and to conclude that the ALJ should have 

found Jenny disabled by back and shoulder pain. See generally Pl.’s Br. 10–13. The ALJ 

adequately addressed the conflicting evidence in this case and provided a reasonable explanation 
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for the weight she assigned the evidence, and her conclusions logically flow from that 

explanation. The Court’s role here is “to determine whether the ALJ’s decision is supported as a 

matter of fact and law.” Keene v. Berryhill, 732 F. App’x 174, 177 (4th Cir. 2018). It “cannot 

simply look at the same evidence and reverse the ALJ on the basis that it could have reached a 

different result.” Carr v. Berryhill, No. 6:16cv10, 2017 WL 4127662, at *5 (W.D. Va. Sept. 18, 

2017). ALJ Smith’s RFC determination and rationale are supported by substantial evidence and 

therefore the decision should be affirmed. 

2. Medical Opinions 

“Medical opinions” are statements from “acceptable medical sources,” such as physicians 

and psychiatrists, that reflect the source’s judgments about the nature and severity of the 

claimant’s impairment, including her symptoms, prognosis, functional limitations, and remaining 

abilities. 20 C.F.R. §§ 404.1527(a)(1), 416.927(a)(1). They are distinct from medical-source 

opinions on issues reserved to the Commissioner, such as whether the claimant is disabled or 

should not work. 20 C.F.R. §§ 404.1527(d)(1), 404.1545(a), 416.927(d)(1), 416.945(a). The ALJ 

must consider these opinions as she would any relevant evidence, but need not accord any 

special significance to the source’s medical qualifications. Id. §§ 404.1527(d)(3), 416.927(d)(3); 

see Morgan v. Barnhart, 142 F. App’x 716, 721–22 (4th Cir. 2005). The ALJ must adequately 

explain the weight afforded to every medical opinion in the record, taking into account factors 

such as the nature and extent of the source’s treatment relationship with the claimant; how well 

the source explained or supported the opinion; the opinion’s consistency with the record as a 

whole; and whether the opinion pertains to the source’s area of specialty. 20 C.F.R. §§ 

404.1527(c), 416.927(c). Medical opinions from treating and examining physicians typically 

deserve more weight than those from non-examining physicians, such as the DDS medical 
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reviewers. Brown, 873 F.3d at 268; 20 C.F.R. §§ 404.1527(c), 416.927(c). Courts “must defer to 

the ALJ’s assignments of weight” to differing medical opinions “unless they are not supported 

by substantial evidence,” Dunn v. Colvin, 607 F. App’x 264, 271 (4th Cir. 2015), or they were 

reached by means of an improper standard or misapplication of the law, see Coffman, 829 F.2d at 

517. 

Substantial evidence supports the weight ALJ Smith gave to the medical opinions in the 

record. An ALJ is permitted to rely on the opinions of DDS experts when their assessments are 

consistent with the record. See Gordon, 725 F.2d at 235. ALJ Smith assigned “great” weight to 

the DDS medical consultants’ opinions because they were “consistent with the evidence [of 

Jenny’s] general improvement in [her] spinal condition.” R. 18. Both doctors opined that Jenny 

was capable of “light” work with additional restrictions because of her high BMI and spinal 

injury and surgery. R. 72–74, 80–82, 92–93, 106–07. Substantial evidence supports ALJ Smith’s 

decision to give these opinions “great” weight because Dr. Coggins noted Jenny’s improvement 

both before and after her surgery. See R. 306 (“The problem is improving.”); R. 1392 (“She is 

clinically better than she was before surgery. I’m hopeful that she will continue to improve over 

the next 6–12 months.”). Jenny also reported improvement in her symptoms with the ESIs. See 

R. 306, 396, 415. This evidence supports the ALJ’s decision to rely on the DDS physicians’ 

opinions. 

ALJ Smith assigned “partial” weight to the DDS psychological consultants’ opinions 

because “[t]he evidence support[ed] no more than a mild limitation in interacting with others.” R. 

18. Substantial evidence supports the ALJ’s discounting of the DDS psychological consultants’ 

opinions because neither Mr. Yoder nor Mr. Karr noted any social interaction limitations in their 

treatment of Jenny. See R. 353–54, 491–-92. In fact, both noted that she had good eye contact, 
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was cooperative, and had an appropriate affect. Id. Additionally, Jenny successfully completed 

her mental health treatment in February 2017. See R. 349. 

ALJ Smith explained the weight she gave Dr. Coggins’s, PA Chico’s, and NP Saunders’s 

opinions, and gave good reasons for discounting them. Dr. Coggins’s opinions that Jenny would 

be unable to work for several weeks or months, R. 1050, 1091, 1110, 1290, 1352, are legal 

conclusions reserved for the Commissioner, see 20 C.F.R. §§ 404.1527(d)(1), 404.1545(a), 

416.927(d)(1), 416.945(a), and thus are not entitled to any particular weight, Morgan, 142 F. 

App’x at 721–22. Substantial evidence supports ALJ Smith’s reasoning that the limitations Dr. 

Coggins placed on Jenny were temporary. See R. 361 (noting upon Jenny’s discharge after her 

surgery that “[p]atient is to avoid any significant lifting. She is not to drive for approximately 3 

weeks.”); R. 399 (noting a few weeks after Jenny’s surgery that “[a]t this time the patient should 

limit her lifting to 10–12 pounds” (emphasis added)); R. 1290 (noting two months after surgery 

that “[t]he patient should limit her lifting to 15 pounds for another two months”). Furthermore, 

Dr. Coggins’s later treatment notes indicated that Jenny could increase her amount of lifting and 

carrying. See R. 1352 (noting in August 2016 that Jenny could “progressively increase her lifting 

over the next 4–6 weeks”); R. 1392 (noting that Jenny could “progress her activity as tolerated”). 

Dr. Coggins even encouraged Jenny to attend her vocational physical and was “hopeful that she 

[would] continue to improve over the next 6–12 months.” R. 1392. The temporary nature of 

Jenny’s limitations is a sufficient reason for ALJ Smith to find that Dr. Coggins’s opinions did 

not support a more restrictive RFC. See Waldo v. Saul, Civ. No. 9:18-1324, 2019 WL 5856434, 

at *10 (D.S.C. July 3, 2019), adopted by 2018 WL 4489687 (D.S.C. Sept. 19, 2018). 

ALJ Smith’s reasons for discounting PA Chico’s and NP Saunders’s opinions are also 

supported by substantial evidence. PA Chico’s and NP Saunders’s opinions that Jenny would be 
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unable to work for several days or weeks, R. 273–74, 277, 1112, 1132, are legal conclusions on 

matters that are reserved for the Commissioner and were temporary. Those factors support ALJ 

Smith’s decision to discount their opinions, just as they did her decision to discount Dr. 

Coggins’s opinion See Morgan, 142 F. App’x at 721–22; Waldo, 2019 WL 5856434, at *10. 

Additionally, ALJ Smith acted within her discretion to discount PA Chico’s and NP Saunders’s 

opinions because, unlike Dr. Coggins, they are considered non-acceptable medical sources. See 

SSR 06-3p, 2006 WL 2329939, at *2 (Aug. 9, 2006) (“Only ‘acceptable medical sources’ can be 

considered treating sources” whose medical opinions may be entitled to controlling weight in 

certain circumstances, and physician’s assistants and nurse practitioners are not “acceptable 

medical sources”); see also 20 C.F.R. §§ 404.1513(d), 416.913(d). Furthermore, ALJ Smith 

correctly noted that PA Chico’s treatment notes contained “no detailed description of functional 

limitations or restrictions.” R. 19. Finally, substantial evidence supports ALJ Smith’s discounting 

of NP Saunders’s opinions which did include postural and exertional limitations, R. 273, 277, 

because they were “issued within several weeks of [Jenny’s] traumatic accident” and were not 

consistent with the longitudinal record, R. 19. For instance, Dr. Coggins noted that Jenny was 

improving both before and after her surgery, R. 306, 1392, and Jenny reported improvement in 

her symptoms, R. 306, 396, 415. Dr. Coggins also progressively increased the amount of weight 

Jenny could lift and carry as she recovered from her surgery. See R. 361, 399, 1290, 1352, 1392. 

ALJ Smith adequately explained the rationale behind her RFC determination that Jenny 

could perform a limited range of light, unskilled work. She also gave legally sufficient reasons, 

supported by citations to the evidence, for the weight she gave to the medical opinions in the 

record. Although the Court may have arrived at a different conclusion, substantial evidence 

supports the ALJ’s determination to deny benefits. 
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IV. Conclusion 

 For the foregoing reasons, I respectfully recommend that the presiding District Judge, 

GRANT the Commissioner’s Motion for Summary Judgment, ECF No. 18, AFFIRM the 

Commissioner’s final decision, and DISMISS this case from the Court’s active docket. 

Notice to Parties 

Notice is hereby given to the parties of the provisions of 28 U.S.C. § 636(b)(1)(C):  

Within fourteen days after being served with a copy [of this Report and 

Recommendation], any party may serve and file written objections to such 

proposed findings and recommendations as provided by rules of court. A judge of 

the court shall make a de novo determination of those portions of the report or 

specified proposed findings or recommendations to which objection is made. A 

judge of the court may accept, reject, or modify, in whole or in part, the findings or 

recommendations made by the magistrate judge. The judge may also receive further 

evidence or recommit the matter to the magistrate judge with instructions. 

 

 Failure to file timely written objections to these proposed findings and recommendations 

within 14 days could waive appellate review. At the conclusion of the 14 day period, the Clerk is 

directed to transmit the record in this matter to the Honorable Elizabeth K. Dillon, United States 

District Judge.  

 The Clerk shall send certified copies of this Report and Recommendation to all counsel 

of record. 

      ENTER: February 21, 2020 

       
      Joel C. Hoppe 

      United States Magistrate Judge 

 


