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)
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CERTIFICATION

The undersigned, as Chief, Court Case Preparation and Review Branch 4, Office of
Appellate Operations, Office of Disability Adjudication and Review, Social Security
Administration, hereby certifies that the documents annexed hereto constitute a full and accurate
transcript of the entire record of proceedings relating to this case.
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Date: May 11, 2010
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Telephone: (703) 605-8000

Date: JAN20 200

NOTICE OF APPEALS COUNCIL ACTION

This is about your request for review of the Administrative Law Judge's decision dated
July 31, 2009. ‘

We Have Denied Your Request for Review

We found no reason under our rules to review the Administrative Law Judge's dec1swn.
Therefore, we have denied your request for review.

This means that the Administrative Law Judge's decision is the final decision of the
Commissioner of Social Security in your case.

Rules We Applied

We applied the laws, regulations and rulings in effect as of the date we took this action.

Under our rules, we will review your case for any of the following reasons:

The Administrative Law Judge appears to have abused his or her discretion.
There is an error of law.

The decision is not supported by substantial evidence.

There is a broad policy or procedural issue that may affect the public interest.

‘We receive new and material evidence and the decision is contrary to the weight of all the
evidence now in the record. '

What We Coqsidered

In looking at your case, we considered the reasons you disagree with the decision and the
additional evidence listed on the enclosed Order of Appeals Council. The Appezls Council .
has also considered the additional evidence submitted, but concluded thai this additional
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evidence does not provide a basis for changing the Administrative Law Judge's decision.
If You Disagree With Our Action

If you disagree with our action, you may ask for court review of the Administrative Law
Judge's decision by filing a civil action. '

If you do not ask for court review, the Administrative Law Judge's decision will be a final
decision that can be changed only under special rules.

How to File a Civil Action

You may file a civil action (ask for court review) by filing a complaint in the United States
District Court for the judicial district in which you live. The complaint should name the
Commissioner of Social Security as the defendant and shouid include the Social Security
number(s) shown: at the top of this letter.

- You or your representative must deliver copies of your complaint and of the summons issued
by the court to the U.S. Attorney for the judicial district wheré you file your complaint, as
provided in rule 4(i) of the Federal Rules of Civil Procedure. ,

You or your representative must also send copies of the complaint and summons, by certified
or registered mail; to the Social Security Administration's Office of the General Counsel that
is responsible for the processing and handling of litigation in the particular judicial district in

which the complaint is filed. The names, addresses, and jurisdictional responsibilities of these .

offices are pubiished in the Federal Register (70 FR 73320, December 9, 2005), and are
available on-line at the Social Security Administration's Internet site,

http://policy.ssa.gov/poms.nsf/links/0203106020.

You or your representative must also send copies of the complaint and summons, by certified
or registered mail, to the Attorney General of the United States, Washington, DC 20530.

Time To File a Civil Action
¢ You have 60 days to file a civil action (ask for court review).

o The 60 days start the day after you receive this letter. We assume you received this letter
5 days after the date on it unless you show us that you did not receive it within the 5-day
period.

e If you cannot file for court review within 60 days, you may ask the Appeals Council to
extend your time to file. You must have a good reason for waiting more than 60 days to
ask for court review. You must make the request in writing and give your reason(s) in
the request. '

Y ou must mail your request for more time to the Appeals Council at the address shown at the
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top of this notice. Please put the Social Security number(s) also shown at the top of this
notice on your request. We will send you a letter telling you whether your reguest for more

time has been granted.

About The Law

The right to court review for claims uhder Title 11 (Social Security) is provided for in Section
205(g) of the Social Security Act. This section is also Section 405(g) of Title 42 of the United

States Code.

The right to court review for claims under Title XVI (Supplemental Security Income) is
provided for in Section 1631(c)(3) of the Social Security Act. This section is also Section
1383(c) of Title 42 of the United States Code.

The rules on filing civil actions are Rules 4(c) and (i) in the Federal Rules of Civil Procedure.

If You Have Any Questions

If you have any questions, you may call, write, or visit any Social Security office. If you do
call or visit an office, please have this notice with you. The telephone number of the 10\;31
office that serves your area is (501)525-6927. Its address is:

) Social Security
112 Corporate Terrace
Hot Springs, AR 71913-7247

_ORIGINAL SIGNEDBY .

Enclosure: Order of Appeals Council -~ -~ - - -

cc:
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Social Security Administration
OFFICE OF DISABILITY ADJUDICATION AND REVIEW

ORDER OF APPEALS COUNCIL
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IN THE CASE OF CLAIM FOR

. ) | | Supplemental Secunty income
(Claimant) ] o
(Wage Eamer) (gocxal Security Number)

The Appeals Council has received additional evidence which it is making part of the record.

That evidence consists of the following exhibits:

Exhibit AC-} 10F-Medical records from Geneva General
Hospital

Date:

JAN 20 2010

APPEALS FILE

L o
T

I

Sz
e BT



. Form Approved

SOC‘AL SECURITY ADMIN]STRATIONIOFFICE OF HEARINGS AND APPEALS . - OMB No. 0960-0277

REQUEST FOR REVIEW OF HEARING DECISION/ORDER
(Do_not use this form for objecting to a_mg_qmm_eﬂg_ ALJ decislon.) See Privacy Act Notice

(Take or mail the signed original to your local Social Security office, the Veterans Affairs
Regional Office in Manila or any u.s. Fore/gn Service post and keep a copy for your records)

1. CLAIMANT * : I - -, 2 WFE EARNER, IF DIFFERENT

3. SOCIAL SECURITY CLRIM NUM,BER T 4. SPQUSE 'S NAME AND SOCIAL SECURITY NUMBER
. ) i (CO{?)PIGYG ONLY in Supplemental Securlty income Case)

—— N TN

751 reques( that the Appeals Council review the Adminisirative Law Judgels action on the above claim bacause:

/UAC dccl’Ston (r(:%\e, NJ is ncrl' szmn‘gUN ﬂxb’mnhal ev;dence. mc

Drit .

ani meui activity.

ADDITION‘AL EVIDENCE
If you have additional evidence submit it with this request for review. If you need ‘additional time to submit evidence or legal argument, you must
request an extension of time in writing now. I you request an extension of time, you $hould explain the reason(s) you are unable to submit the evidence
or legal argument now. If you neither submit evidence or legal argument now nor wulhm any extension of time the Appeals Council grants, the Appeals
Council will take its action based on the-evidence of record.
IMPORTANT: Wrlte your Soclal Security Clalm Number on any letter or material you send us.

SIGNATURE BLOCKS: You should complete No. 6 and your representative (if any) should complete No. 7. If you are represented and yous
representative Is not available to complete this form, you should also print his or her name, address, elc. in No. 7.

| declare-under penaity of perjury that | have examined all the information 'on this formn, and on any accompanying statements or
forms, and itis true and correct to the best of my knowledge. j

 rr AIAANTS SICNATIIRE B DATE  [7. REPRESENTATIVE'S SIGNATURE, - X1 ATTORNEY
—_— . I} NON-ATTORNEY .

: sblé
, —

TEL -

(. ) : '02

THE: SOCIAL SECURI'IY ‘ADMINISTRATION slTAFF WILL COMPLETE THIS PArviVTN
8. Requesl received for the. Socuale Sécuyrity: Admlnistratmn on i by: .
(Date) B (Print Name)
(Tillo). N (Addfess) . 1. (Sewidng FO Gode) (PC Code)

0. Is the request forAreviewAr‘eceived:wnthln 65 days of lhe ALJ's Decnsnonlmism»ssal? [ Yes [1no

"I

[10_.1f "No" checked: (1) atlachxclaimant's explanatson for delay, and 'E

(2) attach Ol ppomtment notice letter.c or other Pemnent material or information in the Social Security Office.
11. Check one: . m TR el {12 Gheck all.claim tvpes.that apply:
[] Temination.or othier. . - | . ['J Reuremenl or survivors (RSI)
i . o U '-'D Dlsabtmy-Worker : (DIWE)
1=+ I[] Disability-Widow(er) (DIWW)
)[J Disability-Chitd :* {DIWC)
| _ , (] SSI Aged : ~ (SSIA)
APPEALS COUNCIL : E] SSI Biind t o (ssiBy-
OFFICE OF HEARINGS. AND APPEALS, SSA . L] ssi Oisabity -~ (SSID)
. o [ Heatth Insurance-Part A =37 (HIA)
FALLS-CHURGH; VA-22041 '3265. - - .|C)Health Insurance-Part8 ‘35, (HiB)
: - | |3 Title vin only (SVB)
|3 Tite vinTite X (SvBISS))
o . . R o []'Olher'- Specify: '
Form HA-520-U5 (5-2003)  ef (10-2004) TAKE OR SEND ORIGINAL TO SSA AND RETAIN A COPY FOR YOUR RECORDS
]

Destroy Prior Editlons

5



September 3, 2009;

Social Security Administration
"~ 112 Corporate Terrace
Hot Springs, AR 71913

| Dear Sir/Madam: ‘
!
f Enclosed you will find the Request for Review of Heanng Decision/Order to appealz o
o ‘denial of SSI benefits at the hearing level. Also enclosed are copies of ' -
records from the Geneva General Hospital in Geneva, New York. These records are from™
November 1986, showing the skull fracture he recelved when he was dropped asan infant
of a moving vehicle as a four and a half year old child. Please make these a part of !r'f“‘
o ~disability claim file. They were not available to be submitted prior to the hearing
because the hospital in New York had not yet located the records.

If | need to do anything further or if you have questlonséor comments, please let me know.

Very truly yomj:rs,
T T b T

~pc. " Appeals Councﬂ

Office of Hearmgs and Appeals, SSA ,
5107 Leesburg Pike i
Falls Church, VA 22041-3255 ' 5
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"IT"’ Refer To: ! o Office of Disability Adjudication and Review
SSA ODAR Hearing Ofc
Rm 2405 Federal Bldg

700 West Capitol Ave
Little Rock, AR 72201-3227

Date: July 31, 2009

e

NOTICE OF DECISION - UNFAVORABLE

I have made the enclosed decision in your case. Please read this notice and the decision
carefully.

If You Disagree With The Decision

If you disagree with my decision, you may file an appeal with the App.eals Council.

How to File an Appeal

To file an appeal you or your representative must request that the Appeals Council review the
decision. You must make the request in writing. You may use our Request for Review form,
HA-520, or write a letter.

You may file your request at any local Social Security office or a hearing office. You may
also mail your request right to the Appeals Council, Office of Disability Adjudication and
Review, 5107 Leesburg Pike, Falls Church, VA 22041-3255. Please put the Social Security
number shown above on any appeal you file. ,

Time to File an Appeal

To file an appeal, you must file your request for review within 60 days from the date you get
this notice.

The Appeals Council assumes you got the notice 5 days after the date shown above unless
you show you did not get it within the 5-day period. The Council will dismiss a late request
unless you show you had a good reason for not filing it on time.

Time to Submit New Evidence

You should submit any new evidence you wish to the Appeals Council to consider with your
request for review.

Form HA-L76-OP2 (03-2007)
See Next Page
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How an Appeal Works

Our regulations state the rules the Appeals Council applies to decide when and how to review
a case. These rules appear in the Code of Federal Regulations, Title 20, Chapter III,
Part 416 (Subpart N).

If you file an appeal, the Council will consider all of my decision, even the parts with which
you agree. The Council may review your case for any reason. It will review your case if one
of the reasons for review listed in our regulation exists. Section 416.1470 of the regulation
lists these reasons.

Requesting review places the entire record of your case before the Council. Review can make
any part of my decision more or less favorable or unfavorable to you.

On review, the Council may itself consider the issues and decide your case. The Council may
also send it back to an Administrative Law Judge for a new decision.

The Appeals Council May Review The Decision On Its Own

The Appeals Council can review my decision ¢ven without your request to do so. Ifit decides
to do that, the Council will mail you a notice about its review within 60 days from the date of
this notice.

If No Appeal and No Appeals Council Review

If you do not appeal and the Council does not review my decision on its own motion, you will
not have a right to court review. My decision will be a final decision that can be changed
only under special rules.

- New Application

You have the right to file a new application at any time, but filing a new application is not the
same as appealing this decision. If you disagree with my decision and you file a new
application instead of appealing, you might lose some benefits, or not qualify for any benefits.
My decision could also be used to deny a new application for insurance benefits, if the facts
and issues are the same. So, if you disagree with this decision, you should file an appeal
within 60 days.

Form HA-L76-OP2 (0320078
See Next Page
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If You Have Any Questions
If you have any questions, you may call, write or visit any Social Security office. If you visit
an office, please bring this notice and decision with you. The telephone number of the local

office that serves your area is (501)525-6927. Its address is Social Secunty, 112 Corporate
Terrace, Hot Springs, AR 71913-7247.

Enclosures: N e
Decision Rationale

cC:

Form HA-L76-OP2 (0320079



SOCIAL SECURITY ADMINISTRATION
Office of Disability Adjudication and Review

DECISION
IN THE CASE OF CLAIM FOR
Ve Supplemental Security Income
(Claimant) - T
(Wage Earner) &)Eial Security Number)

JURISDICTION AND PROCEDURAL HISTORY

On October 5, 2007, the claimant filed an application for supplemental security income, alleging
disability beginning December 28, 1999. The claim was denied initially on December 20, 2007,
and upon reconsideration on February 8, 2008. Thereafter, the claimant filed a written request
for hearing on Aprit 25, 2008 (20 CFR 416.1429 et seq.). The claimant appeared and testified at
a hearing held on May 27, 2009, in Hot Springs, Arkansas. Also appeanng and testifying were
Dianne G. Smith, an impartial vocatlonal expert, and( o "/, the claimant's step-father.

The claimant is represented by i "=~ an attorney.

ISSUES

—

The issue is whether the claimant is disabled under section 1614(a)(3)(A) of the Social Security
Act. Disability is defined as the inability to engage in any substantial gainful activity by reason
of any medically determinable physical or mental impairment or combination of impairments
that can be expected to result in death or that has lasted or can be expected to last for a
continuous period of not less than 12 months.

Although supplemental security income is not payable prior to the month following the month in
which the application was filed (20 CFR 416.335), the undersigned has considered the complete
medical history consistent with 20 CFR 416.912(d).

After careful consideration of all the evidence, the undersigned concludes the claimant has not
been under a disability within the meaning of the Social Security Act since October 5, 2007, the
date the application was filed. :

APPLICABLE LAW

Under the authority of the Social Security Act, the Social Security Administration has
established a five-step sequential evaluation process for determining whether an individual is
disabled (20 CFR 416.920(a)). The steps are followed in order. Ifit is determined that the
claimant is or is not disabled at a step of the evaluation process, the evaluation will not go on to
the next step.

10

See Next Page
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At step one, the undersigned must determine whether the claimant is engaging in substantial
gainful activity (20 CFR 416.920(b)). Substantial gainful activity (SGA) is defined as work
activity that is both substantial and gainful. “Substantial work activity” is work activity that
involves doing significant physical or mental activities (20 CFR 416.972(a)). “Gainful work
activity” is work that is usually done for pay or profit, whether or not a profit is realized (20 CFR
416.972(b)). Generally, if an individual has earnings from employment or self-employment
above a specific level set out in the regulations, it is presumed that he has demonstrated the
ability to engage in SGA (20 CFR 416.974 and 416.975). If an individual engages in SGA, he is
not disabled regardless of how severe his physical or mental impairments are and regardless of
his age, education, and work experience. If the individual is not engaging in SGA, the analysis
proceeds to the second step.

At step two, the undersigned must determine whether the claimant has a medically determinable
impairment that is “severe” or.a combination of impairments that is “severe” (20 CFR
416.920(c)). An impairment or combination of impairments is “severe” within the meaning of
the regulations if it significantly limits an individual's ability to perform basic work activities.
An impairment or combination of impairments is “not severe” when medical and other evidence
establish only a slight abnormality or a combination of slight abnormalities that would have no
more than a minimal effect on an individual's ability to work (20 CFR 416.921; Social Security
Rulings (SSRs) 85-28, 96-3p, and 96-4p). If the claimant does not have a severe medically
determinable impairment or combination of impairments, he is not disabled. Ifthe claimant has
a severe impairment or combination of impairments, the analysis proceeds to the third step.

At step three, the undersigned must determine whether the claimant’s impairment or combination
of impairments meets or medically equals the criteria of an impairment listed in 20 CFR Part
404, Subpart P, Appendix 1 (20 CFR 416.920(d), 416.925, and 416.926). If the claimant’s
impairment or combination of impairments meets or medically equals the criteria of a listing and
meets the duration requirement (20 CFR 416.909), the claimant is disabled. If it does not, the
analysis proceeds to the next step.

Before considering step four of the sequential evaluation process, the undersigned must first
determine the claimant’s residual functional capacity (20 CFR 416.920(e)). An individual’s
residual functional capacity is his ability to do physical and mental work activities on a sustained
basis despite limitations from his impairments. In making this finding, the undersigned must
consider all of the claimant’s impairments, including impairments that are not severe (20 CFR
416.920(e) and 416.945; SSR 96-8p).

Next, the undersigned must determine at step four whether the claimant has the residual
functional capacity to perform the requirements of his past relevant work (20 CFR 416.920(f)).
The term past relevant work means work performed (either as the claimant actually performed it
or as it is generally performed in the national economy) within the last 15 years or 15 years prior
to the date that disability must be established. In addition, the work must have lasted long
enough for the claimant to learn to do the job and have been SGA (20 CFR 416.960(b) and
416.965). Ifthe claimant has the residual functional capacity to do his past relevant work, the
claimant is not disabled. Ifthe claimant is unable to do any past relevant work or does not have
any past relevant work, the analysis proceeds to the fifth and last step.

1
See Next Page
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At the last step of the sequential evaluation process (20 CFR 416.920(g)), the undersigned must
determine whether the claimant is able to do any other work considering his residual functional
capacity, age, education, and work experience. If the claimant is able to do other work, he is not
disabled. If the claimant is not able to do other work and meets the duration requirement, he is
disabled. Although the claimant generally continues to have the burden of proving disability at
this step, a limited burden of going forward with the evidence shifts to the Social Security
Administration. In order to support a finding that an individual is not disabled at this step, the
Social Security Administration is responsible for providing evidence that demonstrates that other
work exists in significant numbers in the national economy that the claimant can do, given the

“residual functional capacity, age, education, and work experience (20 CFR 416.912(g) and
416.960(c)).

FINDINGS OF FACT AND CONCLUSIONS OF LAW

Aﬁer careful consideration of the entire record, the undersigned makes the following findings:

1. The claimant has not engaged in substantial gainful activity since October §, 2007, the
application date (20 CFR 416.971 ef seq.).

2. The claimant has the following severe impairments: idiopathic scoliosis of the spine
status post posterior spinal fusion surgery from T4 to L4; reading disorder; mathematics
disorder; borderline range of intelligence; and adjustment disorder with mixed emotional
features (20 CFR 416.920(c)).

After careful consideration of the evidence, the Administrative Law Judge finds that the
claimant’s combination of medically determinable impairments as delineated above would
impose more than a slight abnormality and have more than a minimal effect on the claimant’s
ability to do basic physical and/or mental work activities and would thus be “severe” within the
meaning of the regulations.

3. The claimant does not have an impaifment or combination of impairments that meets
or medically equals one of the listed impairments in 20 CFR Part 404, Subpart P, Appendix
1 (20 CFR 416.925 and 416.926).

~ After a thorough review of the evidence, the Administrative Law Judge finds no evidence to
show the existence of any physical impairment(s) that meets the criteria of 1.04 or any other of
the listed impairments described in Appendix 1 of the Regulations (20 CFR, Part 404, Subpart P.
Appendix 1, Regulation No. 4). Further, no treating or examining physician has mentioned
findings equivalent in severity to the criteria of any listed physical impairment. In reaching this
conclusion, the Administrative Law Judge has also considered the opinions of the State agency
medical consultants who evaluated this issue at the initial and reconsideration levels of the
administrative process and reached the same conclusion, (20 CFR 404.1512 and 416.812; SSA
96-6P).

12
See Next Page
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The claimant’s mental impairments do not meet or medically equal the requirements of any of
the listed impairments described in Appendix 1 of the Regulations (20 CFR, Part 404, Subpart P.
Appendix 1, Regulation No. 4). The medical evidence establishes that the claimant has exhibited
some of the features of the “A” criteria of listing 12.05. However, a review of the relevant "D"
criteria of listing 12.05 indicates that none of the functional limitation categories are manifested
at a degree which satisfied the full requirements of such a listing.

In addition, the "B" criteria of listing 12.05 are not met because the claimant does not have a
valid verbal, performance, or full scale IQ of 59 or less. When the claimant was tested with the
Wechsler Adult Intelligence Test-III in December, 2007, the claimant’s Verbal IQ was listed at
71, his Performance IQ at 85 and his Full Scale IQ at 76.

The "paragraph C" criteria of listing 12.05 are not met because the claimant does not have a valid
verbal, performance, or full scale IQ of 60 through 70 and a physical or other mental impairment
imposing an additional and significant work-related limitation of function.

Finally, to satisfy the "D" criteria of listing 12.05, the mental impairments must result in at least
two of the following: marked restriction of activities of daily living; marked difficulties in
maintaining social functioning; marked difficulties in maintaining concentration, persistence, or
pace; or repeated episodes of decompensation, each of extended duration. A marked limitation
means more than moderate but less than extreme. Repeated episodes of decompensation, each of
extended duration, means three episodes within 1 year, or an-average of once every 4 months,
each lasting for at least 2 weeks.

The claimant has reported that he helped out around the house doing dishes and laundry; he was
able to cook, drive and go shopping by himself, and he had friends he spent time with. However,
the claimant had limitations due to his reading and mathematics disorder and the claimant had
been found to function in the borderline range of intelligence. Accordingly, the Administrative
Law Judge finds that the claimant has no more than “mild” limitations in activities of daily living
and “social functioning” and moderate limitations in “concentration, persistence and pace”.
There is no evidence of deterioration or decompensation in work or work-like settings.

The limitations identified in the “paragraph D” criteria of listing 12.05 criteria are not a residual
functional capacity assessment but are used to rate the severity of mental impairments at steps 2
and 3 of the sequential evaluation process. The mental residual functional capacity assessment
used at steps 4 and 5 of the sequential evaluation process requires a more detailed assessment by
itemizing various functions contained in the broad categories found in paragraph B of the adult
mental disorders listings in 12.00 of the Listing of Impairments (SSR 96-8p). Therefore, the
following residual functional capacity assessment reflects the degree of limitation the
undersigned has found in the “paragraph D” mental function analysis.

4. After careful consideration of the entire record, the undersigned finds that the
claimant has the residual functional capacity to perform light work as defined in 20 CFR
416.967(b). The claimant can occasionally lift 20 pounds and 10 pounds frequently; sit
about 6 hours per 8 hour workday; and stand/walk for 6 hours per 8 hour workday. The
claimant would be limited to unskilled work, in that interpersonal contact incidental to

13
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work performed; tasks must be learned by rote; requiring limited judgment; little
supervision for routine matters; and detailed supervision for non-routine maters. In
addition, the claimant’s learning disorder suggested that formal classroom training would
not be a good training method; rather on the job training would be better. In addition, the
claimant would perform better on work performed slowly and correctly rather than
quickly.

In making this finding, the undersigned has considered all symptoms and the extent to which
these symptoms can reasonably be accepted as consistent with the objective medical evidence
and other evidence, based on the requirements of 20 CFR 416.929 and SSRs 96-4p and 96-7p.
The undersigned has also considered opinion evidence in accordance with the requirements of
20 CFR 416.927 and SSRs 96-2p, 96-5p, 96-6p and 06-3p.

In assessing the claimant’s medically determinable impairments and their impact on the
claimant’s ability to perform work functions, the Administrative Law Judge also considered the
claimant’s subjective allegations, giving careful consideration to all avenues presented that relate
to such matters as:

1. The nature, location, onset, duration, frequency, radiation and intensity of any pain;
precipitating and aggravating factors (e.g., movement, activity, environmental
conditions); .

type, dosage, effectiveness and adverse side-effects of any pain medications;
treatment, other than medication, for relief of pain;

functional restrictions; and

the claimant’s daily activities.

L

Sk W

(20 CFR 404.1529 and 416.929). Consideration was also given to all the evidence presented
related to the claimant’s prior work history and the observations of non-medical third parties, as

well as treating and examining physicians related to the above matters. Polaski v. Heckler, 739
F.2d 1320, 1322, 751 F.2d 943, 948 (8" Cir. 1984).

In considering the claimant’s symptoms, the undersigned must follow a two-step process in
which it must first be determined whether there is an underlying medically determinable physical
or mental impairment(s)--i.e., an impairment(s) that can be shown by medically acceptable
clinical and laboratory diagnostic techniques--that could reasonably be expected to produce the
claimant’s pain or other symptoms.

Second, once an underlying ph)\/sical or mental impairment(s) that could reasonably be expected
to produce the claimant's pain or other symptoms has been shown, the undersigned must evaluate
the intensity, persistence, and limiting effects of the claimant's symptoms to determine the extent
to which they limit the claimant's ability to do basic work activities. For this purpose, whenever
statements about the intensity, persistence, or functionally limiting effects of pain or other
symptoms are not substantiated by objective medical evidence, the undersigned must make a
finding on the credibility of the statements based on a consideration of the entire case record.
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At the hearing in this matter, the claimant alleged disabling symptoms and/or limitations related
to scoliosis and residual back pain, learning disabilities, and headaches.

The claimant testified that he graduated from Lake Hamilton High School in 2006. He indicated
that he received special education services for most of his classes while in high school. The last
two years of high school, he was in high school for half the day and then spent the rest of the
time at the Hot Springs Rehabilitation Center. He received training in food service and he was
able to complete the program. He worked at a local hospital cafeteria through an internship
while in the rehabilitation center; however, he did not get hired at the hospital. The claimant was
told by the hospital staff that he was not fast enough. He has attempted to get jobs at several
other businesses around town without success. He further indicated that on occasion he had
difficulty completing job applications and would have to take them home for assistance.

The claimant indicated that he had trouble understanding what other people were asking him to
do and he had trouble asking questions to seek help. He has also suffered from scoliosis and
underwent surgery in 2001. His back continued to cause him pain, he had a hard time bending
over, and standing up for more than 30 to 60 minutes would cause his back to hurt. While
working in the food service program, he had pain in his back due to the standing and would have
to go and lie down to help relieve the pain. Due to his back pain, he was also limited in how
much he could lift.

The claimant also testified that he suffered from headaches on a weekly basis. Working too fast,
hot conditions and prolonged standing aggravated the headaches. Sometimes he had to lie down
to get rid of a headache, but other times over the counter medication would relieve the pain.

Also, turning his head from side to side hurts his back and neck, especially when he was driving,

In regards to his activities of daily living, the claimant testified that he was currently living with
her mother and step-father. He did not have a check account or a bank account, but he was able
to make change and go to the store. He also has a driver’s license with no restrictions. Ina
Function Report — Adult that the claimant completed in October, 2007, the claimant indicated
that he took care of a dog and cat, was able to prepare simple meals, was able to do laundry,
wash dishes and other house hold cleaning, able to drive a car and ride a bike, able to shop in a
store, spent time watching television and playing video games, and spent time with friends. The
claimant indicated that he had difficulty getting his shoes on, had no experience with money and
was forgetful with spoken instructions. He believed that he could walk for about 20 minutes
before needing to rest, could pay attention for 20 minutes, and was able to finish what he started.
He also indicated that he was pretty good at following written instructions and got along well
with authority figures (Ex. 4E).

As required by the Regulations (20 CFR 404.1513(e)(2) and 416.913(e)(2)) and Polaski v.
Heckler, the Administrative Law Judge has also considered the observations of non-medical
sources and third parties in relation to how the claimant’s impairments affect his ability to work.
In that regard, the testimony of - _~ , the claimant’s step father, has been carefully
considered. Notably, the testimony of this w1tness who was in the hearing room for claimant’s
testimony, for the most part, appeared to merely corroborate the testimony of the claimant
regarding the severity and nature of his symptoms.
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e - - _j testified that he has known the claimant since he was about 9 months old. From
his observations, the claimant had difficulty with his communication skills and understanding
other people and he was unable to bend over due to the rod in his back. The claimant had a few
friends that he would socialize with, but spent most of his time watching television and playing
video games. The claimant had assisted him in the past doing yard work for other people. The
claimant did a good job with tasks, but it took a lot out of him and would take him longer than
normal to complete the job. The claimant got get easily overwhelmed and worried a lot about
things.

When considered in conjunction with other substantial evidence as outlined in this decision, it is
the conclusion of the Administrative Law Judge that the testimony of this witness appeared to be
based on uncritical acceptance of the claimant’s complaints and/or a potential desire to see the
claimant receive benefits. Specifically, the testimony of this witness is found to be inconsistent
with other substantial evidence in this claim, including the objective medical evidence and is
therefore not persuasive.

It must be noted that proof of a disabling impairment must be supported by at least some medical
evidence. However, the evidence of record in this claim does not support the allegations of the
claimant regarding the nature, severity and duration of his medically determinable impairments.
It must be noted that while the claimant’s statements regarding the nature and severity of his
impairment(s) and its limiting effects is evidence that must be considered, a symptom is not
objective medical evidence and is not a medically determinable impairment. No symptom by
itself can establish the existence of such impairment or be the basis of a finding of disability
(SSR 96-4p and 96-7p).

It is also fully acknowledged by the Administrative Law Judge that the claimant may well
experience some degree of discomfort and/or impairment as a result of his medically
determinable impairments. Further, while the claimant’s allegations regarding the nature and
severity of his condition(s) cannot be disregarded solely on the basis of an inconsistency or
absence of medical evidence, such factors may be used to contradict the claimant’s subjective
complaints regarding the nature, severity and overall duration of his symptoms.

After careful consideration of the evidence, the undersigned finds that the claimant’s medically
determinable impairments could reasonably be expected to cause the alleged symptoms;
however, the claimant’s statements concerning the intensity, persistence and limiting effects of
these symptoms are not credible to the extent they are inconsistent with the above residual
functional capacity assessment for the reasons explained below.

In terms of the claimant’s alleged disabling impairments, the undersigned Administrative Law
Judge has very thoroughly considered the objective medical evidence. The record shows that the
claimant underwent posterior spinal fusion surgery from T4 to L4 in January, 2001 at Arkansas
Children’s Hospital due to a diagnosis of idiopathic scoliosis of the spine. At a follow up in
March, 2001,Dr.; =~ /noted that the claimant’s incision was well healed and even
though he did have some shoulder height discrepancy, he was able to correct it passively when
he tried. The claimant reported being able to ride his bike, but did complain of some numbness
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around the incision and some pain in the left shoulder when lifting weights. An X-ray of his

~ spine revealed scoliosis rods that extended from the upper dorsal spine to the mid and low
lumbar spine but no acute abnormality. Dr. - ‘noted that the claimant’s scoliosis was much
improved and his spinal fusion was stable (Ex. 1F). -

The claimant underwent a psychological screening evaluation for the Arkansas Rehabllltatlon
Services in November, 2004. The claimant reported being in resource classes since 5 grade,
had no work expenence and was interested in learning how to cook. . " the
psychological examiner, noted that learning disorder symptoms, especmlly very slow processing,
interfered with the claimant’s test taking ability. He believed that the claimant had somewhat
more ability than he was able to demonstrate. According to the test results, the claimant was
barely literate, had very poor spelling ability, had borderline numerical ability, had close to
average abstract reasoning ability, low average verbal receptive intelligence and borderline
nonverbal intellectual functions. Based on a school history of recourse classes and the test
results, he diagnosed the claimant with a reading disorder and a mathematics disorder. He
indicated that the learning disorders had resulted in numerous areas of functional impairment,
especially for any academic, training or vocational task requiring anywhere close to average
reading and mathematics ability. However, T Delieved that the claimant had
potential for rehabilitation, he would probably do best inl Some type of on the job training, he
appeared to have enough cognitive ability to learn by being shown and told how to do
something, and he would do better on work that did not require quick processing and a high rate
of production (Ex. 3F).

The claimant was then enrolled in the Hot Springs Rehabilitation Center in January, 2005 in the
cafeteria training program. A work evaluation — medical completed on January 24, 2005,
indicated that the claimant would have problems lifting up to 85 pounds, pushing, pulling,
stooping, twisting, bending, crawling, climbing and with his vision. However, he would not
have a problem with reaching, use of hands and arms, fine and gross coordination, standing for 8
hours, walking, hearing, and speech. The restrictions were based on the claimant’s past scoliosis
with surgical correction, limited bending of the back, moderate myopia and tension headaches.
He was to avoid strenuous labor and/or exercise. The claimant was discharged in June, 2006 as a
volitional drop out (Ex. 3F).

X-rays of the claimant’s lumbar spine and cervical spine taken on October 31, 2007 revealed
moderately severe thoracolumbar scoliosis with corrective frontal rod present extending from T4
to L4. Otherwise, the X-ray report indicated a negative lumbar spine without fractures,
degenerative changes or acute findings. As to an X-ray of the claimant’s cervical spine, the
report noted a mild straightening of the cervical lordosis, but otherwise a negative cervical spine
(Ex. 4F).
A general physical examination was performed on the claimant by Dr.. ~ on

" November 29, 2007. At that evaluation, the claimant reported that he was disabled because he
was unable to pick up anything over 50 pounds due to a scoliosis repair of his back. He stated
that he was able to bend and lift, but his back was weak and he could not pick up more than 50
pounds without pain. He had no problems standing and said he could stand for three to four
hours and walk without any limitation. During his physical examination, Dr._.  ioted that the
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claimant’s range of motion in his lumbar spine was reduced, but the range of motion was within
normal limits in all of his extremities. He noted no muscle weakness and no muscle atrophy and
his limb functions were normal. Dr. _ ~liagnosed the claimant with severe scoliosis of the
spine status post surgical repair with rods; limitation of motion of twisting and bending due to
surgical repair; and mental retardation with a probable IQ of 80. Dr.”  further opined that the
claimant would have moderate limits with physical duties, in that he could lift 40 to 50 pounds
once an hour but not every 5 minutes. He also believed the claimant would have severe
limitations with comprehension of most jobs (Ex. 5F).

The claimant underwent a Mental Diagnostic Evaluation and Intellectual Assessment with

_ ) " \PhD, on December 3, 2007. The claimant’s mother reported that the
“claimant's speech was impaired and he stuttered. She also indicated that his socialization skills
were not good, he was slow to communicate and he didn’t handle stress well. The claimant had
no past history of psychiatric treatments and was not taking any medication. It was also reported
that the claimant lived with his family; he helped out around the house doing dishes and laundry;
he was able to cook, drive and go shopping by himself; and he had friends he spent time with.
The claimant graduated high school in resource classes and graduated the vocational-
rehabilitation school in 2006, where he trained in food service. I =~ " noted that the
claimant’s mood was normal, his affect was appropriate, his speech was ».ow, and his thought
processes and content were logical and appropriate (Ex. 6F).

Results from the Wechsler Adult Intelligence Scale  (WAIS-IIT) revealed a Verbal [Q of 71, a
Performance IQ of 85 and a Full ScaleIQof 76. © __ diagnosed the claimant with
adjustment disorder with mixed emotional features and a global assessment of functioning

. between 60 and 70, which was indicative of moderate to more mild symptoms. Dr.: _
also felt that the claimant’s mental impairments did not appear to significantly interfere with the
claimant’s day to day adaptive functioning; the claimant communicated and interacted in a
socially adequate manner although not as finessed as most people would like, he did make good
eye contact and his communication was effective although somewhat slow; he would be able to
cope with the cognitive demands of most work like tasks; and he was able to complete tasks
within an acceptable timeframe with the possible exception of written expression which was
slow. Finally, Dr.{ ~ ~ “believed that the claimant would be able to manage funds without
assistance (Ex. 6F).

In regard to any other alleged disabling conditions and/or symptoms as alleged by the claimant,
as noted in detail in this discussion above, there is no objective medical evidence from which to
conclude the claimant has required any more than intermittent evaluation and treatment at most.

The overall nature and severity of the claimant’s impairments have not been as severe,
debilitating and/or resistant to improvement with medical treatment intervention as alleged by
the claimant. It must be emphasized that the Administrative Law Judge is bound by the Social
Security Act and applicable regulations in reaching a final conclusion on the issue of disability.

The claimant has described daily activities which are not limited to the extent one would expect,
given the complaints of disabling symptoms and limitations. In a Function Report, he indicated
the ability to prepare meals, do household chores, drive a car and maintain social relationships
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with people outside of his family (Ex. 4E). The claimant reported to Dr. hat he helped
out around the house doing dishes and laundry; he was able to cook, drive and go shopping by
himself (Ex. 6F). The record shows and the claimant confirmed in his testimony, that he spent
time watching television, driving a car and playing video games. The performance of these
activities is inconsistent with a conclusion that he claimant does not have sufficient
concentration, persistence or pace to perform the basic mental activities of work.

The claimant did undergo surgery for the alleged impairment, which certainly suggests that the
symptoms were genuine. While that fact would normally weigh in the claimant's favor, it is
offset by the fact that the record reflects that the surgery was generally successful in relieving the
symptoms. Records from Arkansas Children’s Hospital from March, 2001 showed that the
claimant’s scoliosis was much improved and his spinal fusion was stable. The claimant did
complain of numbness around the incision and some pain in his left shoulder when lifting
weights, but no complaints of back pain (Ex. 1F). The claimant was to return to see Dr.

in six months, but there was no indication in the file that the claimant followed-up on
recommendations made by the treating doctor, which suggests that the symptoms may not have
been as serious as has been alleged in connection with this application and appeal. The record
also reveals relatively infrequent trips to the doctor for his allegedly disabling symptoms since
his last appointment at Arkansas Children’s Hospital in 2001.

Despite the complaints of allegedly disabling symptoms, the claimant has not taken any
medications for those symptoms. The claimant testified that he will take over the counter pain
medication to help relieve his headaches, but there was no indication of any prescription
medication for back pain.

The Arkansas Rehabilitation Services believed that the claimant had potential for rehabilitation,
even though he would be limited due to a reading and mathematics disorder. A work evaluation
completed in January, 2005 found that the claimant would have problems with lifting up to 85
pounds and limitations involving his back related to his back surgery, but he had no problems
with the use of his extremities, coordination or speech (Ex. 3F). In fact, the claimant testified
that he was able to perform and complete the requirements of the food service program.

The claimant explainedto Dr’ ~ in November, 2007 that he was disabled because he was not
able to pick up anything over 50 pounds. He further indicated that he had no problems standing
and that he could stand for three to four house and walk without any limitations. Ina Function
Report completed one month earlier, the claimant indicated that he was only walk for about 20
minutes before needing to rest (Ex. 4E). The claimant testified at the hearing that he could only
stand up for about 30 to 60 minutes before his back would begin hurting. Although the
inconsistent information provided by the claimant may not be the result of a conscious intention
to mislead, nevertheless the inconsistencies suggest that the information provided by the
claimant generally may not be entirely reliable.

In fact, Dr. _ believed that the claimant was only moderately limited in relation to his
physical problems (Ex. 5F). X-rays taken in October, 2007 also failed to reveal the type of
significant clinical and laboratory abnormalities one would expect if the claimant were in fact
disabled due to his scoliosis (Ex. 4F).

19
See Next Page



R o Page 11 of 13

Given the claimant's allegations of totally disabling symptoms, one might expect to see some
indication in the treatment records of restrictions placed on the claimant by treating doctors. Yet
a review of the record in this case reveals no restrictions recommended by the treating doctor.
The record contains an opinion from a non-treating doctor which supports the residual functional
capacity reached in this decision. Dr./  :believed that the claimant could 1ift 40 to 50 pounds
once an hour, but not every 5 minutes and that he would have severe limitations with
comprehension of most jobs (Ex. 5F). Dr. __confirmed that the claimant was functioning
in the borderline range of intelligence, but ‘based on his adaptive functioning, he believed that the
claimant would be able to cope with the cognitive demands of most work like tasks and he was
able to complete tasks within an acceptable timeframe with the possible exception of written
expression (Ex. 6F).

The residual functional capacity conclusions reached by the physicians employed by the State
Disability Determination Services also supported a finding of 'not disabled.' Although those
physicians were non-examining, and therefore their opinions do not as a general matter deserve
as much weight as those of examining or treating physicians, those opinions do deserve some
weight, particularly in a case like this in which there exist a number of other reasons to reach
similar conclusions.

The evidence establishes that the claimant, despite his impairments, has adequate limb function,
mobility and range of motion and his activities of daily living are not unduly restricted. His
physical and/or mental symptoms, limitations and/or restrictions do not preclude him from the
performance of simple work activity. Although he is marginally illiterate, there 1s no indication
in the record that the claimant is not able to learn tasks by rote which requires few variables or
little judgment and that he can follow simple, direct and concrete supervision.

Upon careful consideration, the Administrative Law Judge finds that the claimant has the
residual functional capacity to perform work at the light exertional level but with non-exertional
limitations related to his borderline intellectual functioning and his learning disorders.

5. The claimant has no past relevant work (20 CFR 416.965).

6. The claimant was bornon A ] and was 21 years old, which is defined
as a younger individual age 18- 49 on the date the application was filed. (20 CFR 416.963).

7. The claimant has at least a high school education and is able to communicate in
English (20 CFR 416.964). '

8. Transferability of job skills is not an issue because the claimant does not have past
relevant work (20 CFR 416.968).

9. Considering the claimant's age, education, work experience, and residual functional
capacity, there are jobs that exist in significant numbers in the national economy that the
claimant can perform (20 CFR 416.969 and 416.969a).

20
See Next Page



= Page 12 of 13

In determining whether a successful adjustment to other work can be made, the undersigned
must consider the claimant's residual functional capacity, age, education, and work experience in
conjunction with the Medical-Vocational Guidelines, 20 CFR Part 404, Subpart P, Appendix 2.
If the claimant can perform all or substantially all of the exertional demands at a given level of
exertion, the medical-vocational rules direct a conclusion of either "disabled" or "not disabled"
depending upon the claimant's specific vocational profile (SSR 83-11). When the claimant
cannot perform substantially all of the exertional demands of work at a given level of exertion
and/or has non-¢xertional limitations, the medical-vocational rules are used as a framework for
decision-making unless there is a rule that directs a conclusion of "disabled" without considering
the additional exertional and/or non-exertional limitations (SSRs 83-12 and 83-14). If the
claimant has solely non-exertional limitations, section 204.00 in the Medical-Vocational
Guidelines provides a framework for decision-making (SSR 85-15).

If the claimant had the residual functional capacity to perform the full range of light work, a
finding of "not disabled" would be directed by Medical-Vocational Rule 202.20. However, the
claimant's ability to perform all or substantially all of the requirements of this level of work has
been impeded by additional limitations.

To determine the extent to which these limitations erode the occupational base of unskilled work
at the light level, the Administrative Law Judge asked the vocational expert whether jobs existed
in the national economy for an individual with the claimant’s age, education and work
experience and residual functional capacity. The vocational expert testified that given all of
those factors the individual would be able to perform the requirements of representative
occupations such as light housekeeping or shirt presser. The vocational expert estimated the
existence of approximately 1,800 in the Arkansas economy, 15,000 assembler of housekeeping
jobs in the regional economy and 300,000 in the national economy. As to shirt presser jobs, the
vocational expert estimated the existence of approximately 1,600 jobs in the Arkansas economy,
2,500 in the regional economy and 300,000 in the national economy. The vocational expert
further indicated that the light housekeeping positions would not be paced _|obs and the shirt
presser position would not be fast paced.

Pursuant to SSR 00-4p, the vocational expert’s testimony is consistent with the information
contained in the Dictionary of Occupational Titles.

Based on the testimony of the vocational expert, the undersigned concludes that, considering the
claimant's age, education, work experience, and residual functional capacity, the claimant is
capable of making a successful adjustment to other work that exists in significant numbers in the
national economy. A finding of "not disabled" is therefore appropriate under the framework of

* the above-cited rule.

10. The claimant has not been under a disability, as defined in the Social Security Act,
since October 5, 2007, the date the application was filed (20 CFR 416.920(g)).

21
See Next Page



“ A ’ ' Page 13 of 13

DECISION

Based on the application for supplemental security income filed on October 5, 2007, the claimant
is not disabled under section 1614(a)(3)(A) of the Social Security Act.

-

|
| -

[

; . . .
Administrative Law Judge

July 31, 2009
Date -
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(The following.jis a transcript in the hearlng held before

- .7 sy Administrative Law Judge, Office of Hearings and
Appeais;--~Jcial Securlty Administration, on May 27, 2009, at
Hot Springs, A*kansas in the case of ° , Social Security
Number The Claimant appeared in person and was
represented by ' Attorney. Also present were
. , Vocational Expert; and - " . ; witness for the
Claimant; and , Observer.) )

(The hearing commenced at 9:07 a.m., on May 27, 2009.)

OPENING STATEMENT BY ADMINISTRATIVE LAW JUDGE:

ALJ: This is a hearing in the case of Mr.. o ., Social
Security number - . Mr. ~ is a claimant for SSI. The

hearing is being held in Hot Spring, Arkansas, on May 27, 2009, at

9:05 a.m. Mr. ' '~ my name is Bob Neighbors. I'm an
Administrative Law Judge. Mr. : is present in the hearing room
with his attorney, Missf\‘_; o The claimant's mother,
MiSS7:7: 7 " and his stepfather, Mr. ' _» are present

.

as witnesses on his behalf. Miseil is present at my
request. Miss __ ;‘-is an.independent vocational expert witness.
‘Miss ‘any objection to the proposed exhibits?

ATTY: No, sir.

ALJ: They'll be admitted. Do you anticipate any additional?
ATTY: No, sir.

ALJ: Very good.

(Exhibits, preViously identified, were received into evidence and
made a part of the record thereof).

ALJ: If you plan to testify, please raise your right hand and be
sworn. If you're going to testify, you got to take the ocath. Are you
going to testify?

OBS: No.
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ALJ:

2

-All right. Call your first.

ATTY: Thank you. Claimant called,

ALJ:

All right.

(The Claimant,: o o, having been first duly sworn,
testified as follows:)

EXAMINATION OF CLAIMANT BY ADMINISTRATIVE LAW JUDGE:

Q
A
Q
A
Q
A

Q

Kevin, state your name for the record, please.

S.

Where do you live?

And you live with your mom and your step dad?
Yes.

How long, well, I guess I have you always lived with your mom

and your step dad since you were a little baby?

A

PO P O

Q

Yes.

And you went to high school at Lake Hamilton?
Yes.

And éraduated in 2005? 1Is that right?

2006.

Well, I wrote down the wrong date. I'm sorry. All right.

You graduated in 2006, and right now you are twenty --

A

Q

Two.

-- two. When you were in high school, well, what year did you

get to Lake Hamilton, fifth grade?

A

Q

When I first went to Lake Hamilton I was in second grade.

In second grade, okay. And then you stayed there for the rest

of your schooling?
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Yeah.

And at Lake Hamilton you were in special education?

N OB 4

Yes.

Q When you were in high school which classes were you in special
education for?

‘ A Practically for reading, math, what else? I think science.
Practically almost all the --

Q All the classes?

A Yeéh, all the classes.

Q Okay. And then the last couple of years they had you going to
school half a day and then going to training at the rehab the rest of '
the day?

A Yeah.

Q 1Is that the way it worked?

A Practically like, yeah, like it was most, practically it was
practically all the way to lunch and ‘I had probably like two classes
and that's all I had. Practically it was liké)a little over half, not
much of the day.

Q At school or at the rehab?

At the rehab.

Okay. And you went there for two years? -
'Yeaﬁ.

All right. "What were they training you to do?
Food service like cooking, baking, fryihg.

All right. Did'you finish that program?

L o B N o L

Yes.
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Q And did they help you try to get a job after that?

A Not, well, not that, not really much, not really. It kind of,

they were, they were helping just a little. It wasn't really helping

me that much. It just --

Q All right. Since, well, at the rehab I guess you worked in

the kitchen.

Medical
A

rehab.

o 2 - © B o)

Yeah.

And then since leaving the rehab have you worked anywhere

No.

You told me yesterday about you worked at National Park

Center for a while?

Yeéh, that was the internship. That was when I was in the
They took me to, to a internship to try to get a job there.
Okay. In the kitchen at National Park Medical Center?
Yeah.

And what did they tell you at National Park Medical Center?
They told me I wasn't fast enough for the job.

All right. So they wouldn't hire you?

No.

All right. And since that time have you tried to get work

other places?

A

Q
A

Yes.
Where all have you tried to get work?

A lot of places, restaurants, grocery stores, some I don't

know, I think a hardware store and like (INAUDIBLE).
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Q
places?
A
I know

others.
Q
A
Q
A
Q
A

Q

5

All right. And have you had interviews at any of these

Yeah, some of them. I had a interview at Olive Garden, okay,

I had more, I just don't remember. I don't remember the

Okay. But there have been others?

Yeah.

But nobody has hired you yet?

No. |

And I guess you've continued all this time to look for a job?
Yeah.

When you go someplace to get an application for a job, do you

sit down right there and fill out the application or do you take it

home wi

A

th you?

I, sometimes, sometimes I do it in the restaurant and it
{

depends if it's, if I can't do the whole thing I usually take it home.

Q All right. Most times do you get help_filiing out a job
application?

A Yes.

Q Who helps you?

A‘ My step dad and my mom.

Q All right. Whgt about like, you've applied at Wal-Mart
before?

A Yes.

Q You do those applications on a comﬁuter, don't you?

A  Yeah, |
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Q And were you able to do that one by yourself?

A Not really. Last time, the first time when I done it they
asked for questions on it and that helped, I had to have help on it.
The other times, the other time I filled out application they changed
it up and it was a little easier because they didn't ask those
questions. . |

Q Okay. But the other time you were able to do it by yourself?

A Yeah.

Q " All right. Now, what kind of problems in your day to day life
do your education and your learning problems give you?

A Like trying to communicate with people.

Q Do you often times have trouble understanding what people are
telling you?

A Yeah. And if people ask you to do things do you have trouble
understanding what they are asking you to d4o?

Q Yes. If you want to ask a question about what you're supposed
to do, do you have trouble with asking the question sometimes?

A Yes.

Q You also have scoliosis?

A Yes, I did and I had surgery on it.

Q All right. And they did surgery on you ;t'Children's Hospital
in 20012

A Yeah, I think it was, yeah.

Q Okay. And you've got rods and things in your back?
A Yes.
Q

And is your spine still curved a little bit?
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It shouldn't.
Shouldn't be?
Yeah, it shouldn't be.

Does your back give you any problems now?

LI o B S R

Right now it's in the, it's hurting a little now how I'm
sitting right now.
Q Does it, does it make it sometimes when you can't do things?
A Yes.

Q What kinds of things does your back make it where you can't
. sit?

bend over and more harder time trying to get up or like, for example,

A Like hard to, I have a hard time, I have a more hard time to

when I'm sleeping if I don't have a comfortable bed my back hurts so
much, it feels like I can't get up.

Q All right. And if you stand up for a long time does it make
your back hurt?

A Yes.

. Q How long can you stand up before your back starts hurting?
A Somewhere around 30 to a hour.
Q All right. And when you were training at the rehab, the food

service job had you working eight hours a day with a break?

A Yes.

‘Q And that was pretty much a stand up job?

A Yes.

Q Were you able to do that without your back hurting?
A No, I wasn't able to.
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Q Did some days by the end of the shift did you have to go to
your room then and lie down?

A Yeah. Yes, I do. Like usually like half of that week I used
to usually go to my réom and lay down.

Q Okay. Because of your back hurting?

A Yeah. |

Q All right. And does your back, does it also limit how much

you can pick up?

"A Yes.
. Q If you try to pick up some things it hurts your back?
A Yeah. |
Q All right. And you get headaches a lot?
A Yes. | |
Q In a week, how many times will you have a headache?
A I don't know. Probably almost probably five times a week.
Q All right. /
A Every, like every, no way, no. No,'it depends what I'm doing,

. too. It depends. If I'm just watching TV, if I'm like doing some
work like some work like in the heat and stuff i get headaches quite
easily. And sometimes when I do a lot of work fast it gives me a
headache. | |

Q Like when you were telling me about when you were having to
serve the food at the rehab -- |

A Yeah.

Q -- and make sure all the food, that there was enough food out

and during lunchtime when it got kind of fast and stressful, is that
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the kiﬁd of thing thét brings on a headache?

A Yes. .

Q And if you, if you have a job where you'stand up for a long
time, does that make your head hurt?

A Yes.

Q And I think I read in your file that turning your head from
side to side makes your head hurt.

A It doesn't really do that. It hurts my neck and my back when
I do it. It's mostly, it's practically when I drive it does, it
hurts. When I turn my head the, it's not the way you look behind yéu.
It's just like when you look out on your side of the window, on your
side mirror, look on that side, I can't really turn my neck that well.

Q Okay. And that makes your neck and your back hurt?

A Yeah. '

Q All right. And I want to go back and talk about the headaches
for just a minute. When you have a headache what does it feel like?

A It depends how bad I get it. The worst I got is when my head
is pounding and I have a hard time. I lay down trying to get rid of
it and I just can't get rid of it because it's so pounded and it takes
a while. Usually I have to take, have to wait, have to take like some
more medicine to make it go away much more, much more faster.

Q And do they get that bad very much?

A Since the, since now they ain't been getting that bad because
I've been catching it, I've been catching m& head when it starts to
hurt a little. I've been taking the medicine and I haven't been

getting that much, that much painful headaches.
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Q Okay. Andvif you catch it early enough, do you take
ibuprofen?

A No.

Q If you catch it early enough and take that, then it doesn't
get so bad you have to lie down?

A Yes.

Q All right. But if you don't catch it in time then they get
that bad?

A Yes.

Q Now what kinds Bf things, what, is there anything YOu want the
Judge to know about you and your conditions and your ability'to work
or not to work? |

A I'm not really, I'm not really saying, I'm not really saying
not. I'm not really saying I can't really work, I can't really work
permanently. I can work a little, not much. It's just I got a limit
I can work because if I work to, if I get to a limit, I end up getting
headaches and my back hurt and I just -- |

Q You're not saying that you can't do anything?

A Yeah.

Q You're just saying that it's all day, every day?

A Yeah.

Q It's more than you think you can handle. Now do you have a
checkbook?

A No.

Q No? And do you have a bank account?

A No.
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Q Are you able to make change and go to the store and pay for

things?
A Yes.
Q Can you do that by yourself and --
A Yes.
Q And you do have a driver's license?
A Yes.

Q Does it have any restrictions about night driving or anything

like that?
‘I’ A No.

Q Is there anything élse that you think the Judge should know
about: you that I haven't asked you about? If there's not --

A T think, yeah, I think not.

Q@ All right. |

ATTY: Nothing further, Judge, at this timé.

ALJ: Okay. Call your next.

ATTY: All right. 1I'll call his step dad, -

. ALJ: All right.

(The Witness, / having been first duly sworn,
testified as follows:) '

EXAMINATION OF WITNESS 1 BY ATTORNEY:

Q Mr. ; f¢r the record, .state your name, please.

A My name is. _

Q And how long have you been part of  life?

A 8Since he was about a year, nine months to a year.

Q All right. 4And have you lived in the same house with him

since that time?
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A Yes.

Q All right. What kinds of difficulties have you observed ?
having that impact his ability to hold a job? |

A Well, his communication skills. He had a real hard time
communicating, understandihg people énd just having‘a regular
conversation, as you can see when you were talking to him. You know,
his eye contact with other people is just ain't there. His posture
has affected taking care of himself as far as being able to bend down
and wash his feet. He has to lean against the wall and bring his feet
up to was his feet. Just a lot of learniﬁg disabilities. I believe
that _is going to (INAUDIBLE) life. Just to maintain a job he
can't do normal speed.

Q Does he have friends that he socializes with now?

A He does have a couple friends that he, he's only got one or
two friends.

Q All right. Any girlfriend that you know of?

A No. |

Q And what kinds of stuff like do you see .  do?

A Well, the things that I see him do on a daily basis is watch
TV and Play Station 2. As far as drugs and things, (INAUDIBLE). As
far as riding a bicycle, he canbride a bicycle.

Q Nowi‘ ~has helped you from time to time about doing yard
work for people?

A Yes. Hé helps mow a lawn and I have a self-propelled mower
that he would use most of the time (INAUDIBLE). It wasn't a push

mower. It was self-propelled. Even doing that after an hour he was
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(INAUDIBLE) .

Q All right. And as far as, as far as getting out and
communicating with people, have you witnessed any misunderstandings or
instances where he wasn't getting his point across to people? ‘

A He has a hard time explaining things. Explaining things to
people, you know, yeah. I think, gets overwhelmed, something
small. He worries. I just noticg that he does that a lot.

Q Is he a worrier?

A Yes. He worries Qithout a doubt.-

Q And have you noticed that when he does something it takes
longer than what would be considered an average amount of time?

A Yes, definitely.

Q What kind of things?

A As far as doing dishes it nérmally takes the average person,
you know, an hour to do dishes and . -it's two and a half hours.

Q Does he do a good job?

A He does a good job. He does a good job.

Q Is there anything else that you think that the Judge needs to
know about’  and his abilities or inabilities that you don't think
we've covered?

A ﬁell, I feel that, I mean I don't know if his posture has, I
think, a lot to do with it. I think when he does go into an interview
they automatically see his posture and that's just not human, the way
he's seen. His posture is going to affect a lot of things in his life
and it's a permanent thing, and I feel like the little pains that he

has now, the headaches, the getting out of bed, you know, he'll get
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out of bed and uh, oh, oh, now (INAUDIBLE). If-he Qets a hold of a
job he might be able to work an hour or something like that, but not
to make a living. There's no way that 'is going to be able to
work.
Q Okay.
éITY: That's all I have, Judge.

(The Vocational Expert, = having been first duly
sworn, testified as follows:) =~ =~

EXAMINATION OF VOCATIONAL EXPERT BY ADMINISTRATIVE LAW JUDGE:

Q Missf;:"“f would you tell us your name, please?
N -
4o ' .
ALJ: Miss , 's qualifications are in the file. I find that

she is a qualified vocational expert witness.

BY ADMINISTRATIVE LAW JUDGE:

Q Miss/ apparently! B . has no work history which
would qualify his past relevant work so we'll proceed directly to the
first hypothetical. Please assume an individual 22'years of age with
a high school diploma, but with several resource classes. Assumé
marginai literacy. Yeah, assume, I'm sorry, assume reading and
mathematics disorders. He does have a full scale IQ of 71. Assume a
light exertional residual functional capacity. That ié able to stand
and walk six hours out of an eight-hour work day, sit six hours out of
an eight-hour work day, lift and carry 20 pounds occasionally, 10
pounds frequently. Most of what follows, a lot of the non exertional
limitations I'm going to give come from the Arkansas Rehabilitation

Service. That's part of Exhibit 3F. But first, Miss please

L

assume the individual is limited to unskilled work. That is can have
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interpersonal contact which is incidental to the work performed.
Tasks must be learned by rote and require limiﬁed judgment. The
individual would require little supervision for routine tasks with
detailed supervision for non routine tasks. According to the Arkansas
Rehabilitation Service the individual is limited, learning disorders
suggest that formal classroom training would not be a good training
method. The individuai would do better in on the job training. Would
be better on work that requires that work be performed slowly,
carefﬁlly, more slowly, carefully and correctly rather than very
quickly. That's from Arkansas Rehabilitation Service. I'm jumping
around really bad on this and I apolégize to everybody for that, but
as far as the education is concerned, add to that the individual has
" completed an Arkansas Rehabilitation Service course in food service,
that is primarily cooking and baking. Based on these limitations, are
there any jobs that exist in significant numbers that such an
individual could perform?

A Yes,’sir. Within those limits there are unskilled, light jobs
that he could perform, Your Honor. Examples would be any of your, let
me get my record materials, Your.Honor. Any of your light
housekeeping jobs. These are not paced jobs, Your Honor, which I'm
assuming that would fit within that limitation that you have there.
And we have over 15,000 in the region and over 300,000 nationally.

Do you have Arkansas numbers?

Yes, sir. We have over 1800.

A
Q Okay.
A This is the light ones, Your Honor, not the medium level.
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Q All right.

A Okay. And also jobs such as your shirt pressers. Again,
these are not fast-paced jobs. Over 1,600 in the region and over
30,000 nationally.

Q I'd rather have Arkansas than the region if you have it.

A Okay. Sixteen-hundred, that's for Arkansas, Your Honor.

Q Okay.

A And over 2,500 in tﬁe region and over 30,000 nationally. I'm
sorry.

Q All right. Okay. For the same hypothetical, same age,
education and no past relevant work as hypothetical number one, assume
an ability to stand and walk four hours out of an eight-hour work day,
sit two hours out of an eight-hour work day, poor ability'to maintain
concentration, persistence and pace. Are there any jobs that exist in
significant numbers that such an individual could perform?

A No, sir.

ALJ: Miss - 7 do you have anything for Miss

ATTY: I have a couple, yes.

ALJ: Okay.

EXAMINATION OF VOCATIONAL EXPERT BY ATTORNEY:

Q Miss - .. hypothetical number two that the Judge gave --
A Yes.
Q -- instead of sit two, if we were to change that to six hours

out of an eight-hour day but stand only up to four and all the same
parameters, are there any jobs of that type?

A No. We're not basing it on that poor rating on limitation of
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concentration, persistence and pace, the jobs that he would qualify
for would require that he be able to at least maintain the attention
and concentration and pace fo; up to that minimum two-hour standard.
And if it's a poor rating which is basigally severe, then he wouldn't
be able ﬁo work.

ALJ: Your Honor, I don't have any other .questions.

ATTY: Okay. Thank you all very much. There being nothing
further, that will conclude the hearing at 9:39 a.m. Thank you.

(The hearing closed at 9:40 a.m., on May 27, 2009.)
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SOCIAL SECURITY ADMINISTRATION
SUPPLEMENTAL SECURITY INCOME
Notice of Disapproved Claim

DATE: December 20, 2007

Claim Number: . 7 _

~

We are writing about your claim for Supplemental Security Income (SSI) payments.
Based on a review of your health problems you do not qualify for payments on this
claim. This is because you are not disabled or blind under our rules.

THE DECISION ON YOUR CASE

The following report(s) was/were used to decide this claim:

“. MD report received 12/05/2007
‘NATIONAL PARK MEDICAL CTR. report received 11/16/2007
HOT SPRINGS RADIOLOGY SERVICES report received 11/16/2007
I , PHD report received 12/18/2007

You said that you became disabled on 10/05/2007 because of scoliosis.

The evidence shows that while your conditions may limit your activities, your
limitations are not severe enough to be considered disabling according to Social
Security disability guidelines at this time.

Based on your age and your education, you can do some types of work.

We have determined that your condition is not severe enough to keep you from working.
We considered the medical and other information, your age, education, training, and

work experience in determining how your condition affects your ability to work.

If your condition gets worse and keeps you from working, write, call or visit any
Social Security office about filing another application.

ABOUT THE DECISION

Doctors and other trained staff looked at this case and made this decision. They work
for the state but used our rules.

Please remember that there are many types of disability programs, both government and
private, which use different rules. A person may be receiving benefits under another
program and still not be entitled under our rules. This may be true in this case.

The Disability Rules

You must meet certain rules to qualify for SSI payments based on disability. Your
health problems must:



S
keep you from doing any kind of substantial work (described below), ’

and

last, or be expected to last, for at least 12 months in a row, or result
in death.

The Blindness Rules
You must meet certain rules to qualify for SSI payments based on blindness:

your eyesight must be no better than 20/200 in the better eye with
the use of a correcting lens, or

your visual fields must be restricted to 20 degrees or less.

A person can qualify for SSI benefits due to blindness even if he/she can do
substantial work.

INFORMATION ABOUT SUBSTANTIAL WORK

Generally, substantial work is physical or mental work a person is paid to do. Work
can be substantial even if it is part-time. To decide if a person's work is
substantial, we consider the nature of the job duties, the skills and experience
needed to do the job, and how much the person actually earns.

Usually, we find that work is substantial if gross earnings average over $900 per
month after we deduct allowable amounts. A person's work may be different than before
his/her health problems began. It may not be as hard to do and the pay may be less.
However, we may still find that the work is substantial under our rules.

If a person is self-employed, we consider the kind and value of his/her work,
including his/her part in the management of the busines%,_as well as income, to
decide if the work is substantial.

Other Social Security Benefits

The application you filed for SSI was also a claim for Social Security benefits. We
looked into this and decided you cannot get any Social Security benefits besides
those you may already be getting. If you disagree with this decision, you have the
right to appeal. The appeal is described in this letter.

INFORMATION ABOUT MEDICAID

An agency of your state will advise you about the Medicaid program. If you have any
questions about your eligibility for Medicaid or need immediate medical assistance,
you should get in touch with the local Department of Human Services office.

IF YOU DISAGREE WITH THE DECISION

If you disagree with this decision, you have the right to appeal. We will review your
case and consider any new facts you have. A person who did not make the first
decision will decide your case.

You have 60 days to ask for an appeal.

The 60 days start the day after you get this letter. We assume you got this
letter 5 days after the date on it unless you show us that you did not get
it within the 5-day period.

You must have a good reason for waiting more than 60 days to ask for an
appeal.

You have to ask for an appeal in writing. We will ask you to complete a foarsSSA—
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561-U2, called "Request for Reconsideration". You may contact one of our gg?i%gg'or
call 1-800-772-1213 to request this form. Or you may complete this form online at
http://www.socialsecurity.gov/disability/appeal. Contact one of our

offices if you want help.

In addition, you have to complete a "Disability Report-Appeal" to

tell us about your health problems since you filed your claim. You may

contact one of our offices or call 1-800-772-1213 to request this form.

Or, you may complete this report online after you complete the online Request for
Reconsideration.

Please read the enclosed pamphlet, "Your Right to Question the Decision Made on Your
SSI Claim." It contains more information about the appeal.

HOW THE APPEAL WORKS

You have the right to review the facts in your case. You can give us more facts to
add to your file. Then we will decide your case again. You will not meet the person
who will decide your case.

New Application

You have the right to file a new application at any time, but filing a new
application is NOT the same as appealing this decision. If you disagree with this
decision and you file a new application instead of appealing, you might lose some
benefits, or not qualify for any benefits. And, we could deny the new application
using this decision, if the facts and issues are the same. So, if you disagree with
this decision, you should ask for an appeal within 60 days.

IF YOU WANT HELP WITH YOUR APPEAL

You can have a friend, lawyer, or someone else help you. There are groups that can
help you find a lawyer or give you free legal services if you qualify. There are also
lawyers who do not charge unless you win your appeal. Your local Social Security
office has a list of groups that can help you with your appeal.

If you get someone to help you, you should let us know. If you hire someone, we must
approve the fee before he or she can collect it.

OTHER INFORMATION

This decision refers only to your claim for Supplemental Security Income payments.
You will receive a separate notice if you also filed a claim for Social Security
payments.

IF YOU HAVE ANY QUESTIONS

If you have any questions, you may call us toll-free at 1-800-772-1213, or call your

local Social Security office at (501) 525-6927. We can answer most questions over the
phone. You can also write or visit any Social Security office. The office that serves
your area is located at:

112 CORPORATE TERRACE
Hot Springs, AR 71913

If you do call or visit an office, please have this letter with you. It will help us
answer your questions. Also, if you plan to visit an office, you may call ahead to

make an appointment. This will help us serve you more quickly.

Ramona Schuenemeyer
Regional Commissioner
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Socual Security Administration ! Form Approved

thi OMB No. 0960-0527
Please read the back of the last copy before you complete this|form.
T Social Securif - -

Name (Clairmant} (Print or Type} {y Number
S -\EXHEI NO. 28

e IR e e e o ~=PAGE: 1 OF 2
N

Wage Earner (if Oifferent) T Social Secumy Numbor

: T TJ
Part | —~ _APEDINTMENT OF REPRESEN'I?A.‘I'IVE ,,4’_ g\
{ appeint this person, T S\ _5.; .
_ we {Namo ana ‘Aauross) ’ R v o‘-" :
, to act as my representative in connection with my claimis) or asserted rightis) under: s /
O  rigen Twexvi [ Titte xvil 0 ¢ Titte Vil "
(RSD)) . (SS1) {Madicare Coverage) (SVe) R

This person may, entirsly in my place, make any request or give any ndt-ce. give or draw out evidence or

. information; get information: and receive-any notice in conngction wnh; my pending claim(s) or asserted right(s).

0 | appoint, or | now have, more than one representativ'b. My main ropresentative
is ! .
{Nnmn ut Principal Ropresentative) |
KlAanatira. (Ctnirmane A P - - Address T o~ . .v
o
—— T e z - -
Fax Numb.i(with Area Codo) ate .
: I,-g’ ..0 <Z
E OF APPOINTMENT

, hereby acccpt the above appointment. | certify that |

- have not been suspendod or pmhlbﬁed from"practice beforo the SociallSecurity Administration; that | am nat

disqualifiad from rapresenting the claimant as a current or former officér or employee of the United States; and that
[ will not charge or collect any fee for the represontation, cven if a thtr{d party will pay the feo, unloss it has been

" | apptoved in accordanca with tha laws and rules referrad to on tho revarse side of the reprosentative's copy of this

form, It | dacide notto charge or collect o foc for the reprasantation, | 'anll notlfy the Social Security Administration.
{Completion of Part lll satisfies this raquiroment.)

Cl : ; L , .
hack one: | am on attomay, [:l | am a non-attorney who is aligible to receive diroct fae payment.

! am not an attorney and | am inaligible to recoivb diraet fee paymont.

attornay,  [] ves NO
I have been disqualified flom participating in or appearing before a Federal program of agency. O ves w NG

1 declare undar penahy of per}ury that I have examined all !he mform:hlon on thm form, and on any accompanymg

| have been disbarred or %pended from a court or bar to which | wss prevnously admitted to practice as an

f—— -~ . Ry -

e - vl e g - ;
I waive my nght to chargo and collect a fee under soctions 206 nnd 1631(d)(2) of ‘the Social Security Act, |

releasa my elient (the ¢laimant) from any obligations, contracival of otherwise, which mey be owed to mo for
services | havo provided in connection with my clisnt's ¢laim(s) or as: sbrtod right(s),
Slgnature lRepreaemauvo) o Date

Part IV (Optional) WAIVER OF DIRECT PAYMENT

by Attorney or Non-Attorney Eligiblo to Redeive Diract Payment
I wawe only my right to direct payment of.a foo from the withheld past-due rotitement,’ survivors, disability

. _msumnco or supplemental soeutity income benafite of my cfient (the blafmant) { do not waive my right to requast
foo approval and to colfoot o fae directly from my elisnt or a third partL

Signaturo {Attornay or Eligible Nen-Attorney (for Direct Payment} Representativa) . |Date ' 4 8

Form $5A-1696-U4 (1- 2005) EF (1-2005) (Seo Important Information on Raversa) FILE COPY
Destroy Prior Editions ; . .
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Choosing to Be Represented

You ¢an choose 1o bave a representative help you when you
Jdo business with Social Seeurity, We will work with your
Tepreseniative, just as we would with you. It is jmportant that
yau select a quahfied person because, once appointed, your
represenuative may act for you in mos: Social Security -
niattérs. We give morc information. and examples of what a
representitive may do, on-the back of the, "Claimant’s Copy”
of this form. .

Paperwork and Privacy Act Notice

The Social Security Administration (SSA) will recognize
someone else g8 your representative if you sign a written
notice appointiing that peyson and, if he or she is not an
attorncy. fhat person signs the notice sgreeing to be your
representative. (You can read more about this in our
regnlations: 20 CIR $§ 404.1707 and 416.1507.) Giving (he
information this form requests is voluntary, Without it
though, we shay not work with the person you choose
Fepresent ymi.

How to Complete This ¥Forin

Please print or type, At the top, show your fuil pame and
your Social Sccurity number, If your claim is based on
another person's work and earnings, lsao show the ''wage
earper's'" name and Social Security number. If you appoint
more than one person. you may want to complere a form for

each of them.

Part { Appointment of Representative

Give the namne and address of the person(s) you are
appoicting. You may appoint an attorney or any other
qualified person 10 represent you, You also may appoint more
than one person, but see ' What Your Representative(s) May
Charge'' on the back of the **Claimant's Copy' of this form.
You ¢an appoint one or more persons i a firm, corporation,
or other organization as your representative(s), but you may
Lot appoint a law firm, legal aid group, corporation,. of
organization uself -

Check the block(s) showing the program(s) under which

you have a claim, You may check more than one block.

Check:

o Tite T (RSDY), if your claim concerns retircment,
+ survivors, or disability insoxance benefits.

o Title XVI (88D, if your claim ¢oncerns
supplemental security income.
o Title XVIIL (Medicare Coverage), if your claim

coucerns entitlement to Medicare or enrollmept in
the Supplementary Medical Insurance (SMT) plan,

If you will have morc than one representative, check the
block and give the name of the person you want to be the
main representative. .

Form SSA-1696-U4 (1-2005) EF (1-2005)

Hlow To Complete This Form, continued

Sign your name, but print or type your iddress. your area

code and telephone mumber. and the date, EXWBIT NO. 2B
Part 1 Acceptance of Appointment PAGE: 20F 2

Each person you appoint (named in part §) completes this
purt, preferably in all cascs, If the person is not an
attorney, he or she must give his or her name, sture that
he or she accepts the appoinmment, and siga the (orm.

Purt 11 (Optionat) Waiver of Fee ,

Your representative may complete this part if he or she
will not charge any fee for tic services provided in this
claim, If you appoint a second representative or
co-counsel who also will wor charge a fee. he or she alsa
should sign this part or give us a separaie, written waiver
statement.

Part IV (Optional) Waiver of Direct Payment by an
Attorney or a Non-Attorney Eligible to Reccive Direct
Payment

Yaur represyntative may complete this part if he or she is an
attorney or a nop-attorney who does not want direct payment
of all or part of the apprmed fee from past-duc retirement,
survivors, disability Insurance, or supplcmemat security
income bencfils wnhhcld

Paperwork Reduction Act Statement - This information
collection meets the requirements of 44 1.5.C. § 3507, as
amended by Section 2 of the Paperwork Reduction Act of
1995. You do ot need to answer these questions unless we
display a valid Office of Management and Budgct control
number. We estimage that it will take about 10 minutes to

" read the instructions, gather the facts, and answer the

quéstions. SEND THE COMPLETED FORM TO YOUR
LOCAL SOCIAL SECURITY OFFICE. The office is
listed under U.'S, Government agengies in your
telephone directory or you may call Seclal Security at
1-800-772-1213. You may send comments on our time.
estimate above ta: 354, 1338 Armex Building, Baltimore,
MDDy 2]235-6401." Send only commenis relating to our time
estimate to this address, not the completed form.

Referchnces

o 18U.S.C. §8203, 205, and 207; and 42 U.S.C. 8§
406(a), 1320a-6, and 1383(d)2)

-]

20 CFR §§ 404.1700 et. seq. and 416.1500 et. seq.

0 Social Security Rulings 88-10c, 85-3, 83-27, and
82-30

4

“U.S. GPO: 2005-310-043/92621
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- c «?’ HIEIT NO, 3B
D PAGE: O
CONTRACT OF EMPLOYMENT/SOCIAL SEOUR!TY \

5. /.

Be it understood between the parties hereto that the undersigned ¢ A ORNEY, agrees to

" undertake and prosecute a claim for the undersigned CLIENT for Social cutity Disability
Benelfits and/or SSI Benefils. :

Be.it understood between the parties hereto that the agreed upon fee when a favorable
decision is issued at the initial or reconsideration levels, or at a hearing before an administrative
law judge, or al any level of my disability claim, will be 25% of the total past due benefits payablée
to the claimant and any ‘beneficiaries entitied to benefits under the claimant's account, or '
$5,300.00, whichever is less.

Be it further understood between the parties that if no money is realized from this
representation in said-disability claim against the Social Security Administration, it .is hereby-
agreed that no fee/money is owed.

Be it understood between the parties herelo that where possible, any fees will be collected
directly from the amounts withheld by the Social Security Administration; however, if for any
reason the amount for attomey fees is not withheld by the Social Security Administration, it will be
the obligation of CLIENT to pay the approved attomey fees dnrectly to the ATTORNEY.

o Be it understood between the parties hereto that CLIENT'S heu‘s personal representatives,
- - legal guardians, and agents are bound by the terms and conditions set forth herein,

No agreement will be made with the Social Security Administration in relation to the
prosecution of this claim without first obtaining the approval of CLIENT herein. CLIENT shall
undertake to notify ATTORNEY of any contacts, notices, or other correspondence senno CLIENT
-by the Social Security Administration.

« . CUENT acknowledges receipt of a fully executed copy of this agreement by hlS/hCr "
- “signature below.

2

'_( ‘ B R Date: |“3“O%' -

" Social Security Number

Claimant’s dependents and their ages:

U Lnong

IRevizod 0522802 : : ‘ _ 5 0



EXHIBIT NO. 4B
PAGE: 1 OF 2

SOCIAL SECURITY ADMINISTRATION
SUPPLEMENTAL SECURITY INCOME
NOTICE OF RECONSIDERATION - DISABILITY

DATE: February 8, 2008

Claim Number: .
Reconsideration Filed: 01/09/2008

Upon receipt of your request for reconsideration we had your claim independently
reviewed by a physician and disability examiner in the State agency which works with
us in making disability determinations. The evidence in your case has been thoroughly
evaluated; this includes the medical evidence and any additional information.

The following report(s) was/were used to decide this claim in addition to those
listed on our previous notice.

HOT SPRINGS REHABILITATION CENTER report received 02/07/2008
You said that you became disabled on 10/05/2007 because of scoliosis.

‘'The evidence shows that while your condition may cause you some problems, you do not
meet the requirements to qualify for Social Security disability benefits at this
time.

Based on your age and your education, you can do some types of work.

The determination on your claim was made by an agency of the State. It was not made
by your own doctor or by other people or agencies writing reports about you. However,
any evidence they gave us was used in making this determination. Doctors and other
people in the State agency who are trained in disability evaluation reviewed the
evidence and made the determination based on Social Security law and regulations.

If you believe that the reconsideration determination is not correct, you may request
a hearing before an administrative law judge of the Office of Hearings and Appeals.
If you want a hearing, you must request it not later than 60 days from the date you
receive this notice. You may make your request through any Social Security office or
on the Internet at http://www.socialsecurity.gov/disability/appeal. As part of the
appeal. process, you also need to tell us about your current medical condition. We
provide a form for doing that, the Disability Report-Appeal. You may contact one of
our offices or call 1-800-772-1213 to request this form. Or, you may complete the
report online after you complete the online Request for Hearing by Administrative Law
Judge. Read the enclosed leaflet and the attached page of this notice for a full
explanation of your right to appeal.

If you request a hearing, your case will be assigned to an administrative law judge
of the Office of Hearings and Appeals. The administrative law judge will let you know
when and where your case will be heard.
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EXHIBIT NO. 48
The hearing proceedings are informal. The administrative law judge will ssﬁﬁ%}?g% the
facts in your case, explain the law, and state what must be decided. Then you will
have an opportunity to explain why you disagree with the decision made in your case,
to present additional evidence and to have witnesses testify for you. You can also
request the administrative law judge to subpoena unwilling witnesses to appear for
cross-examination and to bring with them any information about your case. You have.
the right to request the administrative law judge to issue a decision based on the
written record without you personally appearing before him/her. If you decide not to
appear at the hearing, you still have the right to submit additional evidence. The
administrative law judge will base the decision on the evidence in your file plus any
new evidence submitted.

In having your case heard, you can represent yourself or be represented by a lawyer,
a friend, or any other person. There are groups that can help you find a lawyer or
give you free legal services if you qualify. There are also lawyers who do not charge
unless you win your appeal. Your local Social Security office has a list of groups
that can help you with your appeal.

If you get someone to help you, you should let us know. If you hire someone, we must
approve the fee before he or she can collect it.

You have the right to file a new application at any time, but filing a new
application is not the same as appealing this decision. If you disagree with this
decision and you file a new application instead of appealing, you might lose some
benefits, or not qualify for any benefits. So, if you disagree with this decision,
you should ask for an appeal within 60 days.

This decision refers only to your claim for Supplemental Security Income payments.
You will receive a separate notice if you also filed a claim for Social Security
payments.

An agency of your state will advise you about the Medicaid program. If you have any
questions about your eligibility for Medicaid or need immediate medical assistance,
you should get in touch with your local Social Services office.

If you have any questions, you may call us toll-free at 1-800-772-1213, or call your
local Social Security office at (501) 525-6927. We can answer most questions over the
phone. You can also write or visit any Social Security office. The office that serves
your area is located at: '

112 CORPORATE TERRACE
Hot Springs, AR 71913

If you do call or visit an office, please have this letter with you. It will help us
answer your questions. Also, if you plan to visit an office, you may call ahead to

make an appointment. This will help us serve you more quickly.

Ramona Schuenemeyer
Regional Commissioner

Enclosure: SSA Pub. No. 70-10281

16/R1LWB10313/7hi05047n 0087 760
cC. ' o '



EXMIBIT NO. 58
PAGE: 1 OF 2

May 9, 2008, 11:45
PAGE 1

UNIT: RRLAPL

REQUEST FOR HEARING BY ADMINISTRATIVE LAW JUDGE

on April 25, 2008, we talked with you and completed your REQUEST FOR HEARING
for SOCIAL SECURITY BENEFITS. We stored your REQUEST FOR HEARING information
electronically in our records and attached a summary of your statements.

What You Need To Do

0 Review your REQUEST FOR HEARING to ensure we recorded your statements
correctly. '

o If you agree with all your statements, you may retain the REQUEST FOR
HEARING for your records.

o If you disagree with any of your statements, you should contact us within
10 days after the date of this notice to let us know.

BN

MY NAME IS
MY SOCIAL SECURITY NUMBER IS

I REQUEST A HEARING BEFORE AN ADMINISTRATIVE LAW JUDGE. I DISAGREE WITH THE

DETERMINATION MADE ON MY CLAIM FOR SSI DISABILITY/TITLE II BENEFITS BECAUSE I
AM DISABLED

I HAVE NO ADDITIONAL EVIDENCE TO SUBMIT.

I WISH TO APPEAR AT A HEARING. I UNDERSTAND THAT AN ADMINISTRATIVE LAW JUDGE OF
THE OFFICE OF DISABILITY ADJUDICATION AND REVIEW WILL BE APPOINTED TO CONDUCT
THE HEARING OR OTHER PROCEEDINGS IN MY CASE. I ALSO UNDERSTAND THAT THE
ADMINISTRATIVE LAW JUDGE WILL SEND ME NOTICE OF THE TIME AND PLACE OF A HEARING
AT LEAST 20 DAYS BEFORE THE DATE SET FOR A HEARING.

IT COULD BE ESPECIALLY USEFUL IN MY CASE SINCE THE ADMINISTRATIVE LAW JUDGE

WOULD HAVE AN OPPORTUNITY TO HEAR AN EXPLANATION AS TO HOW MY IMPAIRMENTS
PREVENT ME FROM WORKING AND RESTRICT MY ACTIVITIES.

53



NH .

I AM REPRESENTED BY - i

THE REQUEST FOR HEARING IS NOT TIMELY FILED.

MY PHONE NUMBER IS

DATE April 25, 2008.

May 9,

WHO IS AN ATTORNEY.

EXHIBIT NO. 58
PAGE: 2 OF 2

2008, 11
PAGE

:45

54
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:. T . . . . . - Form. ”P'Qvod
. OME No. 0880-004¢
o - EXHIBIT NO. 68,
N .SOQIAL SECURITY ADMlh!lSTRAﬂON _ PAGE' 1 OFZ
STATEMENT OF CLAIMANT OR OTHER PERSON
NAME OF WAGE EARNER, GELF-EMPLOVER Deneass OB 851 GLAMANT [sociaL securmY NUMBER |
. :l’Asth’ ::":?’SON.WM SYATEMENT wmw than above wapo m uﬂduplayndm gﬂl;onguggu:a TO &Mmm GELF-EMPLOYED

Understandmg that this statement % for the use of the Social Secun'ty Administration, | hereby
certify that - ‘

NN _ A1 QUL 1 ofng UL Uith nC plarmar Z

’l,’ " l".f, .5 DU + N A AU

Form 88A-795 (12-2002) . EF (12-2002) Destroy Prior Editians
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——
EXHIEIT NO. 6B
—PASEO
——
e
e S
Paperwork Reduction Act Statement - numfomummlhmonmmcreq!nmxsofﬁusc £3507, asam‘hdbySmonzof-
the Paperwork Reducrion

of 1995, You do not nesd to answer theee questions vnless we dizplay a valid Office of Management ang
Budget control nomber, We estimate that it will tioe about 15 miggtes (o read the instructions,

‘gather the facts, and answer tho questions,

SEND THE COMPLETED FORM TO YOUR LOCAL SQCIAL SECURITY QFFICE. The office is lsted under U. S. Governmyent

agencies in your telephope directory ot you may call Soclal Secarity at 1-800-772-1213. You may send comments on our time estimate

above to: S84, lsssmmmg Raltimore, MD 21235-0001. Sendmlywmunldangtoowmaeesﬂmammthteaddrm not
tkcmplcwdfom

| déclare under penalty of periry that | have examined all the information on this form. and on any nneﬂnpmymg
statements or forms, and It is true and correct to the best of my knowledgs. 1 understand that anyone who knowln

gives a falze or misleading statement about a material fact In this Information, or cauges someons else to do so. eommng:
crimeé and may be sent to prison, or may face other penaities, or bath.

SIGNATURE OF PERSON MAKING STATEMENT

Slgnature a’irxz name, mtddk inidel, lage name) (WHu in ink)

SIGN[ B - -
HERE|

Mailin

City e

Dato (Month, day, year)

5/5 /0§

Telephorls Number fincluds Arsa Codg)
’(-“ B T '

e

L4

ZirCade . - -

s

- Witnesses are required ONLY i¢this statement has been signed by mark (X) ‘al;o—\'le. If signed by mark {X), two
witnesses 10 the signing who know the individual must sign below, giving their full addresses.

1. Signature of Withess -

2. Signature of Witness

36

Address (Nunber and street, Ciry, State, and P Code)

Address (Number ond street, City, State, and ZIP Code)

.



EXHIEIT NO. TB
- S PAGE: 1 OF 1
1561 SUMMARY e ' - JUNE 11, 2008
The Request for Reconsideration was .2ceived by Social Security on January 9,

2008 at 3:40:24 pm.

Claimant's name is 1 ' . The Claimant's mailing address_is:
T """ The Claimant's phone number is (

Claimant's Social Security Number isx\

The Claimant disagrees with the determination made on his or her claim and
requests reconsideration. The reasons are: DUE TO MY PHYSICAL AND MENTAL
CONDITIONS I AM UNABLE TO PERFORM ANY SUBSTANTIAL GAINFUL ACTIVITY.

The Claimant is represented by ! - _;, who is an attorney. If
not done so previously, the Claimant will complete and submit form SSA-1696
(Appointment of Representative) . The Representative's address is ° B
The Representative's phone number is . _ ~ :nd fax number is

57



¢,¥ SECl,

S/ SOCIAL SECURITY ADMINISTRATION PAGE: 1 OF 14
USA
5,,) HIT"! S Refer To: Office of Disability Adjudication and Review
T Rm 2405 Federal Bldg
700 West Capitol Ave
Little Rock, AR 72201-3227
Tel: (866)592-2549
= ) May 5, 2009
NOTICE OF HEARING
I have scheduled your hearing for:
Day: Wednesday Date: May 27, 2009 Time: 9:00 AM
‘ Central (CT)
Room: 22 Address: Rix Building

1401 Malvern Avenue
Hot Springs, AR 71901

Please Arrive At The Hearing Site Thirty Minutes Early To Review Your File.
Please Bring Photo Identification.
It Is Important That You Come To Your Hearing

I have set aside this time to hear your case. If you do not appear at the hearing and I do not
find that you have good cause for failing to appear, I may dismiss your request for hearing. I
may do so without giving you further notice.

Complete The Enclosed Form

Please complete and return the enclosed acknowledgment form to let me know you received
this notice. Use the enclosed envelope to return the form to me within five days of the date
you receive this notice. We assume you got this notice five days after the date on it unless
you show us that you did not get it within the five-day period.

Form HA-L83 (03-200
Claima.gs

See Next Page



EXHIBIT NO. 8B
PAGE: 2 OF 14

- Page 2 of 4

If You Cannot Come to Your Scheduled Hearing

If you cannot come to your hearing at the time and place I have set, call this office
immediately. Also mail in the form right away.

If you object to the set time and place, but do not request a change at the earliest possible
opportunity at which you could do so before the time set for the hearing, I will rule on your
request based on our standards for deciding if there is a good reason for not timely filing a
request and our standards for deciding if there is a good reason for changing the time and
place of a scheduled hearing. I will apply these standards in considering any objection to the
set time and place that is not timely submitted.

To request a change, you must state why you object to the time or place set. You also must
state the time and place you want the hearing held. You must do this in writing.

If I find you have a good reason, I will reschedule the hearing for a time and place I set. I will
also mail you another notice at least 20 days before the date of the hearing.

Travel Costs
When you, a representative, or needed witnesses will travel more than 75 miles one way to
the hearing, we can pay certain travel costs. 1 am enclosing a sheet telling about our rules for
domg that. Please call me 1f you want more information.

Issues I Will Consider In Your Case
The hearing concerns your application of October 5, 2007, for Supplemental Security' Income
(SSI) and whether you may be eligible for SSI as a disabled person under section 1614(a)(3)
of the Social Security Act (Act).
Under the Act, I may find you disabled only if you have a physical or mental impairment that:
¢ has prevented you from doing any substantial gainful work; and

e has lasted 12 straight months or can be expected to last for that time or result in death.

To decide if you are disabled, I will follow a step-by-step process until I can make a decision.
The issues in this process concern:

¢ any work you have done since you got sick;
¢ the severity of your impairment(s); and

e your ability to do the kind of work you did in the past and, considering your age,
education and work experience, any other work that exists in the national economy.

Form HA-L83 (03-20
Clanmagg

See Next Page



EXHIBIT NO. 8B
PAGE: 3 OF 14

Page 3 of 4

Our regulations explain the rules for deciding if you are disabled and, if so, when you became
disabled. These rules appear in the Code of Federal Regulations, Title 20, Chapter HI
Part 416, Subpart I.

More About the Issues

If I find that drug addiction and/or alcoholism is an issue, I also will decide whether it isa
contributing factor material to the determination of your disability. Further, if drug addiction
or alcoholism is a contributing factor material to the determination of your disability, I will
find you not disabled pursuant to Sections 223(d)(2) and 1614(a)(3) of the Social Security Act
as amended by Pub. L. 104-121.

If you qualify for benefits based on disability, I will also decide if your disability continues. I
will consider whether there has been any medical improvement in your impairment(s) or
whether one of the exceptions to medical improvement stated in the regulations applies.
Unless certain exceptions apply, I will find you still disabled if you have not become able to
work.

Remarks
A vocational expert will testify at your hearing.
If You Have Objections

If you object to the issues I have stated, or to any other aspect of the scheduled hearing, you
must tell me in writing why you object You must do this at the earliest possible opportumty
before the hearing.

You May Submit Additional Evidence And Review Your File

If there is more evidence you want to submit, get it to me right away. If you cannot get the
evidence to me before the hearing, bring it to the hearing. If you want to see your file before
the date of the hearing, call this office.

Your Right To Request a Subpoena

I may issue a subpoena that requires a person to submit documents or testify at your hearing.
I will issue a subpoena if it is reasonably necessary for the full presentation of your case.

If you want me to issue a subpoena, you must submit a written request. You should submit
the request as soon as possible before the hearing. The request must identify the needed
documents or witnesses and their location, state the important facts the document or witness is
expected to prove, and indicate why you cannot prove these facts without a subpoena.

Form HA-L83 (03-20
Clalma.Bo

See Next Page



EXHIBIT NO. 8B
PAGE: 40OF 14

Page 4 of 4

What Happens At The Hearing

®  You may review your file. If you wish to do so, please arrive 30 minutes before the time
set for the hearing, Call us if you want more time.

¢ You will have a chance to testify and tell me about your case.

¢ You (and your representative) may submit documents, present and question witnesses,
state your case, and present written statements about the facts and law.

o I will question you and any other witnesses about the issues. You and any other witnesses
must normally testify under oath or affirmation.

o We will make an audio recording of the hearing.

My Decision
Afier the hearing, I will issue a written decision explaining my findings of fact and
conclusions of law. I will base my decision on all the evidence of record, including the
testimony at the hearing. I will mail a copy of the decision to you.

If You Have Any Questions

If you have any questions, please call or write this office. Our telephone number and address
are shown on the first page of this notice.

Administrative Law Judge
Enclosures:

Form HA-504 (Acknowledgement of Receipt of Notice of Hearing)
Form HA-L84 (Vocational Expert Letter)

CcC:.

Form HA-L83 (03-200
Claima.g 1



oV EC, EXHIBIT NO. 88

‘S‘M SOCIAL SECURITY ADMINISTRATION ‘ PAGE: 5 OF 14
%4,) h,ITm § Refer To: Office of Disability Adjudication and Review
st : Rm 2405 Federal Bldg

700 West Capitol Ave
Little Rock, AR 72201-3227
Tel: (866)592-2549

b S R May 5, 2009

NOTICE OF HEARING

I have scheduled your hearing for:

Day: Wednesday Date: May 27, 2009 Time: 9:00 AM
Central (CT)
Room: 22 Address: Rix Building

1401 Malvern Avenue
Hot Springs, AR 71901

Please Arrive At The Hearing Site Thirty Minutes Early To Review Your File.
Please Bring Photo Identification.
It Is Important That You Come To Your Hearing

I have set aside this time to hear your case. If you do not appear at the hearing and I do not
find that you have good cause for failing to appear, I may dismiss your request for hearing. 1
may do so without giving you further notice.

Complete The Enclosed Form

Please complete and return the enclosed acknowledgment form to let me know you received
this notice. Use the enclosed envelope to return the form to me within five days of the date
you receive this notice. We assume you got this notice five days after the date on it unless
you show us that you did not get it within the five-day period.

Form HA-L83 (03-2003
Representati 2
See Next Page
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If You Cannot Come to Your Scheduled Hearing

If you cannot come to your hearing at the time and place I have set, call this office
immediately. Also mail in the form right away.

If you object to the set time and place, but do not request a change at the earliest possible
opportunity at which you could do so before the time set for the hearing, I will rule on your
request based on our standards for deciding if there is a good reason for not timely filing a
request and our standards for deciding if there is a good reason for changing the time and
place of a scheduled hearing. I will apply these standards in considering any objection to the
.set time and place that is not timely submitted. '

To request a change, you must state why you object to the time or place set. -You also must
state the time and place you want the hearing held. You must do this in writing,

If I find you have a good reason, I will reschedule the hearing for a time and place I set. I will
also mail you another notice at least 20 days before the date of the hearing.

Travel Costs
When you, a representative, or needed witnesses will travel more than 75 miles one way to
the hearing, we can pay certain travel costs. I am enclosing a sheet telling about our rules for
doing that. Please call me if you want more information.

Issues I Will Consider In Your Case
The hearing concerns your application of October S, 2007, for Supplemental Security Income
(SSI) and whether you may be eligible for SSI as a disabled person under section 1614(a)(3)
of the Social Security Act (Act).
Under the Act, I may find you disabled only if you have a physical or mental impairment that:
¢ has prevented you from doing any substantial gainful work; and ]

¢ has lasted 12 straight months or can be expected to last for that time or result in death.

To decide if you are disabled, I will follow a step-by-step process until I can make a decision.
The issues in this process concern:

e any work you have done since you got sick;
e the severity of your impairment(s); and

e your ability to do the kind of work you did in the past and, considering your age,
education and work experience, any other work that exists in the national economy.

Form HA-L83 (03-200@
i Representati 3
See Next Page
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Our regulations explain the rules for deciding if you are disabled and, if so, when you became
disabled. These rules appear in the Code of Federal Regulations, Title 20, Chapter 111,
Part 416, Subpart 1.

More About the Issues

If I find that drug addiction and/or alcoholism 1s an issue, I also will decide whether 1t is a
contributing factor material to the determination of your disability. Further, if drug addiction
or alcoholism is a contributing factor material to the determination of your disability, I will
find you not disabled pursuant to Sections 223(d)(2) and 1614(a)(3) of the Social Security Act
as amended by Pub. L. 104-121.

If you qualify for benefits based on disability, I will also decide if your disability continues. I
will consider whether there has been any medical improvement in your impairment(s) or
whether one of the exceptions to medical improvement stated in the regulations applies.
Unless certain exceptions apply, [ will find you still disabled if you have not become able to
work. :

Remarks
A vocational expert will testify at your hearing.
If You Have Objections

If you object to the issues I have stated, or to any other aspect of the scheduled hearing, you
must tell me in writing why you object. You must do this at the earliest possible opportunity
before the hearing. .

You May Submit Additional Evidence And Review Your File

If there is more evidence you want to submit, get it to me right away. If you cannot get the
evidence to me before the hearing, bring it to the hearing. If you want to see your file before
the date of the hearing, call this office.

Your Right To Request a Subpoena

I may issue a subpoena that requires a person to submit documents or testify at your hearing.
I will issue a subpoena if it is reasonably necessary for the full presentation of your case. '

If you want me to issue a subpoena, you must submit a written request. You should submit
the request as soon as possible before the hearing. The request must identify the needed
documents or witnesses and their location, state the important facts the document or witness is
“expected to prove, and indicate why you cannot prove these facts without a subpoena.

Form HA-L83 (03-200
Representatig4
See Next Page
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What Happens At The Hearing

®* You may review your file. If you wish to do so, please arrive 30 minutes before the time
set for the hearing. Call us if you want more time.

¢ You will have a chance to testify and tell me about your case.

¢ You (and your representative) may submit documents, present and question witnesses,
state your case, and present written statements about the facts and law.

e I'will question you and any other witnesses about the issues. You and any other witnesses
must normally testify under oath or affirmation.

o  We will make an audio recording of the hearing,
My Decision

After the hearing, I will issue a written decision explaining my findings of fact and
conclusions of law. I will base my decision on all the evidence of record, including the
testimony at the hearing. I will mail a copy of the decision to you.

If You Have Any Questions

If you have any questions, please call or write this office. Our telephone number and address
are shown on the first page of this notice.

“Administrative Law Judge

Enclosures:

Form HA-L32 (Electronic Disability Claims Processing Insert)
Form HA-504 (Acknowledgement of Receipt of Notice of Hearing)
Barcode Sheet '

Form HA-L.84 (Vocational Expert Letter)

CC: .

Form HA-L83 (03400@
Representati 5
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When we can pay travel expenses

If you must travel more than 75 miles one way from your home or office to attend the hearing,
we can pay certain costs. Here are the rules that apply:

e We can pay your transportation expenses such as the cost of a bus ticket or expenses for
driving your car.

¢ In certain circumstances, you may need meals, lodging, or taxicabs. The Administrative Law
Judge (ALJ) must approve these special travel costs before the hearing unless the costs
were unexpected and unavoidable.

¢ The ALJ may also approve payment of similar travel expenses for your representative and
any witnesses he or she determines are needed at the hearing.

¢ You must submit a written request for payment of travel expenses to the ALJ at the time of
the hearing or as soon as possible after the hearing. List what you spent and include
supporting receipts. If you requested a change in the scheduled location of the hearing to a
location farther from your residence, we cannot pay you for any additional travel expenses.

¢ If you need money for travel costs in advance, you should tell the ALJ as soon as possible
before the hearing. We can make an advance payment only if you show that without it you

would not have the funds to travel to or from the hearing.

o If you receive travel money in advance, you must give the ALJ an itemized list of your actual
travel costs and receipts within 20 days after your hearing,

¢ If we gave you an advance payment that is more than the amount you are due for travel costs,
you must pay back the difference within 20 days after we tell you how much you owe us.

Form HA-L83 (03-20066
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Electronic Disability Claims Processing

Social Security is changing from a péper to an electronic disability claims process in order to
improve the quality and timeliness of our decisions. Your client’s disability claim file is being
processed electronically. Y our claimant’s rights under the Social Security Act remain the same.

When your client’s case is exhibited, we will forward a copy of the file to you on a compact disc
(CD). We will also provide you a copy of the file on CD on the day of the hearing. Should you
require a copy of the file at any other time, please contact the hearing office.

Additional evidence should be submitted within the timeframes for the submission of evidence
discussed in the notice. The preferred way to submit evidence to the electronic folder is by
using one of the following three methods:

e Send the evidence using the Electronic Records Express (ERE) website. If you
have not registered to use the ERE website, contact your local hearing office.

¢ Fax the evidence using this fax number -- (501)324-5008. Remember that the
enclosed barcode must be the first page for each document being faxed.

¢ Send the evidence to the contract scanner listed below. The barcode must be the
first page of each document. DO NOT SEND ORIGINAL DOCUMENTS.
DOCUMENTS ARE NOT RETURNED.

Little Rock, AR ODAR
P.O. Box 9034
Mt. Vernon, IL 62864-0134

You may also send the evidence by mail or deliver it to the hearing office but there may be
a delay in associating the evidence with the electronic file.

NOTE: The attached barcode pertains to your client’s disability claim file only. Please keep the

original barcode sheet for submitting all documents on this case. Bar codes may be used more
than once when faxing evidence into the electronic file.

Form HA-L32 (0320007



EXHIBIT NO. 8B
PAGE: 11 OF 14

Form Approved
OMB NO. 0960-0671

ACKNOWLEDGEMENT OF RECEIPT (NOTICE OF HEARING) SM
(COMPLETE THIS Ene ™ RETURN IT AT ONCE IN THE ENVELOPE PROVIDED. NO POSTAGE IS NECESSARY)

Claimant: ! - i

Social Security Number: 1

Wage Earner: .

Administrative Law Judge: Robert L. Neighbors

Hearing Scheduled: Wednesday, May 27, 2009 at 9:00 AM Central (CT)

Location of Hearing: Room 22

Rix Building
1401 Malvemn Avenue
Hot Springs, AR 71901

Hearing Office: Little Rock

(Check only one)

[ ] I'willbe present at the time and place shown on the Notice of Hearing. If an emergency arises after | mail this form and [ cannot be
present, 1 will immediately notify you at the telephone number shown on the Notice of Hearing.

[ ] Icannet be present at the time and place shown on the Notice of Hearing. I request that you reschedule my hearing because:

NOTE: YOUR REQUEST FOR HEARING MAY BE DISMISSED IF YOU DO NOT ATTEND THE HEARING AND CANNOT GIVE
A GOOD REASON FOR NOT ATTENDING. THE TIME OR PLACE OF THE HEARING W]LL BE CHANGED IF YOU HAVE A

GOOD REASON FOR YOUR REQUEST.

Signature: Date:

iArea Code and Telephone Number:

[ ] Thave recently moved. My new address is:

Privacy Act Notice The Social Security Act (sections 205(z), 702, 1631(e)(1)(A) and (B), and 1869((b)(1) and (c), as appropriate) authorizes the collection of
information on this form. We need the information to continue processing your claim. You do not have to give it, but if you do not you may not be able to receive

benefits under the Social Security Act. We may give out the information on this form without your written consent if we need to get more information to decide if you

are eligible for benefits or if a federal law requires us to do so. Specifically, we may provide information to another Federal, State, or local government agency which is
deciding your eligibility for a government benefit or program,; to the President or a Congressman inquiring on your behalf; to an independent party who needs statistical
information for a research paper or audit report on a Social Security program; or the Department of Justice to represent the Federal Government in a court suit related to

a program administered by the Social Security Administration.

We may also use the information you give us when we match records by computer. Matching programs compare our records with those of other Federal, State, or local
government agencies. Many agencies may use matching programs to find or prove that a person qualifies for benefits paid by the federal government. The law allows

us to do this even if you do not agree to it.

Paperwork Reduction Act Statement - This information collection meets the requirements of 44 U.S.C. § 3507, as amended by section 2 of the Paperwork Reduction

- Ad 0f 1995. You donot need to answer these questions unfess we display a valid Office of Management and Budget control number. We estimate that it will take
about 1 minute to read the instructions, gather the facts, and answer the questions. You may send comments on our time estimate above to: SSA, 6401 Security Bivd,
Baltimore, MD 21235-6401. Send only comments relating to our time estimate to this address, not the completed form.

Form HA 504 (09-2003) ef (10-2004)
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A INSERT THIS END FIRST A

Please include this barcode cover sheet with any documents returned.

RQID:#ArAAAPP@0Pg0PePva3390392 SITE:X13 DR:S
SSNy T TjYPE:5@32 RF:D CS:1665

Claimant:
SSN: ~
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‘ﬁ//,{’ﬁs(‘\\\% SOCIAL SECURITY ADMINISTRATION PAGE: 13 OF 14

5,,) {lit &ée Refer To: B} Office of Disability Adjudication and Review
MeTR - , o Rm 2405 Federal Bldg
T e 700 West Capitol Ave

Little Rock, AR 72201-3227
Tel: (866)592-2549 / Fax: (501)324-7137

May 5, 2009

DearMs. .

The claimant named below has an application pending for disability benefits. A hearing for the claimant
is scheduled, date and time shown below.

Name of Claimant: | =~ ' -/ Birthdatee: 7 . SSNii_.

Date and Time: Wednesday, May 27, 2009 at 9:00 AM Central (CT)
You are requested to appear and give testimony as a vocational expert in the above hearing.
Address: Room 22

Rix Building

1401 Malvern Avenue

Hot Springs, AR 71501

Your testimony will primarily cover the following period:
December 28, 1999 through September 30, 2004.

Your presence throughout the hearing is desired since your testimony will be based, in part, on the
testimony given by the claimant and any other witnesses, including a medical advisor if needed. Enclosed
are copies of some of the pertinent exhibits (and a list of these exhibits) tentatively selected for inclusion
in the record of this case. Please bring this material to the hearing. For additional information concerning
your testimony, please see the attachment to this form letter.

Your charges for this service should be submitted in accordance with your contract with the Social
Security Administration.

Sincerely yours,

Administrative Law Judge

Enclosures

Form HA-L84 (05-20050
See Next Page '
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IMPORTANT INFORMATION

NOTE: IT IS REQUIRED THAT YOU DISQUALIFY YOURSELF IF YOU HAVE HAD ANY PRIOR
KNOWLEDGE OF THIS CLAIMANT OR EXPERIENCE IN THIS CASE OTHER THAN AS A
VOCATIONAL EXPERT FOR THE OFFICE OF DISABILITY ADJUDICATION AND REVIEW.

While medical factors alone may justify a finding that the claimant is or is not disabled, it is necessary in
some cases to consider vocational factors in order to determine whether or not the claimant is able to
engage in any substantial gainful activity. Two basic questions will be presented to you at this hearing.

The first question pertains to the kind of work, if any, the claimant can do in light of prior work activity
and residual functional capacity considering age, education, training and work experience. Your
testimony will be predicated on various assumptions, posed at the hearing; with respect to the claimant’s
residual functional capacity. You will not be expected to testify as to whether or not the claimant is under
a disability, since you do not have the responsibility for deciding this ultimate legal 1ssue. You should not
express any opinion regarding the impairments involved and their effects on residual functional capacity,
since these are medical matters. You will be requested to furnish a rationale and complete explanation for
your opinions. In forming your judgment as to whether or not the claimant could transfer vocational
skills to any other type of work, please consider only work which the claimant could perform aftera
normal period of training, usually given to new employees, rather than after extended vocational
rehabilitation.

The second questions is whether such work exists in the “national economy;” i.e., whether it exists in
significant numbers either in the region where the claimant lives or in several other regions of the country.
You should be prepared to testify from personal knowledge gained from vocational surveys of businesses.
and industries (whether such surveys were made by you or by other vocational experts) and from other
current vocational resource materials.

Questions may also be asked of you by the claimant (or representative, if any).

Form HA-L84 (052008 1
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) REGION:
- OHA-1 ROOM 460 . 10 CODE:
OFFICE OF HEARINGS & APPEALS ‘ HO;

SOCIAL SECURITY ADNINISTRATION
1301 YOUNG ST STE 130
DALLAS TEXAS 75202-5433

"RESUME OF EXPERENCE AND BACKGROUND—VOCATIONAL EXPERT
{(Print Or Type-All Entries}

P

- ) <

Homg Prone: {501 1 ( L — =
T . # - TAXPAYER IDENTIACATION No.

o o {SSN or EIN}
. OFRce Pronz:, (501Y € I

, B e : .

1. Namg: . [T ) P A
ftasm- | B  {Fst] {MipoL=)
2 MAING ADORESS: o
' e |
3. PRESENT EMPLOYIMENT

PRESENT EMLover__ AR Rehsb Services . - DATE EMpLovaewT Beaan 10496

]
‘ POSMON OR TITLE & DescrupTion of Dungs Rehab Program Seecialist: Work with cormmity

rehabilitation programs in the development and implementation of assessment,

work adjustment/evaluation and vocatioaal training programs for indjviduals

. . ] [
with disabilities with emphasis on the most severely disabled. (See Resune)

4. PREVIOUS RELEVANT EXPERIENCE

‘Empioven_ Rehab for the Blind DAYES oF EwpLovient 89-94

Posmon or Tt & DescawTion oF Dumes_Progran Supervisor: Supervised and monitored

nrovision of rehzbjlitation services statewide, Interviewed, hired, and trajr

vocational rehabilitation staff. Yonitored program compliance with federal

rehabilitation law. (See Resime)

{PLEASE ATTACH CONTINULTION SHEETIS), B £DBTTRIONAL SPACE 15 REQUIRED)
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Resume oF EXPERIENCE AND BACKGROUND—VOCATIONAL EXPERT {conTwiuep}

- B Enucknou'

{Al  UNDERGRAQUATE INSTITUTION REGREC/OATE Masos Sypsect
.. INAME AND ADDRESS) ‘
’ Univ. of Mississippi BS-70 Business

Oxford, MS ' , .
AR Tech University BS-85 Accounting

w  CARESHTAMANAT  pams or ATmmanes Drsigee MaJor Suaseer
(NAME AND ADDRESS]
Mississippi State Univ. 72 MED Rehabilitaion
Starkville, MS Counseling
Auburn University 72 Advanced counseling

T
myoéﬂkﬁﬁméjd?%mt. GOVERNMENT? . vesTTS R

1$ ANY RELATIVE AN EMPLOYEE OR OFFICER OF THE SOCIAL SECURITY ADMINISTRATION? YES{ | NOIq

_ IF YES, WHAT IS THE RELATIONSNIP?

3

- DO YOU HAVE A CONTRACT WITH THE FEDERAL GOVERNMENT? : LOYEST ) NODX

IF YES, WHAT IS THE NATURE or THIS CONTRACT?,

i
1 ATIENTION
i .
[PLEASE READ THE FOLLOWING PARAGRAPHS BEFORE SIGNING THIS FORM. }
|
l UNDERSTAND THAT A FALSE ANSWER TO ANY OF TME ITEMS LISTED OV MY RESUME RAY BE GROUNDS FOR
TEAMINATING MY BUANKET PURCHASE AGREEMENT. § FURTHER UNDERSTAND THAT FEOERAL LAW {18 U.S.C. 1001}

PROVIDES THAT MAKING FALSE OR FRAUDULENT STATEMENTB -] HEPR!SEMTAT!ONS ON THB RESUME IS PUNISHABLE BY
FINE OR IMPRISONMENT.

| HAVE COMPLETED THIS RESUME WITH THE KNOWLEDGE AND UNDERSTANDING THAT ANY AND ALL ITEMS CONTAINED
HEREIN MAY BE SUBJECT TO VERIFICATION, AND CONSENT TO THE RELEASE OF INFORMATION CONCERNING MY °
PROFESSIORAL CAPABIUTIES AND BACKGROUND BY EMPLOYERS, EBUCATIONAL INSTITUTIONS AND GTHER PERSONS 10O
THE CONTRACTING OFFICER.

| CERTIFY THAT ALL OF THE STATEMENTS MADE BY ME ARE TRUE, COMPLETE AND CORRECT TO THE BEST OF MY

‘KNOWLEDGE AND BELIEF, AND ARE MADE IN GOOD FAITH,

_ £ -36

SIGRATURE ) DAY
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RESUME

WORK EXPERIENCE

REHAR
PROGRAM
SPECIALIST

PROGRAM
SUPERVISOR

REHAB
‘COUNRSELOR

10-94-Present: Arkansas Rehab Services’

Work in conjunction with community

rehabilitation programs providing programmatic and
technical assistance for certification of '
rehabilitation programs in compliance with the
Rehabilitation Act. - Assist in the development of
assessment, work evaluation, and vocational training
programs for individuals with multiple disabilities.
Survey local "industry jobs to assess need for
potential -training programs in-specific areas;
evaluate existing jobs available that would allow for
direct entry without extensive retraining. Public
relations activities between community rehabilitstion
programs, vocational rehabilitetion staff, and
industry,

- 1889-1994: Division.Services Blind.

Supervise and monitor provision of vocational
rehabilitation services statewide with eleven
vocational rehabilitation counselors and five

youth services counseloxrs. ' Responeible for
maintaining compliance with £federal and state
regulations. Allocate federal -monies for purchase

of rehabilitation- services statewide. Function

as arbitrator for unresolved client/counselor
disputes. Also responsible for hiring and ¢
training of vocational rehabilitation staff. i

1973~1989: AR Rahabilitation Services/

Spinal Coxd Commission. Worked a caseload of all
disability groups including severely disabled SSDI
recipients with ultimate goal of employment. Client
population included back injuries, spinal

cord injured, alcohol-drug abuse, head injuries,

. mentally retarded/developmentally delayed, blind/

visually impaired and others. Responsibilities
included counseling/guidance, vocational assessment,
evaluatioh, arranging feasible training programs, and
job placement. .
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" OTHER WORK

EXPERIENCE

EDUCATION

EXHIBIT NO. 9B
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Made racommerdations to employers on job
modifications to allow individuals with disahi llt-es
opportunities to transfer skills to new work
environment; recommendations on modifications to
buildings to reduce architectural barriers and
provide access to more job opportunities.
Coordinated services between different providers,
veterang, workmans compgnsation, insurance, other
agencies and vocational rehabilitation.

Machine Opsrator--Vendo Company, Aurora, Iil.
production lins, screw assembly.
Soldexr~-Western Electric, Aurora, Iil.
solder relay wires on production line.
Winder--Ram Golf, Pontotoc, MS
Wound golf balls on prodUCtlon machwne, lifting
30-50 lbs. boxes.
Secrstary--Allied Enterprises, New Albany, Ms
Cashier~--WalMart, Forest City, AR .
Packager--Valmac Industries, Russellville, AR
Package frozen chicken parts on assembly line
Teacher——Capxtal City .Business College, Russellville,.
AR. Taught accounting, .economics, math,
Other Experience--waitress, janitor, nursing
home aide, grocery store stocker, telemecry

monitor.
Arkansas Tech University, B.S. Accounting 1985.

Mississippi State University, MED, Rehabilitation
Counseling 1972.

_ Buburn University, 9 qtr hours advanced counseling

1972. A i

University of Mississippi, B.S. Business & Commerce
1970.
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RELATED Medical Aspects of Disability
CONTINCED 2lacement of Sheltered Workshop Clients
EDUCATION ' Seminar/Placement of Severely Disablsd
Interpersonal Skills Training
Human Sexuality and Disability
Transactional Analysis
Pain Management
Stress Management
Goal .Setting
Psychology of Disability
- Burn Out
Med Aspects of Spinal Cord Injury
American Sign Language
Trzansition of Youth/Disgbilities
Arbitration/Intervention Skills
How to Manage Peopie
- Motivating People
Grievance Preventicn
Executive lLeadership
Rehab Act Amendments’
Aids in the Workplace
Workers Comp and ACA
Job Piacement : )
Rehab of Persons with’ Chronic Mental Illness
Basic Dysrhythmia
Wage and Hour Seminar
Crisis Intervention
Traumatic Brain Injury
ARS Training Institute: Forusing on-Motivation,
Overcoming and Coping with Learning Disabilities
Bridge to Employment: Changing Role of the
Employment Specialist
Reengineering the Rehab Process
Jop Development and Jcb Accommodation
Employmﬂn+ Strategxes for Persons with Mental

“Illnéss " "~ 77 Tormmmomnorm T om omemm e '%
The Changing Face of Leadership ) i
Brain Injury Association Conference
‘Btténtion Deficit Disorders
Fair Labor Standards Act Compliance
‘Work Force Development
Jobs For The Future
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October 16, 2007, 11:41
. PAGE 1
CLAIMANT: [ .

APPLICATION SUMMARY FOR SUPPLEMENTAL SECURITY INCOME
On October 16, 2007, you applied for Supplemental Security Income and any
federally administered State supplementation under title XVI of the Social
Security Act, for benefits under the other programs administered by the Social
Security Administration, and where applicable, for medical assistance under
title XIX of the Social Security Act. We have stored your application
electronically in our records.
What You Need To Do

0 Review this summary to ensure we recorded your statements correctly.

o If you agree with all your statements, you should keep this summary for
your records.

o If you disagree with any of your statements, you should contact us within
10 days after the date of this summary to let us know.

o IDENTIFICATION

.My name is ! "My social security number is -
My date of birth 1is 3 _

I have not used any other name or social security number (s).

I am not blind.

I am disabled. My disability began on December 28, 1999.

I was disabled prior to age 22.

I am a United States citizen by birth.

I never lived outside the United States.

I never was married.

o FUGITIVE FELON AND PAROLE OR PROBATION VIOLATION INFORMATION
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October 16, 2007, 11:41
PAGE 2
CLAIMANT:

The following statements describe my fugitive felon/parcle or probation
violator status as of October 5, 2007.

I have not been accused or convicted of a felony or an attempt to commit a
felony.

I am not on parole or probation under Federal or State law.
o LIVING ARRANGEMENTS

The following statements describe my living arrangements as of
October 1, 2007.

I began livina at .

— ~ o oL L N e T I

I live in a hbusé/apértment/mobile home/houseboat.
I live with others.
I do not expect these arrangements to change.

o RESOURCES

This report of resources is valid for any and all SSI claims in which I am
involved.

I do not own any type of resource.
o INCOME

This report of income is valid for any and all SSI claims in which I am
involved. ’

I receive or expect to receive the following income from October 1, 2007 to
continuing: : '

Social Security:
Amount $0.00
From: October 2007 To: October 2007
I do not receive any other type of income.
o ELTIGIBILITY FOR OTHER BENEFITS
I do not currently get food stamps.
IMPCRTANT REMINDER

Penalty of Perjury
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October 16, 2007, 11:41
- ‘ PAGE 3
CLAIMANT:

You declared under penalty of perjury that all the information on this summary
is true and correct to the best of your knowledge. Anyone who knowingly gives a
false or misleading statement about a material fact in an application, or
causes someone else to do so, commits a crime and may be sent to prison or may
face other penalties, or both.

IMPORTANT INFORMATION--PLEASE READ CAREFULLY

We will check your statements and compare our records with records from other
State and Federal agencies, including the Internal Revenue Service to make sure
you are paid the correct amount.

We will process this application for Supplemental Security Income as quickly as
possible. You should hear from us within days. If you do not hear from
us by then, please get in touch with us.

We will let you know if we need more information to decide if you are eligible
for S5SI payments. In the meantime, if you move or change your mailing address,
you-—-or someone for you-- should report the change to the office shown.

Always give the Social Security number when writing or telephoning about this
claim. If you have any questions about this claim, we will be glad to help you.

If you have a question or something to report, call ( ) and ask for
If you call or visit our office, please have this summary

with you. For general information about Social Security, visit our web site at

www.soclalsecurity.gov on the Internet.

You may visit or write to the Social Security Office at:
SOCIAL SECURITY

112 CORPORATE TERRACE

HOT SPRINGS AR 71913
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NH NAME
INPUT

RUN DATE
CONTROL

EVENT
TID
ALERTS

INFORMTNL

ID INFO
DATES

DIB INPUT
INS STAT

TOT COV

TOT EARN

o B g SN: | THERURER 001

04/22/09 DO:X13 UNIT:JWMS —DEKO MOD:07
04/22709 V:11/23/07

4
i

ICERS EARNINGS RECORD

CERTIFIED EARNINGS RECORD

PRIOR CLAIM DATA DOES NOT EXIST ON DRAMS

FILING DATE USED BY SYSTEM EQUALS ONSET DATE

NO EARNINGS AFTER 1951 FOUND ON THE EARNINGS RECORDS

NO EARNINGS OF ANY KIND FOUND -

DISABILITY EXCLUSION 20/40 INSURED TEST NOT MET
DISABILITY NON-EXCLUSION 20/40 INSURED TEST NOT MET
DISABILITY EXCLUSION SPECIAL AGE 24 INSURED TEST NOT MET
DISABILITY NON-EXCLUSION SPECIAL AGE 24 INSURED TEST NOT MET
DISABILITY EXCLUSION FULLY INSURED STATUS NOT MET
DISABILITY NON-EXCLUSION FULLY INSURED STATUS NOT MET
PRIOR CLAIM STATUS - A -

REQ NAM 7 - REQ SEX:M REQ DATE OF BIRTH:'

DATE OF ONSET:12,28/1999

MBR/INPUT DATA

ONSET:12/28/1999 DENIAL/DISALLOWANCE:90

DISABILITY: EXCL REQ QC:06 EXCL HAS:000

NON-EXCL REQ QC:06 NON-EXCL HAS:000 :

SSA QC

1937 THRU 1950 QC: O

WAGE QC AFTER 1946:NONE WAGE QC AFTER 1950:NONE
SE QC:NONE AG QC:NONE

SSA

TOT AFTER 1936: NONE

TOT AFTER 1950: NONE
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ORY DATE: 04/22/09 AN: —DOC: X13 UNIT: JWMS PG: 001 DEQR
INPUT: YRS REQ: 1992-20097 COVERED DETAILS; NON-COVERED DETAILS; PEMSHINi:

SPECIAL WAGE PAYMENT; EMPLOYER ADDRESS PAGE: 10F 3
MEF: NA: DoB:’ , SX: M AK:

DETAIL COVERED FICA EARNINGS AND EMPLOYER NAME AND ADDRESS FOR YEARS
REQUESTED

NO COVERED FICA EARNINGS POSTED FOR YEARS REQUESTED
-DETAIL NON-COVERED EARNINGS AND W-2 PENSION DATA AND EMPLOYER NAME AND

ADDRESS FOR YEARS REQUESTED

NO NON-COVERED EARNINGS AND W-2 PENSION DATA POSTED FOR YEARS REQUESTED
REMARKS

CLAIMS ACTIVITY--SEE MBR

CLAIMS ACTIVITY--SEE SSR
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NDNH-T16 - No New Hire/Wage/UC Reports

PAGE:20F 3
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. 'NDNH-T2 - No New Hire/Wage/UC Reports

EXHIBIT NO. 3D
PAGE: 3OF 3

re~
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DISABILITY REPORT - FIELD OFFICE - Form SSA-3367

EXHIBIT NO. 1E
PAGE:10F3

(3367) ID/Prior Filings

Identifying Information ]
1. Name of Person whose Social Security Record this Claim is being filed:

His or Her Social Security Number:

Name of Claimant (if different from above):

SSN (if different from above):

Gender: Male

Date Of Birth:/ ] /
2. Claimant's Alleged Onset Date: 12/28/1999

3. Potential Onset Date (if different from above):

4. Reason for Potential Onset Date:

5. Explanation for Potential Onset Date, when applicable: |

~ Miscellaneous Information

6. Protective Filing Date: 10052007
Date Last Insured (DIB/Freeze case):
Beginning of Prescribed Period (DWB):
End of Prescribed Period:

Controlling Date:

Closed Period Case: No

Prior Filing Information
7. Prior Filing(s): No
If Yes, and you are not sending the prior folder, enter the following:

(3367) Presumptive |
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EXHIBIT NO. 1E
PAGE: 20F 3

The Presumptive Disability page details are not being displayed here because there is no PD on this
case.

(3367) Observations

9. Observations/Perceptions:

How was the Interview Conducted? Teleclaim with claimant

If the claimant had difficulty with the following, explain in Observations, or show "No" or "Not
observed/perceived." (Explain any "No" answers that you think would assist the DDS in making a
decision):

Hearing: No

Reading: Not observed/perceived

Breathing: No

Understanding: No

Coherency: No

Concentrating: No

Talking: No

Answering; No

Other (specify):

Observations: Describe the claimant's behavior, appearance, grooming, degree of limitations, etc.

(3367) Development

10. Development Initiated by FO:

85



"~ A. Medical:

B. Other:

C. Forms to be completed by applicant and sent to the DDS:
SSA-3371: '

SSA-3369:

Other:

11. Was medical evidence brought m to the FO by the claimant? No
12. Is DDS capability development needed? No
Remarks:

Name of Interviewer: R. Wacaster

Phone Number: 501-525-2476 ext. 3015

Name of Person Completing Form: R. Wacaster
Date: 10/16/2007

EXHIBIT NO. 1E
PAGE:30F 3

Form SSA-3367 EDCS
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EXHIBIT NO. 2E
PAGE:10F 7

DISABILITY REPORT - ADULT - Form SSA-3368

(3368) Section 1 - Information About the Disabled Person -

A. Name:

B. Social Security Number: |

C. Daytime Telephone Number (If you do not have a number where we can reach you, give us a
daytime number where we can leave a message.):

{r number

D. Give the name of a friend or a relative that we can contact (other than your doctors) who knows
about your illnesses, injuries, or conditions and can help you with your claim.

Name:
Relationship:
Address:

Daytime Phone:

E. What is your height without shoes? 6'
F. What is your weight without shoes? 160 Ibs.
G. Do you have a medical assistance card? No
If"YES", show the number here:
H. Can you speak and understand English? Yes
If "NO", what is your preferred language?
NOTE: If you cannot speak and understand English, we will provide an interpreter, free of charge.

If you cannot speak and understand English, is there someone we may contact who speaks and
understands English and will give you messages?

(If"YES", is this the same person as in "D" above? If it is, show "SAME" below, if not complete
below.)

I. Can you read and understand English? Yes

J. Can you write more than your name in English? Yes
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EXHIBIT NO. 2E
PAGE:20F 7

(3368) Section 2 - Your llinesses, Injuries, or Conditions and How They Affect You

A. What are the illnesses, injuries, or conditions that limit your ability to work?

Scoliosis

B. How do your illnesses, injuries, or conditions limit your ability to work?

i am unable to lift over S0 Ibs. i have trouble turning my head.

C. Do your illnesses, injuries, or conditions cause you pain or other symptoms? Yes

1?. When did your illnesses, injuries, or conditions first interfere with your ability to work? 12/28/1999

E. When did you become unable to work because of your illnesses, injuries, or conditions?
12/28/1999

F. Have you ever worked? No

G. Did you work at any time after the date your illnesses, injuries, or conditions first interfered with
your ability to work?

H. If "Yes," did your illnesses, injuries, or conditions cause you to:
work fewer hours? \
change your job duties? _
make any job-related changes such as your attendance, help needed, or employers?

Explain:

1. Are you working now?
If "NO," when did you stop working?
J. Why did you stop working?

(3368) Section 3 - Information About Your Work

A List all the jobs that you had in the 15 years before you became unable to work because of your
illnesses, injuries, or conditions.

* = Longest Job Held

Longest Job Job Type of %ﬁ:lie d Hours Per  ||Days Per Rate of
Held Titl i
e itle  |[Business (From-To) Day Week Pay/Per
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EXHIBIT NO. 2E
PAGE:30F7

B. Which job did you do the longest?

C. Describe this job. What did you do all day? (If you need more space, write in the "Remarks"
section.):

D. In this job, did you:

Use machines, tools, or equipment?

Use technical knowledge or skills?

Do any writing, complete reports, or perform/duties like this?
E. In this job, how many total hours each day did you:

Walk?

Stand?

Sit?

Climb?

Stoop? (Bend down & forward at waist.):

Kneel? (Bend legs to rest on knees.):

Crouch? (Bend legs & back down & forward.):

Crawl? (Move on hands & knées.):

Handle, grab or grasp big objects?

Reach?

Write, type or handle small objects?
F. Lifting and Carrying (Explain what you lifted, how far you carried it, and how often you did this.):

G. Heaviest weight lifted: ,
H. Weight you frequently lifted (By frequently, we mean from 1/3 to 2/3 of the workday.):

I. Did you supervise other people in this jobl?
How many people did you supervise?
What part of your time was spent supervising people? |
Did you hire and fire employees?

J. Were you a lead worker?

(3368) Section 4 - Information About Your Medical Records
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EXHIBIT NO. 2E
PAGE:40F 7

A. Have you been seen by a doctor/hospital/clinic or anyone else for the illnesses, injuries, or
conditions that limit your ability to work?

Yes

B. Have you been seen by a doctor/hospital/clinic or anyone else for emotional or mental problems that
limit your ability to work? '

No
C. List other names you have used on your medical records:

Tell us who may have medical records or other information about your illnesses, injuries, or
conditions.

D. List each Doctor/HMO/Therapist. Include your next appointment:

E. List each Hospital/Clinic. Include your next appointment:

Name: ARKANSAS CHILDREN'S HOSPITAL
Address: ATTENTION: MEDICAL RECORDS
800 MARSHALL STREET
LITTLE ROCK, AR 72202
Phone: 501-364-1152
Inpatient Date In 1: 2001 |Inpatient Date Out 1: 2001
Inpatient Date In 2: Inpatient Date Out 2:
Inpatient Date In 3: . |Inpatient Date Out 3:
Outpatient Date First Visit: Outpatient Date Last Visit:
Emergency Room Dates of Visits:
Next Appointment:
Your Hospital/Clinic Number:
Reasons for Visits:
scoliosis
What treatment did you receive?
surgery
What doctors do you see at this hospital/clinic on a regular basis?
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EXHIBIT NO. 2E
PAGE: 50F7

F. Does anyone else have medical records or information about your illnesses, injuries, or conditions
(for example, Workers' Compensation, insurance companies, prisons, attorneys, or welfare agency), or
are you scheduled to see anyone else?

No

(3368) Section 5 - Medications

Do you currently take any medications for your illnesses, injuries, or conditions? No

If "YES," please tell us the following: (Look at your medicine containers, if necessary.)

Name of Medicine Reason For Medicinel[Side Effects You Have

Prescribed By
(Name of Doctor

(3368) Section 6 - Tests

Have you had, or will you have, any medical tests for your illnesses, injuries, or conditions?
No '

If"YES," please tell us the following: (Give approximate dates, if necessary.)

When Was/Will
Kind of Test|| Test Be Done? Where Done||Who Sent You For This Te:
(Month, day, year)

(3368) Section 7 - Education/Training Information

A. Highest grade of school completed: 12th grade
Approximate date completed: 2004
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B. Did you attend special education classes? Yes
If"YES",

Name of School: LAKE HAMILTON HIGH SCHOOL
Address: ATTENTION: PRINCIPAL

280 WOLF STREET
PEARCY, AR 71964

Dates Attended: {1994 | To: 2004
Type of Program: i was unable to keep up in regular classes i had

problems reading

C. Have you completed any type of special job training, trade or vocational school?

No
If"YES", what type?

Approximate date completed:

EXHIBIT NO. 2E
PAGE: 6 OF 7

(3368) Section 8 - Vocational Rehabilitation, Employment, or Other Support Services

Information

Are you participating in the Ticket Program or another program of vocational rehabilitation services,
employment services, or other support services to help you go to work?

Yes

Name of Organization: HOT SPRINGS REHABILITATION

CENTER

Name of Counselor:

Address: ATTN: MEDICAL RECORDS
P. 0. BOX 1358

HOT SPRINGS, AR 71902
Daytime Phone Number: 501-624-4411

Dates Seen: 2005 » To:

08/31/2007

Types of Services or Tests Performed:
i was studying food service
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EXHIBIT NO. 2E
PAGE:7OF 7

(3368) Section 9 - Remarks

Use this section for any additional information you did not show in earlier parts of this form. When you
are done with this section (or if you don't have anything to add), be sure to go to the next page and
complete the blocks there.

Name of person completing this form: [Date Form Completed (Month, day, year):

Address (Number and street, City. State, Zip Code):

- = - - i

e-mail address (optional):

Form SSA-3368 EDCS
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EXHIBIT N

DISABILITY DETERMINATION FOR SOCIAL SECURITY r4ce:10
8707102600881615
PAIN AND OTHER SYMPTOMS

RE: .. SSN: ¢ ' CASE#: 0831108
BARBARA COBB/409
' F : * H LB
‘. ¥ 1 l:
RQID: InﬂDOﬂKAPUGU SITE: S04 DR: S
SSN: {_ L “‘_')C'IYPE 0220 RF: D CS: 182f
1. Do you suffer from unusual fatigue? NO _ X YES (If YES, date you first
noticed it? _)

Do you require naps or rest? NO ;ﬁ YES

If YES, how often? Once a day (How long? )

Twice or more a day (How long? )

____ Canonly get out of bed for medical appointments, etc.
2. Describe your pain or other symptoms: _ 2011 __when M) oV/n 19 % eac/
side to sd ﬁ75&C£ , PQN\ Leom  odS in back
3. Does the pain interfere with your sleep? NO _X_ YES
4. Where is your pain located? { qwer  npnecC k

5. l‘j)oa éon does the paln usually last? 0Y% l \1 W 11( n_Mov n Q »\ fa”{

6. How often do you have the pain or other symptoms? & Qr 3 -D al / Y

7. What activities or circumstances cause the pain or other symptoms? (|

wWhen T ‘H‘g 4o ppve my l;eaz,/ Side o %ide

_ 8. About how long can you do the following before the pain occurs?

Stand/walk ;2 l’l OUrS Sit ;2 hOU\(S
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¥ 4

~
.

9. What makes the pain or other symptoms worse? 5+q Vl// ne [ ﬁl&ﬂ& 3506” (Z/
_Z.n(firm 8 Bena/mq- ?)7071%&0001%1G'MCH\W¢> uP

10. What helps the pain or other symptoms besides medication? C(o _§§' y ’f“a k e
eas y
Ny

11. Please list the medications you are now taking for your pain and/or other symptoms:

NAME OF MEDICINE | DOSAGE AND HOW OFTEN SIDE EFFECTS
TAKEN

Lhuproken  |Depends on pan | none.

12. Have you had to discontinue a medication for your disability because of side effects?
If so, what is the name of that medication? n

13. Have you ever been prescribed a special treatment that didn't work (such as a TENS Unit
or an ESI Stimulator)? NO X
If YES, what was the treatment?

14. Is there anything else about your pain and/or symptoms we should know?

1 haoe Oam m‘\mI S*fma/ or wa[é

-par téha FoaLS 56/6651008 [N ch/\ /7%[
operationd. Rods P in.

15. .Y /ﬁ/@/&?

(Signature of Claimant) (Date)

If this form was completed by someone other than the disability claimant, please glve that person’s
name, relationship to claimant and daytime phone number.

(Name) (Relationship) (Date)
PAIN
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EXHIBIT NO. 4E
PAGE: 10F 8

8707102680801 61 6pom Approved: OMB No. 0960-0681

it

Social Security Administration
0831108/409

RQID: | NN011KAOQDOD SITE: S04 DR: S
SSN: ©_. >TYPE: 0075 RF: D CS: Sfed
FUNCTION REPORT - ADULT
BARBARA COBB/409

How your illnesses, injuries, or conditions limit your activities

SECTION A - GENERAL INFORMATION

1. NAME OF DISABLED PERSON 2. SOCIAL SECURITY NUMBER

3. [0 /A2 /067
Date _
4. YOUR DAYTIME TELEPHONE NUMBER (If there is no telephone number where you can be reached,
Please give us a daytime number where we can leave a message for you,)

ool - Your Number
; A T Check if this is: Message Number
R : None
Area Code Phone Number
5. a.  Where do your live? (Check one.)
House Apartment Boarding House Nursing Home

Shelter “Group Home v/ Other (What?) M Dhl(’, h()rﬂ?
b.  With whom do you live? (Check one.) g
__ Alone l With Family __ With Friends ___ Other (Describe relationship)

SECTION B - INFORMATION ABOUT DAILY ACTIVITIES

6. Describe what you do from the timaou wake up until going to bed. Ea'k’ Bfe Q& EC\')X' /

Watch TV, Jook for work pal lunch , Plagshadion 2, and
EUA’ Su\\)qﬁ/

7. Dp you take care of anyone e]se such as a wife/husband, children, grandchildren, parents,
friend, other? Yes No

If YES, for whom do you care, and what do you do for them?

Form SSA-3373-BK (9-2004) ef (10-2004) 196 1 0f8




EXHIBIT NO. 4E
PAGE:20F 8

N T6T GG 6 P8
8. Do you take care of pets or other animals? / {es87/1 800001616

If YES, what do you do for them? ‘[C(d do\j and Ccl®

9. Does anyone help you care for other people or animals? Yes -,Z No

If YES, who helps and what do they do to help?

10. What were you able to do before your illnesses, injuries, or conditions that you CANNOT do now?

rUV\, Stand for 'on} pecio S, H‘Imy p Some. AI")MsCMMf n.&/ajl
liHng ohy |

11. Do the illnesses, injuries, or conditions affect your sleep? \/  Yes No

If ES, how? heqcdache S

12. PERSONAL CARE (Check here if NO PROBLEM with personal care.)

a.  Explain how your illnesses, injuries, or condition affect your ability to: u H in
' 205141005 when F 7
Dress an"‘_ bQVld In 54‘@:#10( y: S 0nS
on Shoes.

Bathe ( qn‘.L b(dﬂd N
PQQ )
Care for hair 1oné

Stamd pesitisns  When W eshing

Shave N 0 N&
Feed self NOW&

Use the toilet 1101<&

Other? NONZL

Form SSA-3373-BK (9-2004) ef (10-2004) Page 2 of 8
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EXHIBIT NO. 4E
PAGE: 3 OF 8

b. Do you need any special reminders to take G/ %f bk l ene{iklaﬁdl 6
grooming? Yes No

If YES, what type of help or reminders are needed?

-

c. Do you need help or reminders taking medicine? Yes / No

If YES, what kind of help is needed?

13. MEALS

a. Do you prepare your own meals? / Yes No
If yes, what kind of food is prepared (fpr example sandw:ches frozen dinners, or complete

meals with several courses)? k)[C es J roZ Cr? d/”,,ers

How often do you prepare food or meals? (For example, daily, weekly,

monthly.) D el {y
How long does it take you? D ep (ﬂé{ er? %yf@ O'(’ 'ﬁ\OOf

Any changes in cooking habits since the illness, injuries, or conditions began? NO

~ b. IfNO, explain why you cannot or do not prepare meals.

14. HOUSE AND YARD WORK
a. List household chores, both indoors and outdoors, that you are able to (For example, | o
cleaning, laundry, household repairs, ironing, mowing, etc.) g, L.{ng P:} D )Sh. n j / Cleam ﬂj

chore
b.  How much time does it take you, and how often do you do each of these things?Df’Peh J\ on
c. Do you need help or encouragement doing these things? ./ Yes No
If YES, what help is needed? (£.171) nders
Form SSA-3373-BK (9-2004) ef (10-2004) Page 3 of 8

98




d. [Ifyoudon‘tdo house or yard work, explain Wiyhet 8260081616

15. GETTING AROUND .
a.  How often do you go outside? Do\ f lﬂ

If you don't go out at all, explain why not.

b.  When going out, how do you travel? (Check all that apply.)

EXHIBIT NO. 4E
PAGE: 4 OF 8

J_ Walk /_Drive a car Ride in a car v _Ride a bicycle

Use public transportation Other (Explain)

c.  When going out, can you go out alone? _/ Yes No
If NO, explain why you can't go out alone.

d. Do youdrive? [ Yes No
If you don’t drive, explain why not.

16. SHOPPING
a. If you do any shopping, do you shop: (Check all that apply.)
In stores By phone By mail By computer

b. Describe what you shop for. De ee nd N\I\CA- ’X_ W a\(\)(

¢. How often do you shop and how long does it take? onc '\’\me"

17. MONEY
a. Areyou able to: Pay bills __ - Yes \/ No
Count Change ____Yess No
Handle a savings account _ Yes No
Use a checkbook/money orders ___ Yes No

Explain all “NO” answers.

Ny EX?evcr\c&

Form SSA-3373-BK (9-2004) ef (10-2004)
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" EXHIBIT NO. 4E
PAGE: 5 OF 8

b.  Has your ability to handle money changed dinéétnelifhedsds Gijuries! &r conditions
began? YES NO

If YES, explain how the ability to handle money has changed.

18. HOBBIES AND INTERESTS
a.  What are your hobbies and interests? (For e.rample. reading, watchin /g TV, sew:ng, 2, f re ,xgj

g]ﬂp:g\:‘)ports etc.) \,dq-{re lfﬁ T\)l la‘vlhg

b. How often and how well do you do these things? \"l Q‘h\:s

ein
c.  Describe any changes in these activities since the illnesses, injuries, or condmons began. A/ 0') b 5

able 4o Shand IOVU }OC('OCLS

19. SOCIAL ACTIVITIES
a. Do you spend time with others? (In person, on the phone, on the
computer, elc.) Yes _ No

in cad, wadch ™,

If YES, descnbe the kinds of thmgs you do with others. [ \de

f'lqj play S3adien Q

How often do you do these things? 2 ‘h me Q m 6"‘;\\

b.  List the places you go on a regular basis. (For example, church, community center,
sports events, social groups, etc.) /\| oné

Do you need to be reminded to go placeé? Yes \/ No

How often do you go and how much do you take part?

Do you need someone to accompany you? Yes _\| No

Form SSA-3373-BK (9-2004) ef (10-2004) Page 5 of 8
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EXHIBIT NO. 4E
PAGE: 6OF 8

¢. Do you have any problems gptting along with familySfriénds) fikightiofs,
or others? Yes No

If YES, explain.

d.  Describe any changes in social activities since the illnesses, injuries, or conditions began:

None

SECTION C — INFORMATION ABOUT ABILITIES

20. a. Circle any of the following items that your illnesses, injuries, or conditions affect:

Stair Climbing @9 Squatting Reaching

Using hands Secing Hearing Talking
Memory Concentration Completing Tasks
Understanding Following Instructions - Getting Along with Others

Please explain how your illness, injuries or conditions affect each of the items you circled.
(For example, you can only lift: how many pounds, or you can only walk: how far).

b.  Areyou \/ right-handed? left-handed?
c.  How far can you walk before needing to stop and rest? 10 Min.,

If you have to rest, how long before you can resume walking? |0 ("\\W-

d. For how long can you pay altention?z D min-

e. Do you finish what you start? (For example: a conversation, chores, reading, watching
a movie) Yes No

f. How well do you follow written instructions? (For example, as a recipe)

wy gee

g.  How well do you follow spoken instructions? S Ome:;' o "C fﬂ'\’g ()" :L
ouppost to do

Form SSA-3373-BK (9-2004) ef (10-2004) Page 6 of 8
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EXHIBIT RO. 4E
PAGE: 7OF 8

h.  How well do you get along with authority figuf?¥ {Forekdniple.iplicé, bosses, landlords
or teachers) 9 00 0(

i. Have you ever been fired or laid off, from a job because of problems getting along
with other people? Yes No

If YES, explain.

J- If YES, give name of employer.

How well do you handle stress?

Sometime el

k.  How well do you handle changes in routine?
o

—
.

Have you noticed any unusual behavior or fears? J  Yes I:;:L
& r on
I YES, explain. ('1dihg pudlic  Trausp !

21. Do you use any of the following?
(Please check all that apply.)

__ Crutches ____ Cane Hearing Aid

__ Walker ____ Brace/Splint Glasses/Contact Lenses
____ Wheelchair _____ Artificial Limb ___ Artificial Voice Box
_____ Other (Explain)

Which of these was prescribed by 5 doctor?
glasses
When was it prescribed? 5 Y 'S

When do you need to use these aids?

D\’*N'lla

Page 7 of 8
102
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EXHIBIT NO. 4E
PAGE: 8OF 8

SECTION D-’REMARKSI861616

Use this section for any added information that you did not show in earlier parts of this form. When
you are done with this section (or if you don't have anything to add), be sure to complete the fields at

the bottom of this page.

[0 [22]0]

Date (Month, Day, Year)

email address (optional)

City, State, and Zip Y

FUNCTION
Form SSA-3373-BK (9-2004) ef (10-2004) Page 8 of 8
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To Whom 14 may Concern -

I'hl/ nam e iS . o
Tove becen helping /.,
So)—ne_ Q; 'flchC L'.S'/f'onS O l‘\,l'.S'-~ ‘PO”MS-

His MASher and I feel like - .
needs Yo hawe a mendal ecvolvaiion
done- We feel Iilce - - has Ofher
ldisabi/i'//es Ofher than FHus SKolcoscs-
we Hdo rot Krow how Fo
4his  Jaformadion- T vow. Coold help vs

e wovld greadly qppreate +his- Thark you
very much. Hfor You fime- |
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EXHIBIT NO. SE
PAGE: 2 0F 9

Social Security Administration 870710260861 61 7Form Approved: OMB No. 0960-0578

o RERERE]

RQID: '-00001 1KANDOOO SITE: S04 DR: S
SSN: ICTYPE: 1080 RF: D CS: 7498

WORK HISTORY REPORT :
BARBARA COBB/409

SECTION 1 — INFORMATION ABOUT THE DISABLED PERSON

A. NAME (First, Middle Initial, Last) B. SOCIAL SECURITY NUMBER

S e

C. YOUR DAYTIME TELEPHONE NUMBER (If there is no telephone number where you can be reached,
please give us a daytime number where we can leave a message for you.)
___ Your Number
Check if this is: Message Number
None

Area Code Phone Number

SECTION 2 - INFORMATION ABOUT YOUR WORK

List all of the jobs that you had in the 15 years before you became unable to work because of your
illnesses, injuries, or conditions.

Job Title Type of Business | Dates Worked From Dates Worked
To

N
S | I A N W W G
7 =

(]
\
\_//

|
A\ — A Y[I

Form SSA-3369-BK (12-2003) ef (10-2004) Pp@% of 8




EXHIBIT NO. SE
PAGE: 30F 9

 A7071.026008 .
Give us more information about Job NS/ P lidedd o8 (i”%lg 1./ Estimate hours and
_pay, if you need to.

JOB TITLE NO. 1

Rate of Pay Per (Check One) Hours per day | Days per week
$ __Hour __ Day __ Week ___ Month Year

Describe this job. What did you do all day? (if you need more space, write in the “Remarks™ section.)

In this job, did you: Use Machines, tools or equipment? ___YES _ _NO
Use Technical Knowledge or skills? ___YES __NO
Do any writing, complete reports or ___YES __NO

perform duties like this?

In this job, how many total hours each day did you:

Walk? Kneel? (Bend legs to rest on knees)

Stand? Crouch? (Bend legs & back down and forward)
Sit? Crawl? (Move on hands & knees

Climb? Handle, grab or grasp big objects?

Stoop? (Bend down and forward at waist) Reach?

Write, type or handle small objects?

Lifting and Carrying (Explain what you lified, how far you carried it, and how often you did this?)

Check the heaviest weight lified:
— Lessthan10lbs ___ 10lbs __ 20Ibs ___ 50ibs ___ 100Ibs.ormore ___ Other ___
Check weight you frequently lifted: (By frequently. we mean from 1/3 10 2/3 of the workday)

— Lessthan 10lbs ___ 101bs __ 25Ibs _ 50 Ibs. or more ___ Other

Did you supervise other people in this job? ___ YES (Complete items below) _ NO (Skip to next page)
How many people did you supervise?

What part of your time was spent supervising people?

Did you hire and fire employees? __ YES NO

Were you a lead worker? YES NO

Form SSA-3369-BK (12-2003) ef (10-2004) PhEQ of 8



EXHIBIT NO. 5E

PAGE: 40F 9

Give us more information about Job N9.72@li's’tgﬂ2&ngﬁgéeelt. /Estimate hours and
pay, if you need to.

JOB TITLE NO. 2
Rate of Pay Per (Check One) Hours per day | Days per week
$ _ Hour ___Day __ Week __ Month Year

Describe this job. What did you do all day? (if you need more space, write in the “Remarks™ section.)

In this job, did you: Use Machines, tools or equipment? ___YES __NO
Use Technical Knowledge or skills? ___YES __NO
Do any writing, complete reports or __YES __NO

perform duties like this?

In this job, how many total hours each day did you:

Walk? Kneel? (Bend legs to rest on knees)

Stand? Crouch? (Bend legs & back down and forward)
Sit? Crawl? (Move on hands & knees

Climb? Handle, grab or grasp big objects?

Stoop? (Bend down and forward at waist) Reach?

Write, type or handle small objects?

Lifting and Carrying (Explain what you lifted, how far you carried it, and how often you did this?)

Check the heaviest weight lifted:

— Lessthan 10lbs _. 10lbs __ 20lbs ___ SOlbs ___ 1001Ibs.ormore ___ Other ___

Check weight you frequently lifted: (By frequently. we mean from 1/3 to 2/3 of the workday)

—  Lessthan 10lbs __ 10lbs _ 25lbs __ SOlbs.ormore  ___ Other

Did you supervise other people in this job? _ YES (Comptlete items below)  __ NO (Skip to next page)

How many people did you supervise?

What part of your time was spent supervising people?

Did you hire and fire employees? ___ YES NO

Were you a lead worker? YES NO

Form SSA-3369-BK (12-2003) ef (10-2004) . ~ H3d3 of 8




Give us more information about Job Né. Bis

pay, if you need to.

71

EXHIBIT NO. SE
PAGE: § OF 9

e 6 f’gg’esll. "Estimate hours and

JOB TITLE NO. 3
Rate of Pay Per (Check One) Hours per day | Days per week
$ _ _Hour __ _Day __ Week __ Month Year

Describe this job. What did you do all day? (If you need more space, write in the “Remarks™ section.)

In this job, did you: Use Machines, tools or equipment? ___YES
Use Technical Knowledge or skills? ___YES
Do any writing, complete reports or ___YES

perform duties like this?

In this job, how many total hours each day did you:

Walk?
Stand?
Sit?
"Climb?
Stoop? (Bend down and forward at waist)

]

Kneel? (Bend legs to rest on knees)

NO
NO
—_NO

Crouch? (Bend legs & back down and forward)

Crawl? (Move on hands & knees
Handle, grab or grasp big objects?
Reach?

Write, type or handle small objects?

Lifting and Carrying (Explain what you lifted, how far you camied it, and how often you did this?)

Check the heaviest weight lifted:

_ Lessthan10lbs __ 10lbs __  201bs

___50Ibs ___ 100 lbs. or more

Check weight you frequently lifted: (By frequently, we mean from 1/3 to 2/3 of the workday)

— Lessthan10lbs _ 100bs ___ 251bs

Did you supervise other people in this job? __ YES (Complete items below)

How many people did you supervise?

What part of your time was spent supervising people?
Did you hire and fire employees? __ YES

Were you a lead worker? YES

—

___ 50 1bs. or more ____ Other

NO

NO

__ Other ___-

__ NO (Skip to next page)

Form SSA-3369-BK (12-2003) ef (10-2004)

OB of 8




EXHIBIT NO. 5E
PAGE: 6 OF 9

Give us more information about Job NQZ{) fw‘tgg 31(1) rl)’(a)ées 1.’/

pay, if you need to.

Estimate hours and

JOB TITLE NO. 4
Rate of Pay Per (Check One) Hours per day | Days per week
$ __Hour __Day __ Week ___ Month Year

Describe this job. What did you do all day? (if you need more space, write in the “Remarks” section.)

[n this job, did you: Use Machines, tools or equipment? ___YES ___NO
Use Technical Knowledge or skills? ___YES __NO
Do any writing, complete reports or __YES __NO

perform duties like this?

In this job, how many total hours each day did you:

Walk? Kneel? (Bend legs to rest on knees) -
Stand? Crouch? (Bend legs & back down and forward) __
Sit? Crawl? (Move on hands & knees

Climb? Handle, grab or grasp big objects?

Stoop? (Bend down and forward at waist) Reach?

Write, type or handle small objects?

Lifting and Carrying (Explain what you lifted, how far you carried it, and how often you did this?)

Check the heaviest weight lifted:
_ Lessthan10lbs __ 10lbs __ 20lbs __ 50lbs __ 100Ibs.ormore __ Other
Check weight you frequently lifted: (By frequently, we mean from 1/3 to 2/3 of the workday)

__ Lessthan10lbs ___ 10lbs __ 25lbs __ 501Ibs.ormore ___ Other

Did you supervise other people in this job? _ YES (Completeitemsbelow) __ NO (Skip to next page)
How many people did you supervise?

What part of your time was spent supervising people?

Did you hire and fire employees? ___ YES NO

Were you a lead worker? __ YES NO

Form SSA-3369-BK (12-2003) ef (10-2009) PLOES of 8




EXHIBIT NO. 5E
PAGE: 70F 9

Give us more information about Job N9./$'1idtéd 61 i’gég’ i.”Estimate hours and
pay, if you need to.

JOB TITLE NO. §
Rate of Pay Per (Check One) Hours per day | Days per week
$ _ Hour __Day _ _ Week ___Month Year

Describe this job. What did you do all day? (If you need more space, write in the “Remarks™ section.)

In this job, did you: Use Machines, tools or equipment? ___YES __NO
Use Technical Knowledge or skills? " YES __NO
Do any writing, complete reports or . ___YES ___NO

perform duties like this?

" In this job, how many total hours each day did you:

Walk? ‘ Kneel? (Bend legs to rest on knees)

Stand? Crouch? (Bend legs & back down and forward)
Sit? Crawl? (Move on hands & knees

Climb? Handle, grab or grasp big objects?

Stoop? (Bend down and forward at waist) Reach?

Write, type or handle small objects?

Lifting and Carrying (Explain what you lifted, how far you carried it, and how often you did this?)

Check the heaviest weight lifted:

. Lessthan10lbs ___ 10lbs __ 20lbs __ 50Ibs __ 100lbs.ormore ___ Other __

Check weight you frequently lifted: (By frequently. we mean from 1/3 t0 2/3 of the workday)

— Lessthan101lbs ___ 10Ibs __ 25Ibs 50 Ibs. or more ___ Other

Did you supervise other people in this job? __ YES (Completeitemsbelow) _ NO (Skip to next page)

How many people did you supervise?

What part of your time was spent supervising people?

Did you hire and fire employees? __ YES NO

Were you a lead worker? YES NO

Form SSA-3369-BK (12-2003) ef (10-2004)
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EXHIBIT NO. 5
PAGE: 8 OF 9

Give us more information about Job N& & listex ?éﬁﬁgg’esﬁ]Estimate hours and

ay, if you need to.

JOB TITLE NO. 6
Rate of Pay Per (Check One) Hours per day | Days per week
$ _ Hour __Day __ Week ___Month Year

Describe this job. What did you do all day? (1€ you need more space, write in the “Remarks™ section.)

In this job, did you: Use Machines, tools or equipment? ___YES __NO
Use Technical Knowledge or skills? ___YES __NO
Do any writing, complete reports or __YES __NO

perform duties like this?

In this job, how many total hours each day did you:

Walk? Kneel? (Bend legs to rest on knees)

Stand? Crouch? (Bend legs & back down and forward)
Sit? Crawl? (Move on hands & knees

Climb? Handle, grab or grasp big objects?

Stoop? (Bend down and forward at waist) Reach?

Write, type or handle small objects?

Lifting and Carrying (Explain what you lified, how far you carried it, and how often you did this?)

Check the heaviest weight lifted: -
_ _Lessthan10lbs ___ 10lbs __ 20lbs ___ 50lbs ___ 1001Ibs.ormore ___ Other
Check weight you frequently lified: (By frequently, we mean from 1/3 to 2/3 of the workday)

__ Lessthan 10lbs ___ 10lbs __ 251bs ___ 50 Ibs. or more ____ Other

Did you supervise other people in this job? __ YES (Completeitemsbelowy __ NO (Skip to next page)

How many people did you supervise?

What part of your time was spent supervising people?

Did you hire and fire employees? ___ YES NO

Were you a lead worker? YES NO

Form SSA-3369-BK (12-2003) ef (10-2004) Phgelr of 8



EXHIBIT NO. 5SE
PAGE: 9 OF 9

SECTIONG _REMARKS001617

Use this section for any information that you did not have space for in other parts of the form. Show the
page number of the part you are continuing.

BE SURE TO COMPLETE THE BOTTOM OF THIS PAGE

~
4

L \

han T ’ Date you completed this form
\ email address (optional)
City, State, and Zlp J N
\

WORK k

Form SSA-3369-BK (12-2003) ef (10-2004) ' Pldsofs



EXHIBIT NO. 6E
PAGE: 10F 6

DISABILITY REPORT - APPEAL - Form SSA-3441

(3441) Section 1 - Information About the Disabled Person

A. Name:. _ S
B. Social Security Number:
C. What is your daytime telephone number? (If you do not have a number where we can reach you,
give us a daytime number where we can leave a message.):
) B )fot_/ r number
D. Give the name of a friend or relative that we can contact (other than your doctors) who knows about
your illnesses, injuries, or conditions and can help with your claim.

Name:
Relationship:
Address:

Daytime Phone:

(3441) Section 2 - Information About Your llinesses, Injuries, or Conditions

Déte of Last Disability Report: 10/16/2007
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EXHIBIT NO. 6E
PAGE: 20F 6

A. Has there been any change(for better or worse) in your illnesses, injuries, or conditions since you

last completed a disability report? No
If"YES," please describe in detail:

Approximate date the change(s) occurred:

B. Do you have any new physical or mental limitations as a result of your illnesses, injuries, or
conditions since you last completed a disability report? No

If"YES," please describe in detail:

Approximate beginning date:

C. Do you have any new illnesses, injuries, or conditions since you last completed a disability report?
No

If"YES," please describe in detail:

Approximate beginning date:

(3441) Section 3 - Information About Your Medical Records

A Since you last completed a disability report, have you seen or will you see a doctor/hospltal/clunc or
anyone else for the illnesses, injuries, or conditions that limit your ability to work?

No

B. Since you last completed a disability report, have you seen or will you see a doctor/hospital/clinic or
anyone else for emotional or mental problems that limit your ability to work?
No

C. List other names you have used on your medical records.

Tell us who may have medical records or other information about your illnesses, injuries, or conditions
since you last completed a disability report:

D. List each Doctor/HMO/Therapist. Include your next appointment.
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E. List each Hospital/Clinic. Include your next appointment.

EXHIBIT NO. 6E
PAGE: 30F 6

F. Since you last completed a disability report, does anyone else have medical records or information
about your illnesses, injuries, or conditions (for example, Workers' Compensation, insurance
companies, prisons, attorneys, or welfare agency), or are you scheduled to see anyone else?

Yes

Name: Hot Springs Rehabilitation Center

Address: 105 Reserve Date First Visit:  |about 2005
hot springs, AR 71901 Date Last Visit: _|about 2007

Phone: Next Appointment:/none

Claim Number:

Reasons for Visits:
Went through training program for kitchen work.

(3441) Section 4 - Medications

Are you currently taking any medications for your illnesses, injuries, or conditions? Yes

If "YES," please tell us the following: (Look at your medicine containers, if necessary.)

helps.

Name of If.Prescrlbed, .. Side Effects You
. . Give Name of Reason For Medicine \
Medicine Have
Doctor
Ibuprofen I have a lot of headaches. This none

(3441) Section § - Tests
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EXHIBIT NO. 6E
PAGE:40F 6

Since you last completed a disability report, have you had any medical tests for your illnesses, injuries,
or conditions or do you have any such tests scheduled?

No
If "YES," please tell us the following: (Give approximate dates, if riecessary.)
When Was/Will

Kind of Test|| Test Be Done?
(Month, day, year)

Where Done Who Sent You
(Name of Facility)||For This Test?

(3441) Section 6 - Updated Work Information

A. Have you worked since you last completed a disability report?
No
If"YES," you will be asked to give details on a separate form.

(3441) Section 7 - Information About Your Activities

A. How do your illnesses, injuries, or conditions affect your ability to care for your personal needs?

Scoliosis makes it hard to lift, bend or turn my head. I have trouble doing a lot of normal
things because of this. I can't read well or understand what I read, so I have trouble doing
things like filling out applications. I haven't passed my driving test yet.

B. What changes have occurred in your daily activities since you last completed a disability report? (If
none, show "None")

none

(3441) Section 8 - Education/Training Information

Have you completed any special job training, trade or vocational school since you last completed a
disability report? '
No
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EXHIBIT NO. 6E
PAGE: 50OF 6

If"YES," describe what type:

Approximate date completed:

(3441) Section 9 - Vocational Rehabilitation, Employment, or Other Support Services
Information

Since you last completed a disability report, have you participated in the Ticket Program or another.
program of vocational rehabilitation services, employment services, or other support services to help
you go to work?

No

If "Yes," complete the following information:

(3441) Section 10 - Remarks

Use this section for any additional information you did not show in earlier parts of this form. When you
are done with this section (or if you don't have anything to add), be sure to go to the next page and
complete the signature block.

I was dropped as a baby and had a skull fracture. I was in the hospital at Geneva General in
Geneva, NY. I had back surgery in 2001 at Arkansas Children's Hospital. They put a rod in my
back.* This report was completed on the Internet using i3441 (Public) by: Report Completer
Name s 7 :port Completer Address: - - e

' "ompleter Phone Number: Report Completer Email Address: nuu

Internet mMealGu iv... Submitted on: 01/09/2008
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EXHIBIT NO. 6E
PAGE: 6 OF 6

I DECLARE UNDER PENALTY OF PERJURY THAT I HAVE EXAMINED ALL THE INFORMATION ON
THIS FORM, AND ON ANY ACCOMPANYING STATEMENTS OR FORMS, AND IT IS TRUE AND
CORRECT TO THE BEST OF MY KNOWLEDGE. )

1 UNDERSTAND THAT ANYONE WHO KNOWINGLY GIVES A FALSE OR MISLEADING STATEMENT
ABOUT A MATERIAL FACT IN THIS INFORMATION, OR CAUSES SOMEONE ELSE TO DO SO,
COMMITS A CRIME AND MAY BE SENT TO PRISON, OR MAY FACE OTHER PENALTIES, OR BOTH.
Signature of claimant or person filing on claimant’s behalf (parent, guardian) Date (Month, day, year)

Address (Number and street, city, state and ZIP code) le-mail Address (optional)

P — .
Y T

<.

Witnesses are required ONLY if this statement has been signed by mark (X) above. If signed by mark (X),
two witnesses to the signing who know the person making the statement must sign below, giving their full
addresses.

1. Signature of Witness 2. Signature of Witness
Address (Number and street, city, state and ZIP code) lAddress (Number and street, city, state and ZIP code)
. Form SSA-3441 EDCS

118



DISABILITY REPORT - FIELD OFFICE - Form SSA-3367

EXHIBIT NO. 7E
PAGE: 1 OF 3

(3367) ID/Prior Filings

Identifying Information

1. Name of Person whose Social Security Record this Claim is being filed:

N U, - -

His or Her Social Security Number:

Name of Claimant (if different from above):
SSN (if different from above):

Gender: Male

Date Of Birth: .

_2. Claimant's Alleged Onset Date:

3. Potential Onset Date (if different from above):
4. Reason for Potential Onset Date:

5. Explanation for Potential Onset Date, when applicable:

Miscellaneous Information

6. Protective Filing Date:

Date Last Insured (DIB/Freeze case): -
Beginning of Prescribed Period (DWB):
End of Prescribed Period:

Controlling Date:

Closed Period Case:

Prior Filing Information

7. Prior Filing(s):

If Yes, and you are not sending the prior folder, enter the following:

(3367) Presumptive
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EXHIBIT NO. 7E
PAGE: 20F 3

The Presumptive Disability page details are not being displayed here because there is no PD on this
case.

(3367) Observations

9. Observations/Perceptions:

How was the Interview Conducted? No contact with claimant

Observations: Describe the claimant's behavior, appearance, grooming, degree of limitations, etc.

(3367) Development

10. Development Initiated by FO:

A. Medical:

B. Other:

C. Forms to be completed by af)plicant and sent to the DDS:
SSA-3371:

SSA-3369:

Other:

11. Was medical evidence brought in to the FO by the claimant? No
12. Is DDS capability development needed?
Remarks:

Name of Interviewer: T. Hunter
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EXHIBIT NO. 7E
PAGE:30F 3

Phone Number: ~  ___. R
Name of Person Completing Form: T. Hunter
Date: 01/28/2008

Form SSA-3367 EDCS
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EXHIBIT NO. 8E
PAGE: 10F 6

DISABILITY REPORT - APPEAL - Form SSA-3441

(3441) Section 1 - Information About the Disabled Person

A. Name:___
B. Social SecuntyNi;mber —
C. What is your daytime telephone number? (If you do not have a number where we can reach you,
give us a daytime number where we can leave a message.):
S _ _ir number '

D. Give the name of a friend or relative that we can contact (other than your doctors) who knows about
your illnesses, injuries, or conditions and can help with your claim.

Name:
Relationship:
Address:

Daytime Phone: \

(3441) Section 2 - Information About Your llinesses, Injuries, or Conditions

Date of Last Disability Report: 01/28/2008
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EXHIBIT NO. 8E
PAGE: 20F 6

A. Has there been any change(for better or worse) in your illnesses, injuries, or conditions since you

last completed a disability report? No
If"YES," please describe in detail:

Approximate date the change(s) occurred:

B. Do you have any new physical or mental limitations as a result of your illnesses, injuries, or
conditions since you last completed a disability report? No

If"YES," please describe in detail:
Approximate beginning date:

C. Do you have any new illnesses, injuries, or conditions since you last completed a disability report?
No

If"YES," please describe in detail:

Approximate beginning date:

(3441) Section 3 - Information About Your Medical Records

A Since you last completed a disability report, have you seen or will you see a doctor/hospital/clinic or
anyone else for the illnesses, injuries, or conditions that limit your ability to work?

No

B. Since you last completed a disability report, have you seen or will you see a doctor/hospital/clinic or
anyone else for emotional or mental problems that limit your ability to work?

No

C. List other names you have used on your medical records.

Tell us who may have medical records or other information about your illnesses, injuries, or conditions
since you last completed a disability report:

D. List each Doctor/HMO/Therapist. Include your next appointment.
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EXHIBIT NO. 8E
PAGE: 3 OF 6

E. List each Hospital/Clinic. Include your next appointment.

F. Since you last completed a disability report, does anyone else have medical records or information
about your illnesses, injuries, or conditions (for example, Workers' Compensation, insurance
companies, prisons, attorneys, or welfare agency), or are you scheduled to see anyone else?

No

(3441) Section 4 - Medications

Are you currently taking any medications for your illnesses, injuries, or conditions? Yes

If"YES," please tell us the following: (Look at your medicine containers, if necessary.)

Name of If'Prescrlbed, .. Side Effects You
. . Give Name of Reason For Medicine
Maedicine Have
Doctor
ibuprofen ] headaches and back pain. I take a lot ||[none
of it.

(3441) Section 5 - Tests

Since you last completed a disability report, have you had any fnedical tests for your illnesses, injuries,
or conditions or do you have any such tests scheduled?

No
If"YES," please tell us the following: (Give approximate dates, if necessary.)

. When Was/Will Where Done Who Sent You
Kind of Testl||Test Be Done? o .
(Month, day, year) (Name of Facility)|[For This Test?

124



EXHIBIT NO. 8E
PAGE:40F 6

(3441) Section 6 - Updated Work Information

A. Have you worked since you last complefed a disability report?
No
If "YES," you will be asked to give details on a separate form.

(3441) Section 7 - Information About Your Activities

A. How do your illnesses, injuries, or conditions affect your ability to care for your personal needs?

Can’'t read much. Limited in turning head and bending, so have trouble dbing much physically.
Have lots of headaches, so can't concentrate.

B. What changes have occurred in your daily activities since you last completed a disability report? (If
none, show "None")

No change

(3441) Section 8 - Education/Training Information

Have you completed any special job training, trade or vocational school since you last completed a
disability report?

No

If "YES," describe what type:

Approximate date completed:

(3441) Sectlon 9 - Vocational Rehabilitation, Employment, or Other Support Services
Information

Since you last completed a disability report, have you participated in the Ticket Program or another
program of vocational rehabilitation services, employment services, or other support services to help
you go to work?
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EXHIBIT NO. 8E
PAGE:SOF 6

No

If "Yes," complete the following information:

(3441) Section 10 - Remarks

Use this section for any additional information you did not show in earlier parts of this form. When you
are done with this section (or if you don't have anything to add), be sure to go to the next page and
complete the signature block.

null* This report was completed on the Internet using i3441 (Public) by: Report Completer
Name:§ ________ _____ _ port Completer Address:_ T

Report Completer Phone Number: Report Completer Email Address: null Internet medical
form submitted on: 04/25/2008
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EXHIBIT NO. 8E
PAGE: 6 OF 6

IDECLARE UNDER PENALTY OF PERJURY THAT I HAVE EXAMINED ALL THE INFORMATION ON
THIS FORM, AND ON ANY ACCOMPANYING STATEMENTS OR FORMS, AND IT IS TRUE AND

CORRECT TO THE BEST OF MY KNOWLEDGE.

I UNDERSTAND THAT ANYONE WHO KNOWINGLY GIVES A FALSE OR MISLEADING STATEMENT
ABOUT A MATERIAL FACT IN THIS INFORMATION, OR CAUSES SOMEONE ELSE TO DO SO,
COMMITS A CRIME AND MAY BE SENT TO PRISON, OR MAY FACE OTHER PENALTIES, OR BOTH.

Signature of claimant or person filing on claimant's behalf (parent, guardian)

Date (Month, day, year)

Address (Number and street, city, state and ZIP code)

T
-\ - _

le-mail Address (optional)

N

Witnesses are required ONLY if this statement has been signed by mark (X) above. If signed by mark (X),
two witnesses to the signing who know the person making the statement must sign below, giving their full

addresses.

1. Signature of Witness [2. Signature of Witness

Address (Number and street, city, state and ZIP code) |Address (Number and street, city, state and ZIP code)
Form SSA-3441 EDCS
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DISABILITY REPORT - FIELD OFFICE - Form SSA-3367

EXHIBIT NO. 8E
PAGE:10F 3

(3367) ID/Prior Filings

Identifying Information

1. Name of Person whose Social Security Record this Claim is being filed:

— | e
E——— L - -

His or Her Social Security Number: ’ o
Name of Claimant (if different from above):
SSN (if different from above):

Gender: Male
Date Of Birth! ’ E

'2. Claimant's Alleged Onset Date:

3. Potential Onset Date (if different from above):
4. Reason for Potential Onset Date:

5. Explanation for Potential Onset Date, when applicable:

Miscellaneous Information

6. Protective Filing Date: 10/05/2007
Date Last Insured (DIB/Freeze case):
Beginning of Prescribed Period (DWB):
End of Prescribed Period:

Controlling Date:

Closed Period Case:

Prior Filing Information

7. Prior Filing(s):

If Yes, and you are not sending the prior folder, enter the following:

(3367) Presumptive
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EXHIBIT NO. 8E
PAGE: 20F 3

The Presumptive Disability page details are not being displayed here because there is no PD on this
case.

(3367) Observations

9. Observations/Perceptions:

(3367) Development

10. Development Initiated by FO:

A. Medical:

B. Other:

C. Forms to be completed by applicant and sent to the DDS:
SSA-3371:

SSA-3369:

Other:

11. Was medical evidence brought in to the FO by the claimant? No
12. Is DDS capability development needed? No
Remarks:

Name of Interviewer: R. Longinotti
Phone Number: 501-525-2476 ext. 3013
Name of Person Completing Form:

Date:
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EXHIBIT NO. 9E
PAGE:30F 3

Form SSA-3367 EDCS
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103/09/2009 MON 15:52 PAX @002/059

EXHIBIT NO. 1F
PAGE: 1 OF 58

MEDICAL RECORDS
FROM

ARKANSAS CHILDREN’S HOSPITAL

DATED
JULY 31, 2000 to MARCH 22, 2001
§7 pages
SUBMITTED BY
1\ 1
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03/09/2009 MON 15:52 pax o ;
i ._, A S , ‘ Qi003/059

EXHIBIT NO. 1F
- . _ PAGE: 2 OF 58
ARKANSAS CHILDREN'S HOSPITAL [Name: . k .
800 MARSHALL, LITTLE ROCK, ARKANSAS 722023591 (DOB: i _ ge: 14 Sex: C-M
MFN: - X
DIAGNOSTIC RADIOLOGY AGm #: * inancial Class: INS
Room: Loc: ORTCL Adm Date: 03/22/2001

Diagnosis: SCOLIOSIS _
Pertinent History/Reason For Procedure? F/U SCOLIOSIS

Could Patient Be Pregnant?

r— —1 Date/Time Exam Taken: 03/22/2001 0835
Ordering MD:
Attending MD:

- Bxams: 1. SPINE, ENTIRE, 2 VIEWS 000452217

L ]

STANDING AP/LATERAL SPINE: 3/22/01 #6

Patient has undergone correction of scoliosis since prior study of
1/12/01. Scoliosis rods extend from the upper dorsal spine to the mid
and low lumbar spine. There is glight residual scoliotic curve, right
convex in the lower dorsal spine and left convex in the lumbar spine,
but the curvatures have markedly decreased since the prior films.
Pedicle hooks, sBcoliosis rods and pedical screws are all intact, and
the pedicle hooks are in good position.

A left convex upper dorsal scoliotic curvature remains.
IMPRESSION: Patient status post recent scoliosis surgery. No

acute abnormality.

D: 3/22/01 - T: 3/26/01

Trans By: RAD.TCM
Printed: 03/27/2001 (1424) Batch1¢82590
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ARRKANSAS CHILDREN'S HOSPITAL
800 Marshall Street
Little Rock, Arkansas 72202-3501
(501) 320-1100

ORTEOPAEDIC CLINIC NOTE

NaMB: .___ —_ . DATE: 03/22/2001
ACCOUNT#H: _

MR #: ! T~

HISTORY OF PRESENT ILLNESS: is 14+8 years of age and seen in

followup of posterior spinal fusion in January of this year. He has
some complaints regarding numbness around the incision. Also, he
tends to hold his right shoulder lower than his left. He has some
pain in the left shoulder when lifting weights. He has having no
problems other than that. He has been able to ride his bike. Mom

hag 1l1limited his activities, however. He bas had no neurovascular
changes.

PHYSICAL EXAMINATION: On examination today, his incision is well
healed. He does indeed have a shoulder height discrepancy, but he

is able to correct it passively when he tries. The wound is
nontender. The hardware is not prominent.

X-rays today show a well maintained correction.

IMPRESSION: Status post spinal fusion for scoliosis.

PLAN : My plan for him is to continue his activity limitations
including no trampoline, bungy jumping and water skiing. We will

check him back in six weeks and repeat the x-rays and make sure he
is continuing to do well postoperatively. )

l Attending Physiciau-

PCP:

Referring Physician: .
dict: 03/22/2001 tran: 03/24/2001 job ida: o
RDB/MDQ34 . '

@doossosg
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| SBTe I
' ADMISSION KECORD -
ARKANSAS CHILDREN’'S HOSPITAL MFCALRECORD # | orrranr s L.
800 MARSHALL STREET o o
LITTLE ROCK, ARKANSAS 72202-3591 T oaTE oo T T
‘ 01/12/01 0538 SDC dﬂr
! - - | DATE OF e AcE SEX RACE | MAR LIGION §
Lo |14 M |c  |[s [careOLIC
REASON FOR ADMISSION
SCOLIOSIS
CLINICAL ATTENDING PHYSICIAN CLMICAL PHYSICIAN SERVICE
, . A | reacie arenoma TeAn
)
REFERRING PHYSIGAN PRIMARY CARE PHYSICIAN ADMIT DR
. o / AR
| clUARANTOR T P PRIMARY INSURANCE
L [ ' AETNA
T I PO BOX 2095
. Ak BISMARCK,ND 58502
B ‘ (800)225-3593
, o . o . [
REL: INS
GUARANTOR m?l.qya}» SECONDARY INSURANCE
mm: GRANDMOTHER . T
LIVING WILL INFORMATION PRESENTED: UVING WLLONFILE: (F ND, IS HELP NEEDED IN WRITING A LIVING WILL:
CHAMPUS MESSAGE SIGNED, ATTACHED: MEDICARE MESSAGE GIVEN:
¢ -y T “=-R MEDICAL TREATRT ON ADMISSION TO THR EOSPYTAL AND CONDITIONS OF ADMISSION
el ____. know that /18 suffering from 2 condition requiring hospital cara and do
hereby volun}arﬂy' o TV busa care congisting of rout:tn; dl;gnésuc procedures and medical treatment by Dr. ., residents
and interns ‘(doctots in their tirst year of service), and the assistants or designees ap are y in their j .1 that wy child‘s
blood may be drawn for di ic tests by the physiclans and that any blood remaining after the completion of thess testa may ba retained and
uged by the physicians of the Arkansas Children’s Hospital for n!.diua-]. or dental on h or of medica) ox dantal science. I

understand that po blood will be taken for these purposes only without my spscific permission.

I realirze that among those who attend patients at this hogpital are medical, nureiog and other health care persomnel in training who may ba present during
patient care as a part of their educaticn. I am aware that the practice of medicine and surgery is not an exmct science, and I acknowledge that no
guarantees have been made to me as the result of treatments or examinations in this hospital.

1 understand that the hospital chall not be liahle for the loms of any money or the lous of or damage to any other personal property.

I authorize the ralease of the information concerning this hospitalization as may be required for processing hospital or medical insurance claims, or for
audits to verify such claims, and to the referring agency, referring physician and/or family physician.

I give persiesion to Arkansas Children’s Hospital to contact his/her home school for information or to make arrangements for schooling needs. I also give
pexwission to hospital staff to provide any necespary echocling aseistanca while he/she is in the hospital. I understand that it may ba necessary to
discloge pertinent basic medical informatien to the echool.

T ize pay directly to Arkansas Children’s Hogpital and/or the attending physician or surgecm or third-party benefits otherwise payable to
me. I understand that I am financially responsible to the hospital and/or doctor for the above nmamed patient and I agree to pay to Arkanass Children’s
HBospital and/or the doctor all s 4 d by the aboved named patient not covered by a third-party payor. Rrkansas Childrens Hospital and/or thas

attending physician or surgeon is hereby authoriged to take any and all necessary action to collect, in their own namas, said benefits directly from the

third-party payor.

xmmmfmmnﬂxmmmmgnmmsmmmmummmxxm, ARKANEAS, AND ARKARSAS VENUE LAWS ARE EXPRESSLY
- - ””-( - - " .

7 ~.

*If pecessary refer to Consent of Patient Policy - Section K, Administrative Procedure Manual.
ADMISSION RECORD chart
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EXHMIBIT NO. tF
PAGE: 6 OF 58

ARKANSAS CHILDREN'S HOSPITAL
800 Marsghall Street
Little Rock, Arkansas 72202-3501
(501) 320-1100

DISCHARGE SUMMARY

NAME: .~ L MR #: .
- - : ACCOUNT#: =
ADMITTED: 01/12/2001 : DISCHARGE: 01/16/2001

ADMITTING DIAGNOSIS (ES) :

DISCHARGE DIAGNOSIS (ES): Scoliosis.
PROCEDURES : Posterior spinal fusion.
HISTORY OF PRESENT ILLNESS: The patient is a 1l4-year-old male who is
followed by Dr. ' for idiopathic scoliosis of the spine. Due
‘ to, the nature of the patient's curve, his age, and his skeletal
( immaturity, Dz. f__ aad a discussion with the patient's parents
and it was decided upon posterior-spinal fusion. The procedure was
discussed in detail with the family. The risks, benefits, and
‘possible complications were discussed. Informed consent was

obtained and placed on the patient's chart.

HOSPITAL COURSE: The patient was taken to the operating room on
January 13, 2001, and underwent an uncomplicated posterior spinal
fusion. Please see the separately dictated operative note.

Postoperatively, the patient did very well. He was admitted to the
Intensive Care Unit overmight for monitoring and was transferred.out
on the next day after discontinuation of his arterial line and the
central venous line. The patient was transfused with two units
during his postoperative stay, and his hematocrit at the time of L
discharge was 30.8. The patient's wound remained clean and dry. He i
slowly progressed through physical therapy until he was ambulating
around the department without difficulty. The patient was on i
patient-controlled analgesia for the first several days and then
that was discontinued, and he was controlled well on oral pain

medications. The patient started out n.p.o. except for ice chips
and we slowly advanced the patient's diet until he was eating by the
time of discharge without difficulty either. The patient was

anxious for discharge by January 16, 2001.

DISCHARGE INSTRUCTIONS: They are going to be given bandages for :
daily dressing changes; the nurse instructed them. DISCHARGE !
MEDICATIONS: The patient's pain medication is oxycodone 5 to 10 mg 5

COPY
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EXHIBIT NO. 1F
- .. - . PAGE:7 OF 58

ARKANSAS CHILDREN'S HOSPITAL
800 Marshall Street
Little Rock, Arkansas 72202-3501
(501) 320-1100

DISCHARGE SUMMARY

NAME: . ‘ MR# s

CONTINUED...

p-©. q.4h. p.r.n. FOLLOW-UP: They will return to the clinic to see
Dr. Blasier in six weeks.

Resident

Attending Physician-

cec: A' ' © ., M.D.

PCP: . <, M.D. ,

Referring Physician: ¢ ' ~ /M.D.

dict: 01/16/2001 tran: 01/17/2001 job id:’
SG/MDQ34

COPY
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ARRANSAS CHILDREN'S HOSPITAL
800 Marshall Street
Little Rock, Arkamsas 72202-3501
(501) 320-1100

DISCHARGE SUMMARY

NAME

_ MR #: L
ACCOUNT#H#: ¢

ADMITTRD: 01/12/2001 DISCHARGE: 01/16/2001

ADMITTING DIAGNOSIS (ES):
DISCHARGE DIAGNOSIS (ES): Scoliosis.

PROCEDURES: Posterior spinal fusion.

HISTORY OF PRESENT ILLNESS: The patient is a l4-year-old male who is
followed by Dr. | or idiopathic scolicsis of the spine. Due
to the nature of the patient's curve, his age, and his sgkeletal
immaturity, Dr.. 1ad a discussion with the patient's parents
and it was decided uporn posterior epinal fusion, The procedure was
discussed in detail with the famrily. The risks, benefits, and
possible complications were discussed. Informed consent was
obtained and placed on the patient's chart. -
HOSPITAL COURSE: The patient was taken to the operating room on
January 13, 2001, and underwent an uncomplicated posterior spinal
fusion. Please see the separately dictated operative note.
Pogtoperatively, the patient did very well. He was admitted to the
Intensive Care Unit overnight for monitoring and was transferred out
on the next day after discontinuation of his arterial line and the
central venous 1line. The patient was transfused with two units
during his postoperative stay, and his hematocrit at the time of
discharge was 30.8. The patient's wound remained clean and dry. He
slowly progressed through physical therapy until he was ambulating
around the department . without difficulty. The patient was on
patient-controlled analgesia for the first several days and then
that was discontinued, and he was controlled well on oral pain
medications. The patient started out n.p.o. except for ice chips
and we slowly advanced the patient's diet until he was eating by the
time of discharge without difficulty either. The patient was
anxious for discharge by January 16, 2001.

DISCHARGE INSTRUCTIONS: They are going to be given bandages for

instructed them. DISCHARGE
The patient‘'s pain medication is oxycodone 5 to 10 mg

daily dressing changes; the nurse
MEDICATIONS:

@009/059

EXHIBIT NO. 1F
PAGE: 8 OF 58
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ARKANSAS CHILDREN'S HOSPITAL
800 Marshall Street
Little Rock, Arkansas 72202-3501
(501) 320-1100

CONTINUED. ..

p.o. G.4h. p.r.n.

DISCHARGE SUMMARY

MR#:

FOLLOW-UP: They will return to the clinic to

Dr. . . six weeks.

<

Resident

Kétending Physiéién

cCc:

1.D.
PCP: «o___ _ ,M.D. .
Referring Physician: ., M.D.
dict: 01/16/2001 tran: 01/17/2001 job id:
SG/MDQ34 .

see

do1o/059

EXHIBIT NO. 1F
PAGE: 9 OF 58
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XHIBIT NO. 1P
EAGE: 10 OF 48

Arkansas Children's Hospital : '
Discharge Summary Note

Date: g ‘51 0‘ Time:

Do Not Use Abbrevations. use Languags that patients understand, Auhors misst sigs and date esch entry -

oL S e i
. ! L R
Principal Diagnosis: (Conditon atter siudy that caused the admissian.) o SV YR
Sbg"leyqs P IR T
Secondary Diagnosis: (any contiien that cccurs during the admission or coaxists at admission.)

The principat procedulZsahai pr most related to the principal diagnesis.)
p ¢2] -}—Q,/'Ls/' S f Ta 3o~
Seco ndary Procedures; (Canies an operative ar anesthetic risk or requires highly tralned pessonne!, facilities or equipmant.)

Principal Procedure: (perormed for definitive treatmant rather than diagnostic purposes of lo take care of a compfication,

Physician Instructions:

Moy e ionCyv ¢L7f7 wat?! o run

Prescription filled at Arkansas Children's Hospital iYes [ InNo

Discharge Medications: Dose & Frequency
& %y Lo A8 s 5 {0

Duration
M] evTry -6 b~ &y pecded

<7

npatient medications ordered for home use must be relabled in the

Dutpatient Pharmacy. Any medications brought from home are to be
eturned to guardian at discharge.

. T R
[\ ; A T o
ondition on Discharge: Discharge Summary Dictated on: __} /J 6 / & ‘ /L—\MD
: Date Physician Signye
oliow up Appointments:
Community Physician

. _ : Local Health Dept 3;2.0254/(4m?£m Ciinic
Ve b ks Aot oM Ve

rsing - Nutrition - Social Work - Occupational Therapy - Respiratory Therapy - Child Life

Qo
Lo 1100
wderstand the instructions given to me regarding home care for my child. 140
,/ — —— ea - /; :’ T CoT T T e
€ e, 'iarent/Guardian_L ) . . o
Sept. 1996 y 7 Origiiﬁa! - f}hén i Yellow - Parent e '
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EXHIBIT NO. 1F
PAGE: 11 OF 58

ARKANSAS CHILDREN'S HOSPITAL
800 Marshall Street
Little Rock, Arkansas 72202-3501
(501) 320-1100

OPERATIVE REPORT

. NAME:
MR#:
ACCOUNT#:
DATE OF SURGERY: 01/12/2001
SURGEON: M.D.
ASSISTANTE(S) = M.D.
PREOPERATIVE DIAGNOSIS: Idiopathic scoliosis.
POSTOPERATIVE DIAGNOSIS: Idiopathic scoliosis.
PROCEDURE(S) : Posterior spinal fusion T4 to L4.
ANESTHESIA: General endotracheal.
ESTIMATED BLOOD LOSS: . 1800 cc.
COMPLICATIONS : None.

HISTORY: This is a 14-year-old wmale who had a school screening
positive exam back in May 2000. He was referred to Dr. ' and
was noted to have a somewhat painful idiopathic scoliosis. Any
abnormal pathology was ruled out with MRI. Based upon the large
curve and the painful nature of it, the patient and his family
decided upon operative intervention. Risks, benefits and possible
complications were all discussed. Informed consent was obtained and
placed on the chart.

OPERATIVE NQTE: The patient was taken to the operating room and
placed on the table. BAnesthesia-began all their monitoripg lines.
Once this was done, patient was placed prome on the S|

table. The back was prepped and draped in the usual sterile
fashion. A ruler was used to draw out a straight longitudinal line
from the upper thoracic to lower lumbar spine. A sharp incision was
carried out with a scalpel and then dissection down to the spinous
processes was carried out with electrocautery. The spine posterior
elements were then removed of soft tissue attachment with a
combination of electrocautery and Cobb elevator. Once this was
done, localizing x-rays were taken and checked to assure
positioning. Once we were in place, the following hardware was
applied using the RO set; upgoing pedicle hooks bilateral at 4, left

141




ARKANSAS CHILDREN'S HOSPITAL
800 Marghall Street
Little Rock, Arkansas 72202-3501
(501) 320-1100

OPERATIVE REPORT

NAME: .
MR:
DATE OF SURGERY: 01/12/2001

CONTINUED. ..

6, left 8, bilateral at 10. Downgoing laminar hook at 6, upgoing on
the right at 6, upgoing laminar hook on the right at 12, downgoing
lamina at 1, downgoing lamina at the left on 1, on the left at 2, on
the up right lamina hook at 2, upgoing hooks on the left at 3 and 4,
and downgoing on the right at 4. Once these were in place, the rod
was contoured and cut to measure. It was placed in first on the
left and the proper amount of distraction correction was applied and
all the screws were tightened into place. The rod on the right was
then applied in similar fashion, once Dr. i . was pleased with
the correction obtained and torque wrench had been used to finally
tighten down all the locking nuts. Throughout this whole procedure,
electrical monitoring was performed and we were assured that
everything went well by the technician. Once this was complete,
were applied, one in the upper thoracic and ome in

the thoracolumbar area. These were locked into place. The wound
was repeatedly thoroughly irrigated throughout the procedure as well
as hemostasis performed. Once this was done, a file was used to

roughen up all exposed bony surfaces. Four bottles of allograft
bone chips were then applied and packed down throughout the
of the spine and

throughout all the hardware and all the exposed bony surfaces which-

had just been roughened up and were bleeding. Once this was
completed, the deep fascia was <closed with #1 Vicryl. Deep
subcutaneous tissue was closed with 2-0. A drain was then placed.
Subcuticular tissue was closed with 2-0 and then skin was closed
with 4-0, all Vicryl. The wound was then thoroughly dressed with
Steri-Strips, 4 x 48 and covered with Bioclusive. The patient . was
then placed over supine onto his bed. AP and lateral .of the spine
and chest were then taken and reviewed by Dr.. _ ' Once we were
pleased with this, anesthesia awoke the patient. He tolerated the
procedure well. He was extubated in the operating room. He was
noted to actively flex and extend his toes and feet on command. He
was then taken to the intensive care unit in good condition. He

@013/059
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ARRANSAS CHILDREN'S HOSPITAL
800 Marshall Street
Little Rock, Arkansas 72202-3501
(501) 320-1100

OPERATIVE REPORT

MR: :
DATE OF SURGERY: 01/12/2001

CONTINUED. . .

tolerated the procedure well. Dr. ~#as present for and
directed all key portions of this case. 4

NS

Resident

Attending Physician

cc: DR. ¢ .
PCP: o
Referring Physician: (¢ .
dict: 01/12/2001 tran: 01/12/2001 job id: '
SG/MDQ34
3
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ARKANSAS CHILDREN’S HOSPITAL
PRE | POST ANESTHETIC CONSULT p 1 >*° Mo

Ro1s5/059

TTNO 1F
* 14 OF 58

Legal Guardiar’

Dlagnoer»
g [N \§b\$'\\ 3 N
Planned Procedure: Schedulled ate: \3\\ 3\ )
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e Tsd 7] it v
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Risks: tooth damage, sore throat, nausea, vomiting, paratysts, cardia: arrest, brain damage, death, . 1F
malignant hypeﬂhenma eyedamage nerve injury, aflergic reactians, infectians, bleeding, prsumothorax v

Resident / RN: -7 e P2S o

Remarks: 5 P&l’v 7 Iul#/é/ r vémn'r/ff red ‘L o« 64

Anesthesiologist . JmSZ ASA Status: @2 3456 E

POST ANESTHETIC CONSULT No Complications (Z——See progress notes [J
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Attending ~ S. Anand LirTLE Rock, ARKANSAS

PROGRESS NOTES

CCM Attendlng Note )
1/13/01 %
S)‘ \,\\Q

Notes Should Be Signed By Physician

" Date

have remamed 97% On physacal exam he iS somnolent.but arousable his guplls are 2
mm, equal, round and reactive to light. He is moving all extremities. His GCSis 15. He

h
bases HIS hean sounds are normal Abdomen is soft and non—tender He is movmg

analgesna Anoef and Tylenol He has been taking i |ce chips overmght and had a total
INENG) Wit an og CC. This morning nhis SHOWS a hematocr

of 29.9; white celt count of 7,600 and platelet count of 137,000. He has had a minimal
amount of drainage from his surgical site totaling about 590 cc. We plan to discuss with

prowded 35 mlnutes of crmcal care tlme today I've seen the pat:ent and have revnewed

’ e

N .
- -——-L,_ I

Cﬂtlcal Care Attendmg

PROGRESS NO”
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PROGRESS NOTES
Date Notes Should Be Signed By Physician
\ lBZDL PICU Resident Progress Note HD# a Attending: ¢ 5+ = -r e
_ ¥ , Fellow:
| SURIECTIVE Intecim History:
OBJECTIVE/ Course by system _
RESPIRATORY: R |{-205 rox 9799 rio2 307
Vent settings: Mode \[ {V\./ Rate — PEEP ~ wt — :
Blood Gas: P ‘
CXR:
_ {
CARDIOVASCULAR.: 1 5’-?'-:.:':
DBP range
Pressors- CP
EMH.

ReLhN pudsenta=@

FENJGIRENATL Weight today: 53 7 Weight yesterday Change
{

70 2573 (20| U0PH+ cclkg/hr b Stool gkg/d

s NSO B)?  Droin B0«

Feeds: .

= e chaos .

Bam - 500 D @S

Lab: 5
[ ‘ " PROGRESS NOTE ‘ _;
,. 51058(
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ARKANSAS CHILDREN'S HOSPITA
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PROGRESS NOTES
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PROGRESS NOTES
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,ouggdasms OF A COMPLETE ORDER o "c%
2. Madication identified - iull drug name and gonceniration
3 Doss ' o admimetorad
5. Frequency to be administered
? mﬁmm&%mm level and contact numbsr -
Drug Aliergles PL Weight ko]
Another brand of drug identical in form ! WGW? - ip
and content may be dispensed unlass checked PR AT e
DATE TME | ORDER 33;_%2?,{35&,” NUMBER SHOWs e s
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ARKANSAS CHILDREN'S HOSPITAL PHYSICIAN'S ORBEARS
"COMPONENTS OF A COMPLETE ORDER y —
1. Date and time
2. Medication identified - full drug name and concentration
3. Route of administration NAME
by F Pty gye;d g'elna? erednsmered
5. requen min|
6. Ph an signatu - ROOM N
7. Pnﬁ?ame% phyguan tevel and contact number (ADDRAES
Drug Allergles Pt Weight kg
HOSP. N
Another brand of drug identical in form ’ PHYSICY
and content may be dispensed unless checked o ) .
: DO NOT USE THIS SHEET "] Nurse's
DATE TIME ORDER UNLESS A RED NUMBER SHows mm=» | B Initials

,-?\—s 1\7‘ Q[c O+ OZDM
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PATIENT CONTROLLED ANALGESIA
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_EXHIBIT NO, 1F
o

ARKANSAS CHILDREN'S HOSPITAL . Ney ™
Pediatric Paln. Management ' sgrent L

Re
A
F

.Ho

Drug Allergies

PR

Another hrand of Identical in form
and content Mg&mwd unless chocked

————
Nurse’s
Initiais

’/&/L/ 1.

Drug: @ Worphine

0O Other

/132
Pole mount, please

. Continuous Infusion: mghr g / [ L
7

Incremental Dose: mg o 8

0°

Lockout interval Minutes

. if painis not controlled after 1 hour, page Pain Service (405-6079)

NO SYSTEMIC NARCOTICS OR SEDATIVES TO BE GIVEN EXCEPT BY ORDER OF PAIN SERVICE

. Monitoring:

© @ [N (o (o ls (o |b

Upon initiation of PCA - HR, RR, BP, and Pain Scale svery 30 minutes X2 hours, then every 4 hours

10. Documentation.

PCA usage to be recorded on MAR every 4 hours

11. Treatment of side effects:

a) Naloxone 0.4 ampule availabe in Emergency Drug Box

b) Respiratory depression: naloxone .2 mg (0.004 mg/kg or 0.01 mi/kg of 0.4 mg/mi naloxone)

STAT for respiratory rate < 9/minute and call Pain Service STAT

May repeat naloxone x 1 (max of 0.4 mg total dose)

¢) Nausea and vomiting:

metoclopramide 1{2 mg {0.25 mg/kg; max 10 mg) IV g6h pm nausea and vomiting

v q6h prn

if metoclopramide not effective in 30 min, may give ondansetron £ mg (0.05 mg/kg; max 4 mg)

d) Pruritus:

naloxone 05 mg (0.001 mg/kg) IV prn pruritus, may repeat q 10 minx 2

diphenhydramine _S€ mg (0.5 - 1.0 mg/ka) IV g6h pruritus

12.

For inadequate analgesia or other problems related to PCA, call Pediatric Pain Management Service

-405-6079 , if no answer, call faculty on call for Pediatric Pain Managergent Service.

—f

TN
p
]

Feb 2000 PLEASE USE BALL POINT PEN ONLY!

PHYSICIAN'S ORDER!
© 0034948
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EXHIBIT NO. 1F
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PHYSICIAN'S ORDERS

MPONENTS OF A COMPLETE ORDER -
Date and time LT T Bt T
Medication identified - full drug name and concentration e el TN
Route of administration
Dose to be administered e
Frequency to be administered
Physician signature

7. Print name of physician, lave) and contact number

NAME

ROGH
(ADDI

Drug Allergies

Pt. Weight kg .
HOSF

Another brand of drug identical in form
and content may be dispensed unless checked

PHYS

DATE

T E—
DONOT UdE 110w .
UNLESS A RED'NUMBER SHUw.

TIME ORDER

Nurse's
initials

M
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AnnARDAY UhiLUREN'S HOSPITAL
CONSULTATION RECOR

D
SERVICE TO BE CONSULTED: Q,J
REQUESTED BY: Orlbe - B!) e

ATTENDING FOR CONSULTATION:

REASON: j?(' 4

@o028/058

EXHIBIT NO. 1F
PAGE: 27 OF 58

REQUIREMENTS FOR A CONSULTATION INCLUDE THE FOLLOWING:
1. Must be timely
2. Contain independent History and Physical relevant to Consultation
3. Consultant recommendations must be relevant to clinica! indications for Consultation
4. Follow-up of consultant's recommendations must be noted by the Attending Physician

FINDINGS AND RECOMMENDATIONS: 1y ya W' f@_ﬂfi_ffzag/ Lsires

DI J¥h S3ke ) Iml
[t | g

Lo.-  pidep phsal
T T

?/ Ju/ 2)/4 //174. i))/}’/

»_

1

—————

mj-fff/@
/ 7

INP'T ____ ER OUTPT

: DATE/TIME. SIGNATURE OF CONSULTANT
Revised Dec. 90 Yellow Copy - Patient Chart / White Copy - Physician's Copy
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* WIBIT NO. 1F
PATIENT CARE INGQUIRY *LIVE EKGE:ZBOFis
RCS Therapy Flowsheet

Section
Procedure

Tx Missed
Reason

Therapy
Therapy
Therapy

Updft Nebutizer
Med-1

Dose-1

Heds-2

Dose-2

Meds-3

Dose-3

Dose-3

Fio2

Tx Flow

Neb Volume

Pos Press Setng
Neg Press Setng
Pk Insp. Pres.
Exhaled Vol.
Insp. Capacity
BS Equality

BS Crackles

BS ¥Wheezes

BS Stridor
Improved BS
Pre Br Score
Post Br Score
User

User Name

Therapy

IS SETUP

1000
Equal
N

None
N

Y

Dry
Absent

RCS.ALK

Run: Wed - Jan 17, 2001 06:44 for:....

158




03/09/2009 MON 16:06 Fax

ARKANSAS
800 MARSHAL L, 1

=S

CHILDRE

TTLE ROCK, A

N'S HO

SPITAL

RKANSAS 72202-3591

LABORATORY

@o30/059

XHIBIT NO. 1F
EAGE: 29 OF 58




.03/09/2(.)09 MON 16:11 pax

ST e T T . . @031/059
! - ITNO. 1F
e :nops_a
.
ARKANSAS CHILDREN'S HOSPITAL o
DRPARTMENT OF REHABILITATION o
- ~io ol PAYSICAL THERAPY il il.. .:ii:i
INPATIENT e CanE B ,

Data:spxm mqu/_/‘{I/b(

Diagnosis: Scoliosis Precautions:

A

s ’ﬁ

Rehabilitation Request: posterior spinal fusion protocol--non-brace

Requesting Physician:~

Aaa?ass‘mént and Treatment Plan

~ Subjective and history:
SUIILETL i patient 48 [ year 61d referred to physical therapy-for intervention
per posterior ‘spinal fusion protocol. Patient has history of acoliosis and i.s
now status post posterior spinal fusion on { /{2/0/. N
Patient/family expectations:

O: Patient presents in bed. Posterior spinal fusion protocol initiated.
Therapeutic activities included the following: e
__.active exercise: ___ quadriceps setg, _ _ankle phnpa,\_;hee lides,
__ supina hip abdu¥tion/adduction, “-—gluteal sets
—teg-reiting— - ' T Sl
“Bitting on side of bed ok pacforesd,
__veatanding at bedside
Parents/cu(e/gtvera instructed in log rolling and exercises to be performed by
patient: ents/caregivers verbalized understanding of i.ntruction
further education required
A: Patient tolerance for therapeutic activities: ene '
Patient will benefit from continued physical therapy per protocol to promote
optimal return to independent mobility.
P: Physical therapy for therapeutic activities per posterior gpinal fusion
protocol.
Short term goals: (6~8 treatment sessions)
1. Patient will perform protocol exercises x 10 with verbal cues
2. Patient will get to sitting on side of bed with minimum assistance
3. Patient will transfer bed to and from standing with minimum to
contact-guard assist
4. Patient will ambulate 350+ feet with contact-guarxd to stand-by assist -
5. Patient will ascend/descend 4 steps with contact-guard assist to stand-by
assist using one hand rail or one hand held assiat
_Long term goals: (post hospital discharge)
" Patient will return to pre-surgical actlvlty lgve‘x\within limits as set
by physician -
Therapist ‘s stgnature:-- P . 2

May ‘99
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THERAPY

“Treking® Toam Confesence - 15m{ =08
PT Evaluation, Brief  Mod 52 |77

EMS Attended - 15 min
L ‘ " Teie e
lontbprocests - 16min |
Manua) Technique - 16 min

‘UMrasound - 18 min

Galt Traning - 16 min

Whaelchalr Mngmt/Prop Tming -14 o784

Prosthotic Traiiing fie) - 15 min

Tens nstruction/Application

. | Cast - kong Leg {walkes)

Cast- ShortLeg (Walker)

Cruich Cushion/orps 11

Swimwear, Boys

Swimwear, Gitts

Tublghp CE
Wobbls Baard .

PT Supplies - Misc-

EVA | o7 Re-Evaksation

DEVA | Developomental Eval/Testing
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EXHIBIY NO. 1F
PAGE: 33 OF 58

Qr?ansas Children! init Issus/Transfusicn RPCDrd

= Hospitzl
800 Marshzl} St., Little Rock, AR 72202 {Rev 11/33
Issue Date & Time: 01/15/01 1327 Issu=sd By: LAB.KWU Soer #: 0115:B0OOO19IR
. Pt Acccunt#:s’ ..
T ' [0 POS 1 Pt Age: 14 Med Rec #: _
"6t Markers: .DD Wristband #: T. .
Donor-Directed PYX CELLS [0 POS 121 UBS #: : . .77 . T
Unit Barkerss : : : . "Exp: 03/ iarvi 2359
init Antigenis:
_Sper Date/Time: 01/15/01 1230 X¥ By: LRB.KHQ‘ Cempatiblia? Y
Pt Loecations 30R Hessenger: 30R Unit Statuss: ISS
Comments: /t'v 360~ (.\\ - 4 ' )
Technologists_______ S e Messenger:__:ffi e
By cur SIGNATURES ﬁBuvt, Verify tﬂat the information on thy LARD, the

urit LABEL, this FORH, =nd he product REQUISITION are IDENTI Tech above

inspected unit IHM“JIQTELY prior to issue and foumd it ACCEPTARYE.
=:::::::::::::::::::::::::::::::::::::::::::=======:=====;x§===:=:::=::::::aﬂ::
*kkkskhkht Dy you have COWSENT to trancfuse? Yesl{f Na__ _ Fhhbkdddds

1

8y our SIGNATURES BELOW, we certify that befere starting this transfusion, we
have verified that:

1) Tihe NAME & MEDICAL RECCRD NUMBER 2) The UNIT NUMBERS & UNIT BLOQD TYPE
pn the unit CARO & this FORM are arnn the unit CARD & this FORM are
the seme as the recipient’'s ARMBAND the same ac those on the UNIT LABEL:
3% This bluvod produck was administered under our suueruio+mmi -
. ~ .4—‘
NU““‘/Pﬁ{f’FTRH.b__‘ o HNurse/Physictgn: po v e oo o |
EjegibTé’J.gnacure; (lelgible signature)
Date: T1me:___;ij ~~~~~~ rdering Fhysician: \GUIS
Time Trencsfusion Heganm: __ Time Enmded: ___________ ¥Ynlume Siven:___ _____

Reaction/Coaments:

If TRANBFUSION REGRCTIONMN s SUSPECTED, STCP TRANSFUSION IMMEDIATELY: kesp I.V.
patent with saline; NUTIFY PUHYSICIAN & BLOOD B8ANK IWMEDIATELY; order *TRA in
srder category 'EB' or 'BEMED'; 7i11 oult TRX FORM with pertinent dats and

SUBWIT approoriate SPECIMENS & FORM as well as UNIT BA&G aznd SET to BLODD BaMK,

P o rm e rm g e ww tm S o e ML i A Am mm e ne o e mm MR A o e wm o S b Mem e MR s = e mm A e ey e P S s A T s A R R e A M P e e o MR e v o S e e e s v A
P S e R L L P A R L R R R B R R Bk R S SR

IGNS & SYMPTOMS af Transfusion Reactions: _
a) HEMOLYTICs Chills,- fever, shock, dyspnea, oain, headache, abnormal blesding
By FEBRILE: £hills, fever
o) BLLERGBIC: Loce)l erythema, hives, itching, flushing, nauses, vemiting, -
. dirrrhea, anaphyliaxis .
4} CIRCULATORY OVERLOAD: Coughing, cvandsis, dyspnea

OTHER REACTIONS ®WAY GOCUR & MAY NOT BE AFPARENT UNTIL MUCH LATER (i.e.iszundicsa
snexnlained drop in hematocritd. REPORT ANY SUSPECTED REACTION TO BLOOD BAMNK.
AR IR R R RSS2 L AR R TR AR AR R R I TR
N#éﬂ#ﬁ%ﬁé#ﬂéﬁ GRddnddEHYH G adENE  CHART COPY RERHHLHHBUAMHHESBHEBHAHHIHGRAANE

RS 2 S T LR SR R R SRR LR IR L LA R R LA ST EEE T S R T T R ]
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ARKANSAS CHILDREN’S HOSPITAL | Name: EX BT No. 1F
800 MARSHALL, LITTLE ROCK, ARKANSAS 72202-3591 | DOB: ., o e: 14 Sex: : 34 OF 58
MFN: _.__ . .. _
DIAGNOSTIC RADIOLOGY Adm #:°  Financial Class: INS

Room: 3277 Loc: DIS  Adm Date: 01/12/2001

Diagnosis: SCOLIOSIS
Pertinent History/Reason For Procedure? POST. SPINAL FUSION

Could Patient Be Pregnant? N - NO °

— Date/Time Exam Taken: 01/12/2001 1425
—1 Ordering MD: :
Attending MD: @~ ' T -
Exams: 1. PORT CHEST, 2 VW/IP/SDC/OBS/BR 00042949
2. L-S SPINE, COMPLETE W/OBLQO 000429491

PORTABLE AP X2 CHEST IN OR, #5 01/12/01

Films labeled #5A and #5B on 01/12/01. PFilm labeled #5A was taken
preoperatively. It shows an ET tube with tip in the mid trachea and a
right jugular central line with its tip in the SVC. The feeding tube
tip is just below the EG junction with its last side hole in the distal
esophague. There is moderate scolioeis. Heart size is normal. The
lungs are clear.

IMPRESSION: Tube and line position as described above. No acute
cardiopulmonary disease.

Film labeled #5B was taken following rod placement. The proximal end
of two spinal fixation rods projects from the upper thoracic region
through the lower thoracic region. Heart size remains normal. The
lungs remain clear. ET tube tip is in the mid trachea.

IMPRESSION: Stable chest following scoliosis rod placement. No
complications noted.

PORTABLE PA/AP/LAT LUMBAR SPINE IN OR, #5 01/12/01
Lumbar spine films labeled #5B were taken in the Operating Room and
show rod placement. Rods extend from the upper thoracic region through

14-S. No complications are noted.

737.30
D: 01/22/01 T: 01/24/01

Trans By: REC.LAK .
Printed: 01/24/2001 (2301) Batch #: :

B DIAGNOSTIC RADIOLOGY
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. : 1F L
ARKANSAS CHILDREN’S HOSPITAL | Name: .. i - FACBEA iy :
800 MARSHALL, LITTLE ROCK, ARKANSAS 72202-3591 | POB: . - 14 Sex: C-M

MFN:
DIAGNOSTIC RADIOLOGY Adm #:° ~  "ancial Class: INS

Room: 3277 Loc: DIS . Adm Date: 01/12/2001

Diagnosis: SCOLIOSIS
Pertinent History/Reason Por Procedure? SCOLIOSIS

Could Patient Be Pregmant?

. _—1 . Date/Time Exam Taken: 01/12/2001 0625
' Ordering MD: _. . e
Attending MD:

Exams: 1. SPINE 3 FEET - LATERAL VIEW 000425145
_J 2. SPINE 3 FEET - LATERAL VIEW 000429151

3 FT AP/LATERAL SPINE: 1/12/01 #4

Views of the spine shows a left upper thoracic scoliosis of 45 degrees,
and a right thoracolumbar of 50 degrees, and a left lumbar of 34
degrees. No vertebral body anomalies are seen.

737.30
D: 1/16/01 - T: 1/19/01

_ Trans By: RAD.JMP )
- ;o Printed: 01/19/2001 (1254) Batch #:°

DIAGNOSTIC RADIOLOGY
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EXHIBIT NO. 1F
. PAGE: 16 OF 58
Name: t . 7. . 306947
DOB: f Tt Age: 14 Sex: C-M
MFN: - '\\\57
NEUROPHYSIOLOGY LAB Adm #: * ripancial Class: INS

Room: 3277 Loc: DIS Adm Date: 01/12/2001

Diagnosis: SCOLIOSIS
Reason for test? 52
Pertinent history? SCOLIOSIS

Date/Time Bxam Taken: 01/12/2001 1539
Ordering MD: . =
Attending MD: ° T

Exams: 1. Intraoperative SER 000429153

INTRAOPERATIVE MONITORING TEMPLATE

NAME: ... -
DOB: . T o
ACH: 1

DATE: 1/12/01°
PROCEDURE: Posterior Spinal Fusion

INTRODUCTION:

Intraoperative monitoring was performed on a 14 year old male
during a posterior spinal fusion.

DESCRIPTION: .
Tibial somatosensory evoked potentials (SEPs) were used to monitor
lower limb function during surgery. Neurogenic motor evoked potentials
(NMEPs) for spinal cord stimulation were used to monitor motor tract
function. Responses were elicited at the aforementioned sites and
recorded peripherally, cervically and over the somatosensory cortex.
Standard elicitation and recording parameters were used. Symmetric
latencies and amplitudes characterized baseline data for lower limb
SEPs bilaterally. NMEP data was obtained with direct spinal cord
stimulation, and data was well formed and reliable. The surgeon was
. informed of the status of all baseline responses.

CONCLUSION:

SEP and NMEP data remained consistent with baseline values during the

procedure. It was not necessary to warn the surgeon of critically
degraded data.

7v5g;§5’ Trans By: ACH.SLY

. et Printed: 03/13/2001 (1638)
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EXHIBIT NO. 1F
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ARKANSAS CHILDREN'S HOSPITAL LABORATORY
800 MARSHALL, LITTLE ROGK, ARKANSAS 72202-3591
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ARKANSAS CHILDREN'S HOSPITAL LABORATORY

800 MARSHALL, LITTLE ROCK, ARKANSAS 72202-3581
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EXHIBIT NO. 1F
i e = P S _"“"E ‘mm
ARKANSAS CHILDREN’S HOSPITAL N
[DEPARTMENT OF REKABILITATION s
CINPATIENT T T e e T TR I s
SPIMAL PUSION T-
Date: ¢ Lﬂ// Y
Diagnosis: Scoliosis Precautions:

PMEH: ?

Rehabilitation Request: poaterior spinal fusion protocol~~non-brace

Requesting Phyeician:, **

Assess‘me; and Treatment Plan

Subjective and history:
LutniyiTUpatient ie year 61d ‘referred to physical therapy-for-intervention::
per posterior spinal fusion protocol. Patient has history of scoliosis &
now status post posterior spinal fusion on [ /}2/0¢l.
Patient/family expectations:

O0: Patient presents in bed. Posterior spinal fusion protocol :Lnitiated.
Therapeutic activities inclnded the following- '

___-active exercise: __ guadriceps —_ankle pﬁnp\qhee 11
___supine hip abd on/adduction, luteal set a

v B8itting on side of bed
"_ve€anding at bedside -
Parents/caregivers instructed in log rolling and exercises to be’ perfomedrby

patient: ents/caregivers verbalized understanding of intruction
further education required ‘
A: Patient tolerance for therapeutic activities: nin__

Patient ‘will benefit from continued physical therapy per protocol to promote
optimal return to independent mobility. °
P: Physical therapy for therapeutic activities per posterior spinal fusion
protocol.
Short term goals: (6-8 treatment sessions)
1. Patient will perform protocol exercises x 10 with verbal cues
2. Patient will get to sitting on side of bed with minimum assistance
3. Patient will transfer bed to and from standing with minimum to
contact~-guard assist
. 4, Patient will ambulate 350+ feet with contact-guard to stand-by assist -
5. Patient will ascend/descend 4 steps with contact-guard assist to stand-by
assist using one hand rail or one hand held assist
Long term goals: (post hospital discharge)
Patient will return to pre-surgical activxty lyei)within 1...nit:a as set
by physician

Therapist’s Signature: _,1_ N
May '99 . _ | ,,_,_.;
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ARKANSAS GHILDREN'S HOSPITAL
DEPARTMENT OF REHABILITATION
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DEPARTMENT OF REHABILITATION

ARKANSAS CHILDREN'S HOSPITAL
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PROGRESS NOTE

AdVd3Hl
. T¥IISAHd

DATE |AM
PMY
PROGRESS NOTE

TE JAM

PM
OGRESS NOTE

DATE AM B .5
PM
|PROGRESS NOTE
DATE [aM[:
2]
PROGRESS NOTE
DATE |am
M
|PROGRESS NOTE
DA
HFR

DATE jamf*
PROGRESS NOTE




03/09/2009 MON 16:46 FAX | ;_._,H__-__,__________.-JLEN _ _ [Q046/059

EXHIBIT NO. 1F

PAGE: 45 OF 58
hﬁkaﬁsas Childeren's Hospital Unit {ssuz/Transfusion Record
200 Harshall S%t., Little Rock, AR 72202 {Rev 11793}
fssue Date & Time: 01/15/701 1327 Issuad By: LAB.KWU Sper #: 0115:BO0C19R

“Reaction/Co mmnﬂts. T T e S

CIf TRANSFUSIDM RE }C ION is SUSPECTED, STOP TRAWSFUSION IMHMEDIATELY: keep 1.V.
paztent with saiine; NOTIFY PHYSICIAN & BLOOD BAMK IWMEDIATELY; order 'TRX' in
aorder cztegory ‘BE' or 'BBNED'; fill out TRX FORM with pertinent dats and
SUBKIT aporopriate SPECTHENS & FORM as well as UNIT BAG znd SET to ELOOD BANK.

S5IGNS & SYMPTOMS of Transfusion Reactions: : .

a) HEWOGLYTIC: Chills, fever, shock, dyspnex, pain, headache, abrormal bissding

bh) FEBRILE: LChills, fever ’

ry ALLERGIC: Lorzl ervthemz, hives,
diarrihez, anaphylaxis

d3y CIRCULATORY GUVERLOAD: Cowghing, cyanosis, dysphnea

et

ching, flushing, nauses, vomiting,

HTHER REACTIONS ¥AY OCCUR & WAV NOT BE AFPARENT UNTIL HUCH LATER (i.e.joundica,
unexpiained drop in hematocrit). kFF RT ANY BUSPECTED REACTION TO BLOOD BRARK.

L I L P R T E PR L E L E L EEE TR R LY PR T L T e e Py L T T T T LR Y EY
HERHAHSHHBHBHEHRY N EHABH S RU B HIARY uHﬁit COPY  shuusnuananusavaunosunnavbTBesnay
CEERES PR MR SRR RN EEE LA A IR R R AL R R LR B EEE BT SRR R RN A 2 2

My
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EXHIBIT NO. 1F
) ) PAGE: 48 OF 58
ARKANSAS CHILDREN’S HOSPITAL | Name: . o —
800 MARSHALL, LITTLE ROCK, ARKANSAS 72202-3591 | DOB: . 3e: 14 Sex: C-M
MTNH»ﬂ o
DIAGNOSTIC RADIOLOGY Adm #: .~ Financial Class: INS

Room: 3277 Loc: DIS Adm Date: 01/12/2001

Diagnosis: SCOLIOSIS
Pertinent History/Reason For Procedure? POST. SPINAL FUSION

Could Patient Be Pregnant? N - NO

— . Date/Time Exam Taken: 01/}2/2091 1425
~1 Ordering MD; * __~.;;1,J/
Attending MD:

Exams: 1. PORT CHEST, 2 VW/IP/SDC/OBS/ER 00042949
2. L-S SPINE, COMPLETE W/OBLQ 000429491

PORTABLE AP X2 CHEST IN OR, #5 01/12/01

Films labeled #5A and #5B on 01/12/01. Film labeled #5A was taken
preoperatively. It shows an ET tube with tip in the mid trachea and a
right jugular central line with its tip in the SVC. The feeding tube

- tip is just below the EG junction with its last side hole in the distal
esophagus. There is moderate scoliosis. Heart size is noxrmal. The
lungs are clear.

IMPRESSION: Tube and line position as described above. No acute
cardiopulmonary disease.

Film labeled #5B was taken following rod placement. The proximal end
of two spinal fixation rods projects from the upper thoracic region
through the lower thoracic region. Heart size remains normal. The
lungs remain clear. ET.tube tip is in the mid trachea.

IMPRESSION: Stable chest following scoliosis rod placement. No
complications noted.

PORTABLE PA/AP/LAT LUMBAR SPINE IN OR, #5 01/12/01

Lumbar spine films labeled #5B were taken in the Operating Room and
show rod placement. Rods extend from the upper thoracie region through
L4-5. No complications are noted.

737.30
D: 01/22/01 T: 01/24/01

. _ Trans By: REC.LAK
! ST e ' Printed: 01/24/2001 (2301) Batch 47635

DIAGNOSTIC RADIOLOGY

Chart Copy
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EXHIBIT NO. 1F
PAGE: 47 OF 58

ARKANSAS CHILDREN’S HOSPITAL | Name: o (o
800 MARSHALL, LITTLE ROCK, ARKANSAS 722023591 | DOB:~ = ___re: 14 Sex: C-M

MFN:
DIAGNOSTIC RADIOLOGY Adm #: ¢ financial Class: INS

Room: 3277  Loc: DIS Adm Date: 01/12/2001

Diagnosis: SCOLIOSIS
Pertinent History/Reason For Procedure? SCOLIOSIS

Could Patient Be Pregnant?

r* 7 Date/Time Exam Taken: 01/12/2001 0625
Ordering MD: . T T
Attending MD:" .

. o _ ’A, ' i
Exams: 1. SPINE 3 FEET. - LATERAL VIEW 000429149
|_ J 2. SPINE 3 FEET - LATERAL VIEW 000429151

3 FT AP/LATERAL SPINE: 1/12/01 #4

Views of the spine shows a left upper thoracic scoliosis of 45 degrees,
and a right thoracolumbar of 50 degrees, and a left lumbar of 34
degrees. No vertebral body ancmalies are seen.

737.30
D: 1/16/01 - T: 1/19/01

Trans By: RAD.JMP i
Printed: 01/19/2001 (1254) Batch #13733

DIAGNOSTIC RADIOLOGY _ Chart Copy l
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EXHIBIT NO. 1F

PAGE: 48 OF 58
/ - -
Name: ey . -
DOB: | - .. '<.Age: la=- Sex: C-M
MFN: '/ T
NEUROPEYSIOLOGY LAB Adm #: Financial Class: INS

Room: 3277  Loc: DIS Adm Date: 01/12/2001

Diagnosis: SCOLIOSIS
Reason for test? SZ
Pertinent history? SCOLIOSIS

Date/Time Exam Taken: 01/12/2001 1539
- Ordering MD: !
*Btrending M © ‘

Exams: 1. Intraoperative SER 000429153

INTRACPERATIVE MONITORING TEMPLATE

NAME:/ T . ’

DOB: !

ACH: .. . .

DATE: 1/12/01

PROCEDURE: Posterior Spimnal Fusion

" INTRODUCTION:

Intraoperative monitoring was performed on a 14 year old male
during a posterior spinal fusion.

DESCRIPTION:

‘Tibial somatosensory evoked potentials (SEPs) were used to monitor
lower limb function during surgery. Neurogenic motor evoked potentials
(NMEPs) for spinal cord stimulation were used to monitor motor tract
function. Responses were elicited at the aforementioned sites and
recorded peripherally, cervically and over the somatosensory cortex.
Standard elicitation and recording parameters were used. Symmetric
latencies and amplitudes characterized baseline data for lower limb
SEPs bilaterally. NMEP data was obtained with direct spinal cord
stimulation, and data was well formed and reliable. The surgeon was
informed of the status of all baseline responses.

CONCLUSION:
SEP and NMEP data remained consistent with baseline values during the

procedure. It was not necessary to warn the surgeon of critically
degraded data.

178

Trans By: ACH.SLY

Printed: 03/13/2001 (1638)
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ARKANSAS CHILDREN’S HOSPITAL
800 MARSHALL, LITTLE ROCK, ARKANSAS 72202-3591

DIAGNOSTIC RADIOLOGY

m050/059
EXHIBIT NO. 1F
PAGE: 49 OF 58
Name: e L ) e f
DOB: L je: 13 Sex: C-M~-
MFN:
Adm #: ‘nancial Class: INS
Room:

Loc: ORTCL Adm Date: 08/21/2000

Diagnosis: SCOLIOSIS

Pertinent History/Reason For Procedure? SCOLIOSIS

Could Patient Be Pregnant?

1

-Bxams:

Date/Time Exam Taken: 08/21/2000 0837
Ordering MD: ' '
Attending MD:

1. BEND TILT 000382489

BENT TILT, #3

08/21/00

Patient has a left thoracic curve which almost completely corrects on

bending to the left.

D: 08/21/00 T: 08/22/00

DIAGNOSTIC RADIOLOGY

Trans By: REC.LAK
Printed: 08/22/2000 (2243)

Batch #1 7.958

Chart Copy
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ARKANSAS CHILDREN’S HOSPITAL

SEDATION RECORD

Pracedure Date é -/ / -00

~ Start Tim 2, Procedure End Time__/ 040
Performed by ._ . Where . o
Attending M.D._ .
T T T — Check the level of sedation planned:
Amived:[N&mb | JWheeicnan , trercher )XLigh t Sedation . O Deep Sedation
-PROCEDURE ASSESSMENT NPO. Ag§ wT BP Temp Pulse RR S,Oz

(l'or deep sedor . y —— /@/ / W — - —_ - -
Signature: A/ 7

GM PR H7 (g D5

Other:

i ,@Zy"’?’ ﬂ d?/g/a@w oue)
RBSPlrato?.)S,a% 6 M fﬁz W Allcrgze%l/( W Caro

MW' @{/ M/éL ’ Current Maz : : p/f/‘y

[ 1 This patient is a candidate for deep sedation. fM D.

™

CONSENT FOR SEDATION (Comptete when the test, procedure, or exam being performed does not require consent, but deep sedation is to be administered)

{ understand that my child will be given sedation under the supervision of Dr.
side effects and risks including drowsiness, dtzzin

oroblems or loss of life. | have been inform
‘hese complications should they accur,

. fund

d that the administration of sedation may involve
re risks of sedation inctude breathing and heart rate
ion will be available to immediately diagnose and manage
e abave and have had my questions answered.

and forgetfulness. § am aware that possnb
propriate monitoring equipment and m
cknowledge that [ have read and understa

arent/Guardian:

ta

Witness: M.D. Date:
[ ] Check if consent for deep sedation is in the medical record $vith procedure consent
ROCEDURE AND RECOVERY RECORD (Documentation for sedation includes med and time given. If deep sedation is given, monitor per Sedanon Policy 1 17)
Time [Mcdncation Route EKG BP Temp P RR SpO, Loc* Comments
[ V4 U/
L
Tuids: Type : 0y: [ Jyes [//6 L\min  Start: Py alert - 1 rouses easily - 4
i via P Stop: P *LOC drowsy -2 slesping - 5
Infused ,/ N;0: { Jyes L\min Sar:____~ slurred -3 does not respond 10
via Swop: ~ stivruli - 6
CHARGE EVALUATION: Patient ret?med to pre-sedation status. [ JYes {JNo Tlmc
7]
= et~ NALD Dl A, W Z c,é//;
/- (I 7] L e480
Sigmmre
( ) LA
Terred{P1schar. \ Ty Tnme Via: -_Post Sedanon Instru
@. clinie, nursing unit spccl j_’_—— l M—'

gw:s Gsve%s [Jna To: d_k_,ﬁ_"m
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EXHIBIT NO. 1F
PAGE: 51 OF 58

ARKANSAS CHILDREN'S HOSPITAL |Y¥ar - . . .~ o
je: 13 Sex: C-M

800 MARSHALL, LITTLE ROCK, ARKANSAS 72202-3591 | DOB:~. B
MFN: ... -~
MAGNETIC RESONANCE IMAGING Adm i~ .nancial Class: INS
Room: Loc: RADSV Adm Date: 08/11/2000

Diagnosis: SPINE/MVA/BACK PAIN
Pertinent History/Reason For Procedure? BACK PAIN, SCOLIOSIS

Could Patient Be Pregnant? N - NO

Date/Time Exam Taken: 08/11/2000 1616
-1 Ordering MD: )
Attending MD: .

Exams: 1. CERVICAL SPINE 0003793995
2. THORACIC SPINE 000372996
L— —J 3. LUMBAR SPINE 000379997

MRI OF THEB CERVIéAL SPINE: 8/11/00

HISTORY: 13-year-old with history of scoliosis. ‘patient now has back T
pain. .

TECHNIQUE: Sagittal T1 weighted scans, axial Tl weighted scans and
axial T2* gradient echo scans were made through the cervical spine.
Sagittal fast-spin echo T2 images were alsc done.

FINDINGS: The craniocervical junction, cexvical vertebral bodies,
subarachnoid space and cervical spinal cord appear unremarkable.
Scoliosis is noted.

IMPRESSION: Normal MRI of the cervical spine.

MRI OF THORACIC SPINE:

TECHNIQUE: Sagittal and axial T1 weighted scans and axial T2* gradient
echo scans were made through the thoracic spine. Sagittal fast-spin

echo T2 images were also done.

FINDINGS: The thoracic vertebral bodies, thoracic subarachnoid space
and thoracic spinal cord all appear unremarkable. Scoliosis is noted.

IMPRESSION: Normal MRI of the thoracic spine.

MRI OF LUMBAR SPINE:

TECHNIQUE: .. Sagittal and axial T1 weighted scans and axial T2* gradient
echo scans were made through the lumbar spine. Sagittal fast-spin echo
T2 images were also done.

FINDINGS: The conus medullaris ends normally at Ll. No intraspinal

masses are seen. The lumbar vertebral bodies and lumbar subarachnoid
space appears unremarkable. Scoliosis is noted.

- IMPRESSION: Normal MRI of the lumbar spine.
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EXHIBIT NO. 1F
PAGE: 52 OF 58

ARKANSAS CHILDREN'S HOSPITAL |Name: .

800 MARSHALL, LITTLE ROCK, ARKANSAS 722023591 | DOB::.  ~ Age: 13 Sex: C-M
MFN: T
MAGNETIC RESONANCE IMAGING Adm #\ - inancial Class: INS
Room: Loc: RADSV Adm Date: 08/11/2000

Diagnosis: SPINE/MVA/BACK PAIN
Pertinent History/Reason For Procedure? BACK PAIN, SCOLIOSIS

Could Patient Be Pregnant? N - NO

r— —1 Date/Time Exam Taken: 08/11/2000 1616
: Ordering MD:
Attending MD: .

Exams: 1. CERVICAL SPINE 0003795995
2. THORACIC SPINE 000379996

L S 3. LUMBAR SPINE 000379997
(CONTINUATION)
L J., Resident - D: 8/11/60 - T: 8/11/00
Dr. ¢ " +as present and pergonally reviewed this examination, and

this report ‘reflects his interpretation of the findings.

_ Trans By: RAD.JMP
oo Printed: 08/11/2000 (2300) Batch 11.8242

' MAMTOMTA DRAANTINAR  TMATNG _ Chart Copv - I
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ARKANSAS CHILDREN'S HOSPITAL
800 Marshall Street
Little Rock, Arkansas 72202-3501
(501) 320-1100

ORTHOPABDIC CLINIC NOTE

NAME: 3 DATE: 08/21/2000
ACCOUNT#: i
MR #:

HISTORY OF PRESENT ILLNESS: This patient is a 13+11-year-o0ld that
for painful scoliosis. The patient had an MRI in

ig following up

the interim which was read as normal MRI of the cexvical, thoracic,
and lumbar spine. The patient reports decrease in pain in his back
overall. However, he has a new complaint of bilateral knee and left
shoulder pain. The parents feel that this is due to the fact that
he went innertubing yesterday all day at the lake. The patient
states that when he does have back pain, his pain is in his low
back.

PHYSICAL EXAMINATION: The patient has a large right rib hump and

left shoulder blade prominence. He has a normal gait, and the rest
of his physical exam is unchanged. X-rays today bending AP were

done which shows a curve that appears to be flexible.

PLAN: We discussed the risks and benefits of surgery with the
patient including the optioen of no surgery and a prognosis for his
curve. We feel that his curve will continue to worsen over time,
and that surgery is his best option. The parents agreed to consider
any dquestions that thev have about surgery, and we will write those

calls to set up surgery that we have

dowvn and ask when
scheduled for him. He will need a posterior spinal fusion for this
curvature, and we will call the patient for scheduling in the
future.

tran: 08/21/2000 job id: 53441

dict: 08/21/2000
WG/MDQ34

Qosaszose

EXHIBIT NO. 1F
PAGE: 53 OF 58
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EXHIBIT NO. 1F
_ . ) PAGE: 55 OF 58

Nanme: ! e A L ’
ARKANSAS CHILDREN’S HOSPITAL L P
800 MARSHALL, LITTLE ROCK, ARKANSAS 72202-3591 | DOB: . ... r~~ -Age: 13 Sex: C-M
DIAGNOSTIC RADIOLOGY Adm #: financial Class: INS
Room: Loc: ORTCL Adm Date: 07/31/2000

Diagnosis: SCOLIOSIS
Pertinent History/Reason For Procedure? SCOLIOSIS

Could Patient Be Pregnant?

- Date/Time Exam Taken: 07/31/2000 0859
._l Oxdering MD: _ .
Attending MD: T

Exams: 1. SPINE 3 FEET - AP VIEW 000376992
_J 2. SPINE 3 FEET - LATERAL VIEW 000376993

STANDING 3 FT AP & LATERAL SPINE: 7/31/00 #1

There is a 35 degree thoracic scoliosis convex to the right measured
from T8 to Li. There is - a 30 degree curve convex to the left measured
from L1l through L4. '

IMPRESSION: Scoliosis as described above. No vertebral anomalies
noted.

D: 7/31/00 - T: 7/31/00

7 Trans By: RAD.JMP
/ ] - Printed: 07/31/2000 (2349) Batch #1885

TNERAMAMTACMTA OANTAT. VIV

Chart Copy-




03/09/2009 MON 16:51 pax- : . .
T @057/059

ARKANSAS CHILDREN'S HOSPITAL EXHIBIT No,
800 Marshall Street PAGE: 56 OF 85
Little Rock, Arkansas 72202-3501
(501) 320-1100

ORTHOPAEDIC CLINIC NOTE

NAME: . \ _ DATE: 07/31/2000
ACCOUNT#: _
MR #:

HISTORY OF PRESENT ILINESS: - i is 13 years old, and is seen
today regarding scoliosis.  He had a positive school screening in
05/00, went to see Dr. - :, and was referred here for further
evaluation. He complains of back pain with activity, sometimes back
pain at night. He sleeps on the floor, takes Motrin for the pain.
He 1is not active in saports. He feels he camnnot participate in
sports because of his back pain. FAMILY HISTORY: Positive, mother
may have had scoliosis. PAST MEDICAL HISTORY: Negative. He did
have a previous run over injury as a child and had a fracture of the
head, and he also had a fracture of the pelvis. REVIEW OF SYSTEMS:
Otherwise negative. ALLERGIES: No allergies. No ongoing medicines
other than the occasional Advil.

PHYSICAL EXAMINATION: He has a normal gait. He can walk on his
heels, walk on his toes, perform a deep knee bend. The pelvis is
level on forebending. He does have a rib hump and a lumbar
prominence. Deep tendon reflexes are within normal limits.
Straight leg raising 1is negative. There is no wasting and no leg
length discrepancy.

X-rays taken today show a curvature from T8-T12 of 48 degrees, and
from T12-L4 of 36 degrees. He is Risser 0.

IMPRESSION: Severe back pain with scoliosis.

PLAN: I explained to mother that I thought his curvature was large
enough that it was likely to require surgery, but I was concerned
about the fact he was bhaving so much pain. I thought he would need
a preoperative evaluation of his spine to consist of an MRI to make
sure he does not have some intrinsic lesion of the spine causing
this pain. We will go ahead and schedule this for the near future.
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ARKANSAS CHTILDREN'S HOSPITAL EXHIBIT NO. 1F
PAGE: 57 OF 58

800 Marshall Street
Little Rock, Arkansas 72202-3501
(501) 320-1100

ORTHOPAEDIC CLINIC NOTE

NAME : e
ACCOT™TH \__ _ o
MR#:.

CONTINUED. ..

We will sBee him back after that, and if there is no spinal cord

abnormaliti/ﬂ;,wiii’igfiider scheduling him for surgery.

Ty T

Attending Physician

cc: DR.

15 SN
Referring Physician: =~
tran: 07/31/2000 job id: S1405

dict: 07/31/2000
RDB/MDQ34
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EXHIBIT NO. 2F
PAGE: 1 0F 22
REPORT OF EDUCATIONAL EVALUATION
Lake Hamilton School District; Peatcy, Arkansas
NAME: ... AGE::
DATE OF BIRTH: = = SEX: male
ASSESSMENT: 1-11-2003 GRADE: 9
EXAMINER:. - SCHOOL: Lake Hamilton
VISION SCREENING: Passed 9-25-02 DOMINANT HAND: Right
HEARING SCREENING: Passed 9-25-02 REEVAL CONF BY: 1-11-06
REFERRED BY: Reevaluation LEARNING STYLE: Visual
REASON FOR REFERRAL:
... _vasreferred for his three year reevaluation. Reestablishment of eligibility is not
necessary due to thenature ¢ ..~ disability. This battery will be used as a tool by
the evaluation committee for programming purposes ~ ~ °3 currently receiving special

services in self contained classroom.
EDUCATIONAL HISTORY

: .repeated second grade and he has changed schools at least 5 times. School
 attendance 1s reportedly satisfactory.
‘... _ ad educational and speech language evaluations done by Lake Hamilton School in
1997 and 2000. The results of those evaluations may be found in his due process file.

Results of those evaluations reflect ability level in the borderline range as measured by
the WISCIII with scores as Verbal 63, Performance 82 and Full Scale 70.

BACKGROUND INFORMATION and
DEVELOPMENTAL/SOCIAL HISTORY

. family consists of his mother and younger brother. The Home/Health Form was
completed by his mother, Birth history was reportedly complicated by Caesarian section
delivery. Developmental problems considered significant a skull fracture due to being
drapped and a delay in developmental milestones. Speech therapy was provided to the 1 89
7 hen he was enrolled in Lake Hamilton School.
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CURRENT EVALUATION INSTRUMENTS

Assessment Tools

Curriculum Based Assessments

Observations

Teacher Present Levels of Functioning

Review of School Records: Attendance, Test Results, Grades, Conduct

Physician Statement
Behavior Evaluation Scale-2

RESULTS OF CURRENT EVALUATION INSTRUMENTS

Curricalum/Classroom Assessment Information

Curmiculum/Classroom-based assessments indicate weaknesses in the areas of reading
comprehension.

Curriculum/Classroom based assessments indicate strengths in the areas of apelling,
Classroom Observation

__was observed in his Math class. He was actively working on the appropriate task.
‘He appeared organized and to be following directions. He interacted with peers, but was
not easily distracted.

" isquiet, studious and usually on task. He is polite and waited to ask questions.

Adaptive Behavior
On the Behavior Evaluation Scale--2, a teacher rated measurement, a score of 6 or below
is considered significant. ~ was rated by his teacher in the following manner:
Area Standard Score
Learning Problems . ‘
Interpersonal Difficulties 11
Inappropriate Behavior 10
Unhappiness/Depression 8
Physical Symptoms/Fears 9

Adaptive Behavior Quotient 93

NO.1@5

EXHIBIT NO, 2F
PAGE: 20F 11

190

p1e
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EXHIBIT NO. IF
PAGE: 3 OF 22

SUMMARY OF CURRENT DATA

An ohservation showed on task behaviors and lack of distractibility. His BES-2 indicated
no deficit areas.

Suspected PHC with supporting evidence and committee clause
Evidence of suspected handicapping condition
Based on previous evaluations, observations, teacher reports, and current evaluation
results, it is the recommendation of this examinertha. ~ jualifies for special services
under the disabling condition Specific Learning Disability
Curriculum and Programming Recommendations

" best learning style appears to be visual. This is based on indicators from
appropriate evaluation tools, Recommendations based of,...  valuation are as
follows: '
1. Provide _ with preferential seating at or near the front of the classroom.
2. Review witl. __ _ ilass more often than you might for another class.

3, Use praise and positive reinforcement as often as possible and appropriate.

4. When giving directions in a large group setting, an attempt should be made to include
visual aids such as gestures, charts, pictures, and various symbols.

Educational Examiner

191
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EXHIEIT NO. 2F
PAGE:40F 22
REPORT OF EDUCATIONAL EVALUATION
Lake Hamilton School District
Pearcy, Arkansas

NAME:.

DATE OF BIRTH:

AGE:

SEX: Male

GRADE:; 12 - Graduation 5/2006

SCHOOL: Lake Hamilton High School

VISION SCREENING:  Passed 2/24/06 . -
HEARING SCREENING: Passed 2124/06 _ _
REFERRED BY: Review of Existing Data Committee

REASON FOR REFERRAL:

; was referred for his three year Review of Existing Data in accordance with the
Individuals with Disabilities Education Act (IDEA). Reestablishment of eligibility is not
necessary due to the nature of ‘s disability. All existing data, teacher reports,
social history and curriculum connection will be utilized to establish.. s strengths
and weakmesses and for providing data for his review committee.. Upon his graduation in
May 200€ _ __+ill be dismissed from the school aged special services program.

HISTORY/BACKGROUND

Transfer student from Glenwood to Lake Hamilton as a 2" grader.

Frequent moves prior to enrollment at Lake Hamilton.

History of special education placement and services to include speech/language.
Records indicated that ‘epeated 4™ grade.

His family consists of his mother and one younger brother.

Surgery at age six for curvature of the spine additional medical history is unremarkable.
He is to wear glasses for driving. ‘

School attendance is currently good.

Attendance in the moming at Rehab

At semester his grades were; 2 A’sand 1 B.

DATA REVIEWED

Social History

Review of School Records: Attendance, Test Results, Grades, Conduct
The Curriculum Connection

Observations

Teacher Present Levels of Functioning

Behavior Evaluation Scale-2

Vision/Hearing Screening

192

P19
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EXHBITNO.2F
PAGE: 5 0F 22

RESULTS

Curriculum/Classroom Assessment Information

Curriculum Connections is a classroom based assessment that identifies grade based
content area knowledge and skills. (see attached)

Curriculum/Connection based assessments indicate weaknesses in the areas of
capitalization, punctuation, word usage and literature. Skills in these areas were not
present but emerging.

Teacher Present Levels of Functioning

Finance instructo . ieported a positive attitude, good class preparation, work
completion, attention and following directions. Classroom modlﬁcahons were the use of
a peer ttor.

Classroom Observation

as observed in his English classroom. " was serious about his assignments
and motivated to do his best. He was focused and on task.

Adaptive Bebavior

The Behavior Evaluation Scale provides a measure of adaptive skills which is relevant
and meaningful to educational assessment and the educational environment.

On the teacher rated measurement, a score of 10 is considered average. ~ /as rated
by his resource room teacher ¥ ' '

Area Standard Score

Communication 4

Self-Care 11

Home Living 3

Sacial 5

Community Use 7

Self-Direction 7

Health & Safety 3

Functional Academics 5

Leisure 1

Work 7

Adaptive Behavior Quotient 7R

193
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EXHIBIT NO. 2F
PAGE: 6 OF 22

Summary

Based on._ s previous evaluation (see in due process file), obscrvations, teacher
reports and current data. ~ *, continues to meet state criteria for Specific Leamning
Disability,

)
~

n \, s

‘Educational Examiner

194
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EXHEBIT N0, 2F
REPORT OF TEST RESULTS PAGE:T0F 2

STUDENT._ e - ZSTDATE. _
GRADE: AGE.______ SCHOOL.Xal Wissulons

oo it
WECHSLER INTELLIGENCE SCALE FOR CHILDREN - il 5
(AVE. RANGE 90-110)
VERBAL SCORE _ (3
PERFORMANGE SCORE __ 3z
FULL SCALE SCORE _ 70
WECHSLER INDIVIDUAL ACHIEVEMENT TEST
(AVE. RANGE 90-110) -
Basic Reading 74 vMI QoZ- (AVE. RANGE

90-110)
Mathematics Reasoning 73 DTLA-3
(AVE. RANGE 6-12)

Spelling SZ Subtest Il __/
Reading Comprehension 7 Subtest 1X f
Numerical Opsrations 77 |

—oip————

Written Expression
Language Screener

COMPOSITES ;Smg._/a_ _/;%{@@éf
Reading - 7/ , jéjg Grid e f@z,_/
Mathematics 7/

Writing

199
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: : EXHEMNO.2F
REPORT OF ACHIEVEMENT TESTING PAGE: § OF 12
STUDENT . T TE
SCHOOL ' AGE

o~ ™~
WOODCOCK READING MASTERY TEST-REVISED (FORM G/ FORM H
(Average Range $0-110) — |

AREA STANDARD SCORE

Word identification Y

Word Attack : &3

Word Comprehension Gl

Passage Comprehension (2

BASIC SKILLS CLUSTER ¢.7

READING COMPREHENSION CLUSTER ./ .
TOTAL READING CLUSTER ! :

‘\“.
KEY MATH - REVISED FORM A @M B/

{Average Range 90-110) e e
AREA STANDA’RQ SCORE
Basic Concepts /A

- Qperations X
Applications : 2L
TEST TOTAL L3

TEST OF WRITTEN LANGUAGE 3

SUBTEST SCALED SCORE
Vocabulary 5
Spelling -5
Style b
Logical Sentences g
Sentence Completion 7
WRITTEN LANGUAGE
QUOTIENT (Contrived
Section)  ______ é_é _______

196
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EXHIET NO. 2F

PAGE: 9 OF 2
LAKE HAMILTON PUBLIC SCHOOL

SPEECH/LANGUAGE EVALUATION REPORT

NAME:

DATE OF BIRTH:

AGE: , T ‘
SCHOOL: Lake Hamiliton Middle School
EVALUATION DATE: December 10, 1999

. HISTORY/PRESENTING COMPLAINTS

~ ige 13 years, 2 months, was seen for a spaech and language regvaluation.
has been receiving speech therapy services here at Lake Hamilton for a speech and
language disorder.

This speschfianguage evaluation was conducted to help determine his
communication strengths and weaknesses as well as his current level of speech and
language functioning.

Medical and developmental history reports as waell as the resuits of his
Psychoeducational Evaluation can be obtained from his due process folder.

GENERAL OBSERVATIONS

... -came willingly to the testing situation and was very cooperative. He interacted
well with the examiner and was very pleasant and communicative. His response time
to the individual testing tasks appeared to be appropriate. This evaluation is believed
fo be a valid assessment of.__ . speech and language skills at the time of testing.

TESTS ADMINISTERED

CLINICAL EVALUATION OF LANGUAGE FUNDAMENTALS-THIRD EDITION
COMPREHENSIVE RECEPTIVE AND EXPRESSIVE VOCABULARY TEST

ARIZONA ARTICULATION PROFICIENCY SCALE

GOLDMAN-FRISTOE TEST OF ARTICULATION

ORAL PERIPHERAL EVALUATION

INFORMAL ASSESSMENT | 197
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[EXHIBIT NO. 2F
PAGE: 10 0F 22

SPEECH/LANGUAGE EVALUATION

The COMPREHENSIVE RECEPTIVE AND EXPRESSIVE VOCABULARY TEST

assesses oral vocabulary and identifies any discrepancies between receptive and

expressive oral vocabulary skiils. . __ i receptive language standard score of 72

and expressive language standard score of 59, yielded a general vocabulary

standard score of 59, Standard scores between 110 and 90 are considered to be
~ within the normal range.

The CLINICAL EVALUATION OF LANGUAGE FUNDAMENTALS-THIRD EDITION is
an individually administered clinical tool for the identification, diagnosis, and follow-up
avaluation of languagea skill deficits in school-age children, adolescents, and young
adults. The results of each subtest are as follows: :

SUBTEST RAW SCORE STANDARD SCORE
Concepts and Directions 1 ' 3
Word Classes 22 6
Semantic Relationships 8 3
Receptive Language Score: 53

Formulated Sentences 13 3
Recalling Sentences 21 3
Sentence Assembly ' 15 8
Expressive Language Score: 61

Total Language Score: 54

The higher language scoré of 61, minus the lower language score of 53, reveals a
difference of 8, This difference is considered to be statistically significant.

Standard language scores between B5 and 115 are considered to be in the average
range.

The concepts and directions subtest assesses the ability to interpret, recall, and
execute oral commands of increasing length and complexity that contain concepts
requiring logical operations.

‘The formulated sentences subtest assesses the formulation of simple, compound, and
complex sentences.

The word classes subtest assesses the ability to perceive relationships between wor498
that are categorized by part-whole and semantic class features and synonyms and
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EXHIEIT NO. OF
PAGE: 11 0F 22

antonyms.

The recalling sentences subtest assesses the recall and reproduction of sentence
surface structure as a function of syntactic complexity.

~ The sentence assembly subtest assesses the ability to assemble syntactic structures
into grammatically acceptable and semantically meaningful sentences.

The semantic relatioriships subtest assesses interpretation of semantic relationships in
sentences.

The ARIZONA ARTICULATION PROFICIENCY SCALE-R was administered to assess
consonant and vowel production in words. ... achieved a total score of 97 ; a
percentile rank of 1, and a standard score of 27 , based on a standard score
distribution of a mean of 560 and a standard deviation of 10. These scores indicate a
moderate disorder when compared to his chronological age. The following errors
were noted: vowslization of /$'/and /&'/, /gw/for/gr/.

The GOLDMAN-FRISTOE TEST OF ARTICULATION is designed to assess the
production of consonants in words and in sentence form. The following is an
interpretation of the results: /w /forinitial /r/, /f/forinitial /&7, /f/for initiat / &/,

/d/formedial /%/, /bw/for/br/,and/dw/for/dr/. These results indicated a
percentile rank of 8 when compared to other children of his chronclogical age.

An ORAL PERIPHERAL EXAMINATION was conducted to assess the structure and
function af the lips, tongue, and the hard and soft palate. There were no observable
deviations in structure or function noted that would adversely affect speech.

An informal assessment of vaocal skills revealed characteristics to be within normal
limits.

During an informa! assessment, fluency skills were judged to be within normal limits.

VISION/HEARING EVALUATION
Audiometric screening at 20 dB indicated normal hearing acuity bilaterally.

Vision screening done by the school nurse was passed and recorded.

DIAGNOSTIC IMPRESSIONS AND CONCLUSIONS 199
Based on the results of this evaluation and the ARKANSAS GUIDELINES AND
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SEVERITY RATINGS FOR SPEECH/LANGUAGE IMPAIHMENT, _.___ exhibitsa
moderate articulation disorder and a moderate-severe language disorder. itis
recommended that . __  -continue 10 receive speech and language services at this
time. :

200
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VISION/HERRING SCREENING
STUDENT v - - GRADE /A,

DATE EXAMINED é[ ﬂ()b

EXAMINER (5) ] .

EYE EXAMINATION:
RESULTS ACCEPTABLE __~” _ ___ FESULTS UNACCEPTABLE

COMMEN'TS

Letter sent to parents requesting examination by speciallist:

yes - ne
HEARING SCREENING: .
RESULTS ACCEPTABLE : l/ RESULTS UNACCEPTABLE

COMMENTS:

Letter sent o Parents requesting examination By epecialiati
: yés ' a0

01
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Amytown Public Schools PAGE: 140F 2
INDIVIDUALIZED EDUCATION PROGRAM (IEP)
Name: _ ) Date of Birth: _! Ss#:
i (MDY
Age: 18 School/Site: Lake Hamilton High School Date Developed: ~ 04/07/05
Duration of Service(s) fom 040705 to  04/07/06 (M)
(MD/Y) (M/D/Y)

(Excluding summer months and school holidays untess otherwisc indicated);

Grade: 12 Semester: ) ’ QGrade: 12 Semesterr 2

PROPOSED SCHEDULE OF SERVICES

| Course Grade, . Course Grades,

Course/Activity Gen) Sp. 52@53?:?:3 lgey' Course/Activity Gen) Sp. 52&"13‘1533‘5‘2

%3') sd: Joint | ... ’ %:ln E: Joint

ACTI O[&F0[F Ol AT o @f&TO
CRACTL. Nulicgls G’LD& %‘MD,M%
BT T olzxo|=z{o| =270 45|

-3t o|lo|oo|0| SH O D'EIIDll:I
- Qjaioojaf Qo D}D!D ‘

o oo|ag|olal’ nio|olgio
ojo|ojnio Djololoig,
;'Toml Amount of Time (weekiy): Gen. Ed, Sp. Ed. Tota) Amount of Time (weekly): Gen. Ed. $p. Ed. .

SCHEDULE OF SPEECH LANGUAGE PATHOLOGY SERVICES

Semester: _12-1 AND Semester: _12-2

None Needed ] SCHEDULE OF RELATED SERVICES | None Needed (@

[ TR | R "'"W—T___I—“!-l_el-a.!‘é&"”m.T—m e R b R

L. Services | Location = ‘Fre,quencyl Amount;_ __ Services Location ( Frequency i Amoum!

1 (check one) [Jgive [ deny permission for to bill my private insurance for the above services,
woree e _4..__(‘;&;“,:;6;;5“_ R

ADE $PED Required Form - Rev. July 2000 PRHEIM Report
IEP - #100 3 RC=l ard
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Name o Date _ 04/07/05 Page  EXGHTNO.ZF
- T " PAGE:130F Y]

STATEMENT OF PARENTAL PARTICIPATION AND CONCERNS

©  sre invited and aunged the conference.

Both had input int¢ ./ programming. - . §issupportiveof ;  alacement and programming -

——— e b A Wt A ie e m ies e ——— ot

SUMMARY OF PRESENT LEVELS OF EDUCATIONAL PERFORMANCE

{Based on most recent evaluation/assessments which may include: the resulis of any State or
district-wide assessment (not applicable to preschool), academics, behavioral,
. medical, funcitonal, developmental, vocational, secialf
I. Describe strengths relative to general corriculum/appropriate activities:
(§ - 21 years) (3 -5 years)

y . ' 7 /8.2 visual learner. His strengths relative 1o general curriculum are in the area of math application and computation. ¢ f o
_.. seems 10 be & good worker and has level herded socia) interaction with teachers and peers T

1. Describe how the disability affects involvement and progress in general curriculum/appropriate activitics:
’ (S-21 years) (3 -5 years)

veaknesses are in the area of reading decoding, spelling and reading comprehension .

——emay m et n . P . - Cmeemer ae et @ Seri@ed Bem s 4 ¢ 4iva.

" - ot ——— L S | AR G R S} PR T ST e et i = e pen . ——oat i nya
—— ittt s — i P T IR T e ~—
. —— — Ry pmm e e = s e b e e y———— - - .
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EXHIEIT NO. 2F
PAGE: 16 OF 22
Name 'Date Page of

— i
o I

CONSIDERATION OF SPECIAL FACTORS

15 this a studcnt who demonstrates ased for any of the founwmg

1. Positive behavioral interventions, and supports, and other strategies ' 0
to eddress behavior that impedes his/her leaming or that of others? -

If yes, oxplain

2. Accommodations for the snilent's Limited English proficiency, including a.
alternative language services and/or ingtruction in a language ather than English?

If yes, explain

3. Instruction in Braille and ths use of Braille in reading and writing skilla wd appropriate O
reading and writing media, in the case of the student who is blind or visually impaired?
If yes, explain :

4, Special communication consideration? (includiﬁg. bt not lirnited to, O
swdents with hearing or visua) impairments)

If yes, explain

NIRERGR

§$. Language and special cormmunication consideration, direct communication with peers .0
end profaszional personne! in the student's language and conmmunication mode, :
consideration of acadewnic level, direct instruction in his/her language and
commumication mode, for the student who ie deaf ¢r hearing impaired?

—_— 1f yes, explain . - <~

N

6. Assistive teohnology devices and services a9 requized for ths stideut to D
benefit from gpecial education and related services? (The TEP Team determines
if AT devices will be used in the home gr other semngs,mm'darfonhecmldw
receiva FAPE.)

If ye9, explain

Mdltlﬁnnll_y . Yes - .
7. Caa the student follow regular discipline policies? EJ/E]O Atendance policies? | B/ a
'no, explain : : -

8. Caatbe atudent participate in standard administration of stato-wide end - . g o
district=wida required assessments? (Not appllcable to pre-school)

List accommmodations nseded (if any) consistent with IEP and teet adwiuistration guidelines.
S oo g — e Gndudo e
SR A WV W It

Will the student participate in the Arksusas Alternative Assessment Program? a E/

Ifyes, provide a statament of why ths child csnnot partisipate in ths regular sasessment.

Ifyes, provide a mtment of why the alternate asscaament selscted is eppropriatc for the child

9. Asethers other factars which eed cousideration? : a a/ 204 .

I yus, explain

ADE SFED Required Form - Rav. Pebrunry 2005
IEP . 9102
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Name ™ °~ = Date___ 04/07/05 _ Page _ Expfmuo.se
' : PAGE: 170F 2
INSTRUCTIONAL MODIFICATIONS, SUPPLEMENTAL AIDS, AND SUPPORTS
|TEACHER'S INITIALS
Modifications are supplementary alds FREQUENCY CODES TTTITIT]
and supperts to the regular education C Classwork i
program. Only those modifications that H  Homework SUBJECT AREAS
are required to ensure the student's T Test ‘ MTTTT
participation In the regular education A Al |
program should be considered.
- |
ALTER ASSIGNMENTS RBY PROVIDING. (0 None Needed
Reduced asslgnmams/appmpnsta aclivifles Afad *_r Alaraia
Extra time for completlng asslgnments/appropriate acllvllles__m-- o A[AlA NN .«_;M_I- )
A w— P PR I LY ol as o ! —_—
Emphasls on major points AAALMIA A '[ i |
L ... e e v——s 91 +~1
e ———— e rerne — L bl
ADAPT ]NSTRUCI' ION BY PROVIDING O None Needed
Opporuniy fo répeat and explsin Instructions alatalaia ;4 !
Study gulde . ATA|A AIA‘A! ]
. o apude
[ Extra time for wrilten regponse AR |
- Lt "
—=Exira {ime for oral/augmentallve communlication response AfAlalala]a L{
TA\DAI"]" MATERIALS BY PROVIDING. {J None Needed ‘
i Altored furrnat of matenals ALALA A4 |
;_______ SO . [ At !
e e e - ;
| |
[ o —_
| ADAPT TESTS BY PROVIDING (Not Applicable to Presehool): (0 None Needed [
Word bank T Tq" T\T|T il
| ElimInation of essay sec(ion; T LLIRERNRS RN
i Tesis of educed Iangth and amall group fasting .-_M T_‘!‘TBT TiTY N
]

205
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Name\'l 7 — : L Date 04/07/05 Page  EyodTNO.2F
T . . PAGE: 18 OF 21
INSTRUCTIONAL MODIFICATIONS, SUPPLEMENTAL AIDS, AND SUPPORTS (cont.)
TEACHER'S INITIALS
Modifications are supplementary alds FREQUERCY CODES T TTT
and supports to the regular education C Classwork A A Y I
program. Only those medifications that H  Homework _ SUBJECT AREAS
are required to ensuro the student's T Test [ N
participation in the regular education A Al | ' ; )
program should be considered. | l i |
EENEREN
MANAGE BEHAVIOR BY PROVIDING : (¥l None Needed
—— Ll S — ! et |
P T
- _J .._J__J._ il
ACCESS TO EQUIPMENT/SUPPORTS: ¥ None Needed
o — T
S LT
P P
| S ol
; |
i__ [ : LI L]
— - . Lot L

- e c———— .

SUPPORTS FOR PRESCHOOL/SCHOOL PERSONNEL: 2 None Needed

S
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Name ... . Dae___04007/05 _ Page ___ offXBTNO.¥
PAGE: 100F 2

CRITERIA FOR DETERMINING LEAST RESTRICTIVE ENVIRONMENT (LRE)

The following ¢ritéria shal} be used by the individualized edueation progrem ([EP) Team as a basis for determining the educational placement of a studeny
with disabilitics in the least restrictive environment and 1o ensure that such placement is based on the student's [EP, ( v ) ladicates that criteris have
been reviewed.

f. To the maximum extent appropriate, students with disabilities, including students in public or privats insticutions or other care
facilitics, arc cducated with students who do not have disabilities
2, 7 Spkcial classes, separate schooling or other removal of students with disabilities from regular education environment oeeurs only

when the nature ar severity of the disability is such that education in reguiar classes/appropriate preschool environment with the
use of supplementary aids and services cannat be sehicved satisfactarily

3 "] A continuum of aliernative placements is available to the extent necessary 1o implement the TEP for each student with a disability,
including instruction in regular classes, special classes, special schools, home instruction, and instruction in hospitals and institutions

4 Provisions have also been made for supplementary services and supports (such as resource rosm or itinerant instruction) to be
provided in conjunction with regular class placement/ appropriate preschool environment

5 Educational piacement is determined at least annually

6 vl Educational placement ig being made based on the student's [EP

7 W Educational placement is as ¢lose as possible to the student's home
Y} Unless the IEP of a sdent with a disability requires some other armangement, the student is educated in the school which

he or she would attend if not disabled

(b) Consideration is given  eny potential harmfu) effect on the student or on the quality of services he or she needs

8 %] Each student with a digability participates with students who do not heve a disability in nonacedemic and extracurricular services

and activities, including meals, recess perinds, etc., 10 the maximum extent approprigie 10 the needs of that student
9. ™ To the maximur extent eppropriate, studeats with disabilitles placed in residential ssttings are glso to be provided opportunities
for participation with other students
For preschool students with a disability, consideration is given 1o the setting where the student is presently spending most of
his/her day or where the student could be spending time if the student were not disabled

L8

- JUSTIFICATION FOR EDUCATIONAL PLACEMENT SELECTION

The fallowing statements of student needs will be reviewed by the IEP Team for each identified Student with e disability. This should be used as a guide ©
assist the committee in dotermining the eppropriateness of the student's educational placement ag it r¢latas to the LRE. This list is not inclusive of all the
unique student needs which the TEP Team may wish to consider. The committee should review each of the following statements of need and add any
additional statements to the list in determining which of the statements apply to the student in question,

YES NO
1, [0 Srudent's acquisition of academic/developmental skills as addressed on the JEP can be met through modification/adaptation of
the genera! curriculum
Small group instruction is necessary for this student Lo acquire skills specified in IEP
Behavior management techniques established in student's IEP require a degree of structure which cannot be implemented in a
large group setting
The student’s needs as addressed in 1EP goals and objectives cannot be satisfactorily achieved in the general educational/preschosl
¢nvironment even with the provision of supplementa! aids and supports
Student's behavior significantly impairs his/her ability to lean in a Targe group setting, as well as impairing the learming af other
Students in a large group setting

K KO

OO0 & & O O D"
L8]

[ Based upon individual needs, goals and objectives in student's TEP, the general curriculum/appropriete preschool activities would
need to be completely restructured
7. (O Based upon individual needs and goals and objectives in the student's 1EP, additiona! individualized instruction is required to
facilitate his/her learning
8. vl Based upon individual needs and goals and objectives in the student's IEP, en intensive behavior management program is required
9. /] Greater opportunity is neaded for interaction with peers who are not disabled
10, M Participation in regular nonacedemic classes/appropriate preschoal activities is needed 10 implement goals and objectives
stated in the students JEP .
1. L] {2 A more structured environment is needed than ean be provided in the current educational/developmental placement
12, [0 M Based upon the items reviewed abave, & marc fexible approach to program delivery it required. If Yes, explain.

13 Other statementz of this student's needs: m

ADE SPED Required Form - Rev. July 2000 PR=Progress Repon
IEP - #104 RC=Report Card




11822087 NO. 185

1_4:58

IBITNO. 2F

'—"' o Date Page EGE-.W

Name

LEAST RESTRICTIVE ENVIRONMENT(LRE)
CONTINUUM OF ALTERNATIVE PLACEMENT OPTIONS FOR SCHOOL AGE STUDENTS

Circle the placement (service setting)

vestrictive for this student baged upon deta obtained during his/her

evaluation, [EP development, and revi idand justification far LRE.
Same/or no\ Somalorno No
Regular Regular Reguiar f|Instruction | instruction | Instruction
Class Class Class | |inRegutar |lin Regular {in Reguler
Class Class Class |
Soms Ditset | 21% to BOPs |Minimum of Special Day
ingtruction of the 60% of School- Schoo!
Indirect ‘-‘795 than 21% | \nstructiond) | Instructional s 00 Facity |Residentia) | Hospital | Momebound
Sarvice :,e“g;:,':a: Day in Day in Ta:u?gnte)fny Gresterthan{  School | Program [ Instruction
for Speclal | Resource Spedal 50% of time
Education Searvices ila-si / at the faclity
1 2 3 4 § (] 7 8 )

ALTERNATIVE PLACEMENT OPTIONS FOR PRESCHOOL STUDENTS

Check the placoment (service getting) which is least restrictive for this student based upon data obtaned dunng histher
evaluation and the IEP.

SPECIAL EDUCATION AND RELATED SERVICES DELIVERED IN;
- A [JEARLY CHILDHOOD SETTING  (Reguler presahoal designed primarily for children withewt dieabilitics)
" B OJBRARLY CHILDHOOD SPECIAL EDUCATION SETTING - (Clasaroom designed prirvarfly for children with disahiliu‘.es)
C (JHOME (Services delivered in the principal residsnce)
D [JPART-TIME EARLY CHILDHOQD / PART- mmvcmmx—xoon SPECIAL EDUCATION SETTING
(Combine definitions A and B)
E JRESIDENTIAL
F [JSEPARATE SCHOOL (Public of private day schools for children with disahilities)
G OJITINERANT (Services outside the bome up to 3 hours weekly)
H CIREVERSE MAINSTREAM  (Clastroem desigued for children with disabilities but 50% + withoue disabitities)

List lesser restrictive placoment option which the program developers considered and the reason(s) why that
option was rejected.

“The settion’ perimmng to Transition, Services-isnot, apphcablc below ¢ agc 16 unless )
determme& otherwise by the TEP-Téar, IfnoY applicable, proceed to thé signatuie page Ly

ADE SPED Reqalred Foro - Rev. Pebroary 2008
IEP - #1105
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o ’ EXHIBIT NO. 2F
Name . - Date Page PAREMOED

UPDATE(S)
NEEDED

Transition Plan
Must be included not later than the first IEP
to be in effect when the child is 16 and
updated annuslly thereafter.

DATE REVIEWED: Ovesd o

Education:

Employment;

TRANSFER OF RIGHTS

| have bean informed thet the rights end procadural safeguards effarded to parents under part B of the (ndlvidue! with Disabilities
Education Act, will transfar from my parents to ma when | tum elghtean, exesgt that my parents retein the right to recaiva any
noticas required under part 8.

Student's Signature; Date:

MDY
Transition Activitiss

Transtion Activities Responsibla Semostor(s) Stotus ¥

R Party
Training CLoSsES N W AT [wL,wi| Z

Employment  {Xr7imy( Oftetdr Alinpd KJ'T Tt-2 7

102
raw 3 N =7 <
e e LN L WAV S 5N AN R

Education

[—

* 1= New, 2 = Coninued, 3 = Completed

Student's Courses of Study - List courses of atudy 1o be taken each year that focuses on the student’s
anticipated posi-school owtcomes,

Bth Greds . 9th Grede 10th Grads 11th Grade 12th
School Year: School Yaar;  Aechost : a8 P
[ . I Credits: —— cchoo :Yoar aR_ o gchom.‘feana 185 Sehoe! Yea Qg"&p

Crodite:
% =8 A CT ACT 1
' e’m‘. a’ i N ;QS _ -__ .

\_. [4

ADE SPED Requiralt Form - Rev. Fabry 005
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A L g EXHIBIT NO. 2F
Name ™ . Dem Page PRGE. 0P D

Indtvidua! Bdocation Program (IEP) Team — means a group of indjviduals composed of the parents of o student with &
disabftty; not less thau one regular education teacher of such student (if the studernt is, or may be, participating tn the
regular educetion environment); not less than one special education teacher, or whore appropriate, not less than ene special
educstion providerof such student; s representative of the local edueation agency who is quelified to provide, or aupervise the
provision of, specially designed instruction to Meet the unique needs of stadents with disabilities, is kmowledgeable about the
general curricalum, and is knowledgeable zhout the svallability of vesorzrces of the local educational agency; en individual who
can Interpret the instrucsiona) implications of evaluation results, who may already be a member of the team; at the diseretion of
the parent or the agency, other individuals who have knowledge or speclal expertize regarding the student, Including related
seyvices personne! as appropriate; and whenever sppropriate, the stndent with & dlsability. The public agency shall tnvite 2
student with & dlsabllity of any oge if a purpose of tae meeting will be the consideration of the statement of transiton

services. The public agency also shall fnvite a representative of any other agency thatls Ekely to be responsible for
providing or paying for transition services.

- SIGNATURES OF COMMI
.' e:{“‘- ,3’ AP R AR wsg‘ K T 7z oY 3 43 RN .
S C R Ay e G R ot Pl
pa_ Rt

i

ll

Pareni received a eopy of the IEP on

ADF SPED Required Form - Rey, February 2005
P 7106 210
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R S S

REI MBURSEMENT SOURCE S

RANK

REI MBUR SOURCE CODE

GROUP #

POLI CY/CONTRACT #
*STATUS( A, R, D)
*BRANCH

SUBSCRI BER

SEX

DOB 0/00/00

RELATI ON

RANK
REI MBUR SOURCE CODE
GROUP #

POLI CY/CONTRACT #
*STATUS( A, R, D)
*BRANCH

SUBSCRI BER

SEX

DOB 0/00s00

RELATI ON

RANK
REI MBUR SOURCE CODE
GROUP #

POLI CY/CONTRACT #
*STATUS( A R, D)
*BRANCH

SUBSCRI BER

SEX

bos - 0/00/00

RELATI ON

—_-—‘_-__.______‘_.._--___---__

*- CHAMPUS ONLY

PAGE 2 OfF 2

EXHIBIT NO. 3F
PAGE: 2 OF 43
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HU 1 SPKINGS REHABILITATION CENTER/HOSPITAL
CONSENT FOR TREATMENT/PAYMENT/HEALTH CARE OPERATIONS EXHIBIT NO. 3F
¥608062060008530 PAGE: 3 OF 43
Consent must be signed by the patient/student or by the next of kin, legal guardian, or authorized representative
in the case of a minor.

&( -&Xf/ﬂ% _ : o . -\,/Time SPM

T B 1 __:onsent to my attending physician or
his/her associatés ana-me taov springs nenaoilitation Center nuspiar w perform such tests, to administer such
medications, and to render such treatments which in the judgement of my physician or his/her associates may
be necessary or advisable.

I am aware that the practice of medicine is not an exact science, and | acknowledge that no guarantees as to
result of treatments in the Hot Springs Rehabilitation Center Hospital have been made to me.

I consent to the release of my medical information and records (1) to physicians or their representatives and

other health care providers for the purpose of diagnosis and/or treatment and (2) as may be otherwise required

by law. I consent to the release of medical information to my primary care physician, and entities that are -
providing services to me. ! further consent to the release of the necessary medical information and records

to my insurance companies, managed care organizations, government agencies, outside reviewers, and for
research, education, quality and /or peer review, or patient satisfaction assessment.

1 consent to the payment of hospital and physician’s benefits directly to the Hot Springs Rehabilitation Hospital.
Benefits will not exceed the hospital’s regular charges. 1understand that | am financially responsible to the

Hot Springs Rehabilitation Center Hospital for charges not covered by this assignment. (This does not apply to
Rehabilitation Clients).

F understand that the Hot Springs Rehabilitation Center and Hospital cannot be responsible for the loss of

or damage to any articles of personal property (including spectacles and dentures) kept by me in my room.

1 also understand articles having monetary value, unless placed by me in safekeeping in the facilities provided
by the Hot Springs Rehabilitation Center and Hospital, shall remain my responsibility.

| understand that photographs, videotapes, digital, or other images may be recorded to document my care,
and [ consent to this. | understand that these images will become part of my medical record and become
subject to the same storage and confidentiality policies and practice.

The above has been fully explained to me, and! certify that I understand. o
- o - .- / - oo

Patient is unable to sign because

Signature Relationship Witness

(If no one available to sign consent-complete lower portion page 2)

213




EXHIBIT NO. 3F
PAGE: 4 OF 43

Consent for Treatment/Payment/Health Care Operations
Page 2

Name - SS# Date

Inpatient Hospital Use:

My signature below acknowledges my receipt of information pertaining to a person’s right for making
advance health care decisions under the law.

[ presently have such a document:
___copy attached

__copy available at this location
(copy will be provided by me)

Signature

If no one is available to sign consent, obtain telephone authorization and have it witnessed by two people.

Name of person giving authorization Relationship

Witness ! Witness

8/8/02

214




ACKNOWLEDGMENT OF NOTICE

I have been provided a copy of the Notice Regarding
Medical Informarion with an effective date of 7/1/03
and have been given an opportunity to read it and
ask questions. }

[

Signature: _
Date: i

Printed Name‘./:

~
T

Social Security Number: _.

215
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060802060008530
DISCHARGE NOTICE D
DATE OF
NAME HSRC# - DISCHARGE
: DATE OF DATE OF LAST
SS¥ - . ENROLLMENT 1/24/05 CENTER SERVICE

MEDICAL SERVICE
INSTRUCTIONAL SERVICES

REASON FOR DISCHARGE 20

FORWARDING ADDRESS
, )

JORM ROOM EBED COUNSELOK

Q00

CAFETERIA

PROGRAM INCOMFLETE
VOLITIONAL DROF QUT

a - -
y

HrL4/06

DATE PRINTED

TRAINING PROGRAM INCOMFLETE

EXHIBIT NO. 3F
PAGE: 6 OF 43

6713706

5/03/06
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. » HSRC CLIEd)erA'c[H*/rE 9@1 fr‘ SHEET EMETNe

" "SPONSOR_WEP REHAB Y/N_Y SOURCE OF SUPPORT SELF

e

FUNDING CODE_S95 FISCAL CODE
EMPLOYMENT STATUS_3-NOT EMPLOYED
. FOR WHOM_P-PATIENT EMPLOYMENT INFORMATION

EMPLOYER NAME
ADDRESS
CITY~ST _

ZIP CODE_QOOOQQ PHONE

PAGE 1 OF 2
217




HSRC CLIENOPRERENRICSHERT sweerT

NAME SS# . _HSRCe

[a]

REINBURSEMENT SOURCES

RANK

REIMBUR SOURCE CODE
GROUP #
POLICY/CONTRACT @
*STATUS(A-R.D)
*BRANCH

SUBSCRIBER

SEX

DOB 0/00/00
RELATION

RANK

REIMBUR SOURCE CODE
GROUP &
POLICY/CONTRACT #
sSTATUS(A-RAD)

*BRANCH

SUBSCRIBER

SEX

poB 0s/00/00
RELATION

RANK

REIMBUR SOURCE CODE
GROUP #
POLICY/CONTRACT #
xSTATUS(A-RAD)
*BRANCH

SUBSCRIBER

SEX

poB 0/00/00
RELATION

x-CHAMPUS ONLY

PAGE 2 OF @

EXHIBIT NO. 3F
PAGE: 8 OF 43

218




EXHIBIT NO. 3F

HOT SPRINGS REHABILITATION CENTER/HOSPITAL
CONSENT FOR TREATMENT/PAYMENT/HEALTH CARE OPERATIONS

Consent must be signed by the patient/student or by the next of kin, legal guardian, or authorized representative
_in the case of a minor. ‘

Daie,M@\}\JO‘s_ - : Time X K n~

. Y
‘f L ) §__ SS# > ------- ~onsent to my attending physician or
his/her associates and the Hot >prungs Rehabilitation Center nuspua: «-.rform such tests, to administer such
medications, and to render such treatments which in the judgement of my physician or his/her associates may
be necessary or advisable.

1 am aware that the practice of medicine is not an exact science, and | acknowledge that no guarantees as to
result of treatments in the Hot Springs Rehabilitation Center Hospital have been made to me.

1 consent to the release of my medical information and records (1) to physicians or their representatives and
other health care providers for the purpose of diagnosis and/or treatment and (2) as may be otherwise required
by law. I consent to the release of medical information to my primary care physician, and entities that are
providing services to me. | further consent to the release of the necessary medical information and records
to my insurance companies, managed care organizations, government agencies, outside reviewers, and for
research, education, quality and /or peer review, or patient satisfaction assessment.

I consent to the payment of hospital and physician’s benefits directly to the Hot Springs Rehabilitation Hospital.
Benefits will not exceed the hospital’s regular charges. 1understand that I am financtially responsible to the
Hot Springs Rehabilitation Center Hospital for charges not covered by this assignment. (This does not apply to
Rehabilitation Clients).

I understand that the Hot Springs Rehabilitation Center and Hospital cannot be responsible for the loss of

or damage to any articles of personal property (including spectacles and dentures) kept by me in my room.

I also understand articles having mpnetary value, unless placed by me in safekeeping in the facilities provided
by the Hot Springs Rehabilitation Center and Hospital, shall remain my responsibility.

I understand that photographs, videotapes, digital, or other images may be recorded to document my care,
and | consent to this. I understand that these images will become part of my medical record and become
subject to the same storage and confidentiality policies and practice.

The above has begn fully explained to me, and I certify that I understand.

s

Patient is unable to sign because

Signature Relationship Witness

(If no one available to sign consent-complete lower portion page 2)

060202060080538 PAGE: 9 OF 43
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EXHIBIT NO. 3F
PAGE: 10 OF 43

Consent for Treatment/Payment/Health Care Operations
Page 2

Name SS# ~ Date
Inpatient Hospital Use:

My signature below acknowledges my receipt of mformat:on pertaining to a person 's right for making
advance health care decisions under the Iaw

I presently have such a document:
__copy attached

__copy available at this location __- - - o :
(copy will be prpvided by me) — —

Signature g . IR RE

If no one is available to sign consent, obtain telephone authorization and have it witnessed by two people.

Name of person giving authorization Relationship

Witness Witness

8/8/02

P 220




06086206080060530

ACKNOWLEDGMENT OF NOTICE

I have been provided a copy of the Notice Regarding
Medical Information with an effective dare of 7/1/03
and have been given an opportunity to read it and
ask questions,

Signamre:& / i - T

Date: _}Z‘Q I

Printed Namie: _j

Social Security Number _

EXHIBIT NO. 3F
PAGE: 11 OF 3
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- ,. - Lo } ﬂﬁBnNO 3F
~ HOT SPRINGS REHABILITATTONCENTER HOSPIALD PAGE: 12 OF 43
PHYSICIAN’S ORDERS ) - - 7
DATE § - 01 TIME I’IIS | nAME ' ] S0 — -

—
|
_
_| | IME /78
DATE IH D] e /)45 I namel, | . |ss
VIRDO,, K I !mm,;/ Wk, X Quiobr '
/AT L_;Em' 927V 4/ %) (XIkaod (/.
e PN AN,
= e
. \ /7 - I
____l |TmMe [V PHYSICIAN b/ WivT |
— o . — \ : _
JOATE; _—|—TIIMé’ INAME Y o |sel - T 7 :
/10, T T

[ 193 77 27C 0LMC&Z£
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Z
A i

PHYSICIAN /=2
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2 e
HO\ oPRINGS REHABILITATIGNGENTBICRCSPAL
PHYSICIAN’S ORDERS

EXHIBIT NO. 3F
PAGE: 13 OF 43

DATE ‘,‘ m T™ME DY ) NAME ‘« -

| ss¢

~LLeedon) / PN K3
GII/M i bmas U 2p = Dyl 2

S VS LrES

(bpgaosl Ups LY /L%W USTB
e G0y /a’bl #/_ ot~ qouacls 0 2N 018752 ;7
A . ,4 N , Fj2e/or
NURSE © o Me Ear PHYSICIAN 7 /

—--

SS;

éué_&f'

NURSE .7 = — | TIME [ﬁ?—’ PHYSICIAN ;=
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treatment, state reason and result. State progress or decline of condition for which treatment is administered as often as facility poficy specifies.

| . NURSE'S TREATMENT NOTES
DA | TREATMENT | REASON HELD/REASON GIVEN [ RESULT / PROGRESS | NI,

'@

\/‘\

|

T 1

o et

TREATMfNT RECORD/NOTES



a ’ \/-\
' 0608020600008534 A A
el .. _MEDICATION RECORD . _ . )
NAME c:. T )
-~ §OU-HPFANGE KERADIIITATION LEATET ™ f 2 F'<] 24 #5
}
|
I
. i
a
!
‘,
!
; |
!
|
228




G - - a. - —_

-—

K 060802060000538

EXHIBIT NO. 3F
PAGE: 19 OF 43

MD-87

- - .--- - MEDICATION RECORD . ]
| namil _—_w/_::{_:—ii =D —
MEDICAT 707
229‘ ';i;




10-8-04

s

Lo R

Date: April 10, 2007 9:26 AM .

— Client:—

He is here in follow up of ongolng medlcai care of hls tenla'_ .pedis He denles any complaints at this
time: . - -

Physical Exammatlon is significantly Improved from the prevlous visit. No erythema, etc

---- Data:—None: ——— - -

Assessment/Plan

1. Tenia Pedis—-

a—Clinically stable-and responding-to- treatment without complications:
b._Continue_present treatment
¢. Return to clinic in two weeks.

_m—zrmIﬂrge@ca/l-moblems-addressedin-me.future
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CLINIC NOTES -
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- —F : . . . e e
CC . ’ - "R”

" Date: April 3, 2007 7:43 AM

ser de

— Client:._.._ . _

——Complaint:—The-patient-presents-complaining-of-painful-left-foot-with-a-rash-that-he——

— - states- is—athlete's. foot—for- the—past- two—months. — Has—tried—various—OTC —

______ medications_without.improvement. Demes-any drainage.Nothing will_excerabate
it nor alleviate it.

" Physical Examination

— "The patient’s vital signs are stable. He s afebrile.
----- Extremities:— Symmetrical without edema:—He does exhiblt-an erythematous based——
rash -about-the-toes -on-the-left-foot-as-well-as- some flaking -on-the-ball-of-the-foot——
—-———consistent-with-Tenia-Pedis.—

Data: None.

~Assessment/Plan:
T 1—Ten|a‘Pe'd|s--
~— —= -—-—arldiscussed-t-his-particular- etnology*dlagnosxs,—and treatment-options—————
—- ---b- Will-use vinegar-soaks-followed-by-Nystatin powder-BID-for-one-week-
.+ eme—n--- C.-Dry.clean.and-white.socks.daily.— — ... - _—
..d._Keep feetdry. __ . . e
_e. Return to schedule.
f. See Orders.
g. Return to Clinic’i m one e week.
_. ho- i, ———
2l AII other medical- problemS'addressed in-the future

-
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PROGRESS NOTES

"]

e . TS TmIm T

Date: Tuesday, February 27 2007

Clie_’__'j N _

— Complaint:——TFhe—patient—presents—complaining—of—intermittent—purulent-tinged—

—~— — cough with congestion— without—shortness -of- breath—--for—the— past—few-days:—

— .— —Has_tried OTC.meds-without-results.

_______Other symptoms_does_include:_[ ] chest pain. [ ] fever. [X] headache._[X] sore throat._
[] malaise. [ ] wheeze. [] Other-

Physical Examination
"THEENT:  TM’s are unremarkable. Pharynx mildly injected W|trT5|gn|f icant postnasal drip.

—Neck-issupple-without—anysigniﬁcant—a_denopamy.
—Heart:—The-rhythm-is-regular-without-murmur.
__Lungs:_Clear to_auscultation._Negative_respiratory_distress

Data: None.

Assessment/Plan:
1-URI=
—————arT-discussed-t-his-particular- et]ology, dragnosns,—and treatment options:
b.—Placed-on-antibiotics.
c._Increase fluids
d._Off schedule.
e. Return to clinic if no improvement.
f. See Orders.

a.

a.

——3-All-other-medical-problems-will-be-addressed-in-the-near-future
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MD-56
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DRNNRRFSS NOTES
Name/SS#

Date: Monday, Octoder 16, 2006

|

Cilent:

. - . o .
Complaint: The patient presents In follow up his bumn. He denlés any signmicant amount e~ pomy-1ever, et

-1 —Physical Examination
! The patient’s vital signs are stable and afebrile.
——Pxtremities— Symmetricet-without-edema—The wound-is-significantiy-tmproved with-no-erythema-around the wound;-exept for-the locatized Hrritation-assodated with-heating—
on the peripheral edge. No exudates.

Data: None.

Assessment/Plan:
—— 1. _Secondary. burn.with cellulitis—
3. Resolving.
e e en e ._b. __The ceilulitls appears resolved.
¢ Cinically responding to the current wound care regime. /
e _d.__Continue present treatment.
e.  Foliow up with Or.’ duringsklnroundsmoawer

e

/‘%/.7/06_@7&_ W @ Z

Vs - 5/»&.- @ bun ch T dilD
A?/O @Mn bunn & &Mﬂ ~i&2c/am5ﬁw”’—’__ )
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_Ni

Date: Friday, October 13, 2006 -

Client: !

Complalnt The patient presents complaining of a burn to the left medlal foreamm. He states that 2 days ago whlle working In food service that he"bumped up against a hot
pan. There was no significant treatment at the time, except some type of olntment applled. He Is here complaining of pain, etc. Denles any fever.

Physical Examination
—The pattent’s vital signs-are stable amd afebrite—

Extremities: Symmetrical without edema. However, there Is 8 1 am by 10 an second degree bum to the medial mid left forearm with a band of erythema measuring 4 cm
———about the-bum-consistent-with-cellulitis—

—Data:—None.

— Assessment/Plan:
1.  Second degree bum with assodlated celluitls to the left forearm—
A Idiscussed this particular etiology, diagnasls, and treatment options..
b. Wound care disaussed.
G Piace on PO antibiglics.

d.  RTC on Monday.
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v “9608020600800636 SN,
it Springs Rehabilitation Center
History & Physical
u»n\h::rr Sex J Age J Marital Status
L - ; ME/fD 19 - s &nO-wO-e0 =B
— —CC & history of pre .
iiiness Bio )ﬂl.%}' st 24 \les &) 4 )
Past Medical History Past Surgical History Social History Family History
NONME Yes No Member Al Oiad  Age Reason
Asthma Amputation smokes Al CH Father
Cancer Angioplasty Aloahl T
Depression/Amdety Apendectomy Drugs .
o “a % e
eart
e S o P
sct Hysterectomy Education ) Meafth Hx
Selzures - ol Replacement Grade E a Broher [t
Stroke High 3
= e T ¥ Catege -
Thyrold Disease y Other Empioyment )
(79) 3 . - —] Chidren
Other Qm% Accessiblty
Allergies NK&
ROS checomark 2nd negative, unless otherwise stated.
General [ ] Respiratory [3/ MS M Q(.G. Qﬁ“u‘ w
neent [F A4S plonce a Newo [B7 7
Nek [o Skin K
veat [® Gvn -0 N/ﬂ' Psych ¥
Physical Examinatipn Ig o
T R LB, Y 20 BT F 27

Checkmark indicates examined with findings as written, unless otherwtse stated.

Skin Mvarm and dry without unusual rashes—

Head [ normocephalic—

Ears IYEACs patent. TM clear-

Eyes [“ EOMIL PERRLA-

Nose B’ Septum midline without drainage— .

Mouth [ #A™no oral lestons. Dentatlon unremarkable, Pharynx<les

Neck  [gd/110 JVD or adenopathyor thyromegaly--

Breasts D normal appearing breasts—

Heart E’regular Jrate & rhythm without murmurs or ectopy—

Lungs B’ dear to auscultation—~

abdomen [ ] soft, nontender, no masses-

etemmes] | symmetrical without edema--

Neuralogic[ ] no focal or lateralizing signs—~

Spine D essential full range of motion. No tenderness noted--
Other
J = (5] (]
Diagnosi 1
7 ‘{_? ‘a N Z
Plan-- \ - % h %J ,5/6
- & @ —dl. i
Rrvesen 9/5/2008 Physician's Signature 1 Date
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= WORK EVALUATION - MEDICAL Lt . EaeEmore
Na"é\*,,_ . S8, Date J%‘_) KU o ‘“
ase check the appropriate answer ool et WA
Pl pp p Imptovenel‘it.’ "\ " :‘J * .3 "“"‘\"."‘--: v.\' - |
Physical Function No Problem Problem Expected Not Likely :
] |
UppvnExtremt ~’ e
_Lifting (upyto 85. lbs) \/,
- Pashing’ = - 1= v/]
\Pulhng'--i.m‘ .y l\,.' . \/
= Reaching (including abovg shoulders) s
" Range--of motion’ - - Ay i VA _
- 2.good hands - T -" i VA Ve TAIENE I -
pds.~ . o “"!'4.;.‘-.\‘311»,""\'/. R AN BESNSTEEEEL
Steady hand AT SRS TV A - L
Gobd use of arms V4
Good hand/eve coordination 1y
“ 1 ) - \/
: . I. - E. .l'. \/l
SCoordination, gross 1V,
Reach above shoulders 1 v
Spéed of function L
Lower | Extremity A
Standing VA
Walking 1/
Stooping L -/,
ROM - LA
Twisting  ° \ VA
Bending . V4
Crawling . EVA
Climbing 2 VY
Able to stand 8 hrs "
_‘gmd of function V4
Sensory : .-
Vision /
Color perception WA
nd/eye coordination VA
Hebring Y/
Speech V,
Smell y
Speed of function

, -




WORK EVALUATION - MEDICAL

Ay
‘.\

Please check the appropriate answer
! .| < Improvement
Py Physical Function No’ Problem  Problem Expected - Not Likely
. ,.
Mis,ceglaneous
Ballance \‘
Siftting N,
‘Sensation V)
Speed of function Vv
Bw!ironmental ( .
Work inside WA

York outside

Extreme cold

Extreme heat

~ Wet and/or humid

Nojiise and/or vibrations

Hazards

Atmospheric change

KRKEK KK

I1 1';1@.'
Ca Cardiac

Resplratory

Selizures

Alllergies - Inhalation/Contactant

SIS

Pacemaker

2), Livitad bovduig
: §->..Mwmwem

4| Teystm [Mas_

'J‘\.\_\‘a}-' ‘,‘J ;\l-

MD-94  6/26/87 " Y
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m 6089205900&530 PAGE: 31 OF 43
ARKANSAS REHABILITATION SERVICES

GENERAL MEDICAL ASSESSMENT

—Counselor Name = Location
To Be Completed by Counselor , . ,
ClientsName__ .. ... -, ___ Bithdate, ~ © —
Primary Physician .
Name Location

CLIENT DESCRIPTION OF DISABILITY 4& Selocs & Jé/ ) o~ { a

COUNSELOR OBSERVATIONS__ Cgrofostud - Lyluwd i An jaainy

TO BE COMPLETED BY PHYSICIAN (FRONT AND BACK)
PRIMARY DISABLING CONDITION . X@&/ %K/ Gy
CHARACTERISTICS OF DISABLING CONDITION (Check as indicatéd)

Permanent_ “~ Temporary_____ Stable_____ Improving

Slowly Progressive_____ Rapidly Progresswe '
MAJOR DISABLING CONDITION CAN BE:

Removed by treatment: Yes No

Substantially reduced by treatment: Yes_ « SI
SECONDARY (AND OTHER) DISABLING CONDITIONS:___ =~ M/ 75&:1/4 ') /4:«

PHYSICAL CAPACITIES: (USE SYMBOLS (X) LIMITATIONS (O) TO BE AVOIDED AS APPROPRIATE
UNDER "PHYSICAL ACTIVITIES" AND "WORKING CONDITIONS")

PHYSICAL ACTIVITIES: Walking____ Standing____ Stooping_ A Bending X
Kneeling__ Llftmg k Reachmg Pushing__ X Pulling X’
Other (specify) - " bon 5 -
WORKING CONDITIONS:
Outside Inside Humid Dry Dusty_ - Temperature Extremes
Other (specify)
DEFICITS IN FUNCTIONAL CAPACITY AREAS: (Check appropriate term-- term descnptlon on back)
Mobility___ Communication____ Self-care Seifdirection_____
Interpersonal Skills_____ Work Tolerance____ Work Skills_

RECOMMENDATIONS: (Indicate as Appropriate)
SPECIALIST EXAMINATION ADVISABLE FOR COMPLETENESS OF DIAGNOSIS OR
PROGNOSIS(SPECIFYTYPE)
TREATMENT (SPECIFY TYPE AND APPROXIMATE DURATION)

OTHER

REMARKS:(over) /;,3 JQ{«Q%.L/': ,@744;/ = Ao S hraregaal
An Cosbien /S 7
e /4973 34“ ”)//




(\ ____________ (ﬁl’/{ - /4_ g 2

VO UCU IO U000 IT

7(«*—9 /‘/) 37&4;(4/—\

y :I’( 114
J

YL DI el

{ISTORY AND PHYSICAL
H S ol 16§ :ﬁ/ EBQB-LEM-lND-éAIEQ

lEENT W . : P R
Priger ¢ 4 m ; 2f -,
L=22/¢0 R “lop .
NSION L No Yes_ - 7[)‘7 Py / /h,élﬁ
‘ ; Vir2ite o 4):444«2 / :
IEARING No <« Yes
UNGS . No — Yes
LtLe plo
IEART (BP /R 1 52 ) - No . — Yes
LhZE D= -
JRTHOPEDIC No Yes - el = 2
L

N - L7 & s& L
IE,LZOLOGICAUM_E,N AL STATUS No Yes w2 Kl

2l oSy wntl = L S b A 2

7 7 V4 0 >
ITHER No Yes

| f' |

'HYSICIAN'S SIGNATURE__| | ATE /¢/4%;a

DEFINITION OF FUNCTIONAL CAPACITY AREAS

1OBILITY - Capability of moving efficiently from place to place.

'OMMUNICATION - Accurate and efficient transmission and/or reception of either verbal or non-verbal information.

ELF-CARE - Ability to fulfill basic-needs such as those related to health, safety, food preparation and nutrition, grooming,
-ansportation, housing, homemaking, and money management,

'ELF-DIRECTION - Capacity to organize, structure, and manage activities in a manner which best served the objectives of the
dividual.

VTERPERSONAL SKILLS - Ability of the individual to interact in a socially acceptable and mature manner with co-workers,
upervisors, and others to facilitate the normal flow of wark activities.

VORK TOLERANCE - Ability to carry out required physical and cognitive work tasks in-an efficient and effective manner over a
ustained period of time.

VORK SKILLS - Those specific skills required to carry out work functions as well as the capacity for an individual to benefit from
-aining in those work functions.
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EXHIBIT NO. 3F

) 95H802060000930 Shiitd

REHABILITATION INITIAL DIAGNOSIS AND ASSESSMENT FOR CLIENTS
4601 WEST MARKHAM LITTLE ROCK, ARKANSAS 72205

PSYCHOLOGXCAL SCREENING EVALUATION

This confidential report is generated for Ariansas Rehabiiitation Services use only for the purpose of
determining eligibility and program planuing. It is not to be utilized as a stand-alone document for
treatment purposes, and is the property of Arkanias Rehabilitation Services. It Is not to be released to

any third party.
NAME: )
SOCIAL SECURITY:
BIRTH DATE: :
DATE EVALUATED: ' 11-UB-04
REFERRED BY: T
PURPOSE: Intellectual and academic evaluation relative to
training.
TESTS ADMINISTERED
OHIO LITERACY TEST
WRAT-3
SHIPLEY ABSTRACTION
FULL RANGE PICTURE VOCABULARY TEST
BETA 11
GENERAL OBSERVATIONS:

‘ eports that he is in the 11" grade this year. He thinks he does his best
work in history but has difficulty in a family and consumers class. He has been in a
resource class grades 5 through 11. He has no work experience. He reports scoliosis as a
medical condition. He has an interest in leaming how to cook. He was cooperative during
the evaluation and displayed no unusual behavior except for a noticeable difficulty with
any testing which requires speed.

TESTS RESULTS:

On the Ohio Literacy Test scored in the marginal range of literacy. He
can make out only a few short and simple sentences. He is severely handicapped for work
or training requiring anywhere near average reading comprehension. He could not handle
textbooks or manuals. He would require that instructors or supervisors interpret almost all
written verbal material for him. He could not validly take a written test.

S
‘41920 z%
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WRAT-3 results are as follows:

S50 o

Spelling Standard Score 68 Grade 3— -

849

—— --Reading Standard Score 63 Grade 2-— —- —— .. _ . _.___

Arithmetic Standard Score 78 Grade
5 .

WRAT-3 Reading results are extremely low and are very similar to the Ohio Literacy
Test results. The indication is that he is not really functionally literate. WRAT-3 Spelling
results are far below average and indicate that nas no academically or
vocationally useful spelhng ability. WRAT-3 Arithmetic results are in the borderline
range and indicate that / would be extremely handicapped for work or
training requiring anywhere near average computation and measurement ability.

Surprisingly, his performance on the Shipley Abstraction- places’ i ,at the 88
IQ standard score level. This indicates close to average abstract reasoning ablhty He is
able to discriminate and understand at least lower level series, patterns connections or
relationships. Since only a small amount of reading individual words is required, perhaps
- s could better handle the task and demonstrate at least some area of near
average cogmtwe ablllty

In order to obtain another measure of verbal intelligence not requiring reading, the Full
Range Picture Vocabulary Test was administered. On his test/ ' - scored at
the 82 IQ level. This indicates low average verbal receptlve mtelhgence Although the
has some severe leaming disorders, his vocabulary is fairly close in size to the average
individual and he should be able to understand oral instructions associated with lower
level work or training.

L ‘had a great deal of difficulty with the Beta III, probably because it is such
a closely timed test and requires very quick work. He scored only at the 70 1Q level.
While this would suggest barely borderline nonverbal intellectual functioning, his score
was obtained in a not typical manner. For example, he was able to score in the average
range on a subtest having to do with nonverbal problem solving, while scoring extremely
low on a subtest having to do with quick processing of information.

SUMMARY:
It seems very likely that leaming disorder sympt_oms, especially very slow processing,

interfered with current test taking ability. " - may have somewhat more
ability than he was able to demonstrate. Based only on current test results -

is barely literate, has very poor spelling ability, has borderline numerical ability, has close-

to average abstract reasoning ability, low average verbal receptive intelligence and
borderline nonverbal intelle_ctual ﬁmctxons Based on school history of resource classes
and current test results . « will be diagnosed 315.00 Readmg Disorder and
315.1 Mathematics Disorder. These learning disorders have resulted in numerous areas

& -
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of functional impairment, especially for any academic, training or vocational task
requiring anywhere close to average reading and mathematics ability.

— RECOMMENDATIONS: - —— - _. . e

“ L Despite his handicaps \ ' *appears to have potential for rehabilitation.

~— A

2. Intellectual and academic test results suggest, as well aa _ ' leamning
disorders suggest that formal classroom training would not be a good training
method. He would probably do better in some type of on-the-job training. He
appears to have enough cognitive ability to learn by being shown and told how to
do something. Based on his test taking ability, he should not be expected to
perform tasks requiring quick processing and a high rate of production. He would
do better on work which requires that one do something more slowly, carefully,
and correctly rather than very quickly.

3. Services indicated which should aid in the rehabilitation process include
supportive counseling, vocational guidance, academic counseling, referral for
appropriate training, possible on-the-]ob training, job seeking, job retention and

follow up services as indicated. If akes advantage of these services
there is a possibility that he can compiete training and enter competitive
employment. '
» B
‘Psycou.. . T Emar
RT: hs
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Name
-Occupation
Glasses/Co

1

A B60802068006530
Keystone VS-i Record Form (Standard Targets)

rewi #

EXHIBIT NO. 3F
FoPosE:wAdf &

1135A and 1136A~.  \
VS-1l Screeners

Do %Aﬁ

ntacts: Yeg NoO  Aways( SometimegXT

Distance OnIyD

" Readingd  Multifocals (1
:S(Yes How long since last exam?_ﬁm

Have you ever been examined by a vision specialist? (3 No

2.. Do you have any difficulty with your eyes? [J No~] Yes (If yes) What kind of difficulties?
FAR VISION TESTS — Switch to “FAR" on controt
TEST DESCRIPTION AND KEY ) ; RETEST ACCEPTABLE
(Corresponds to Remote Control Key) See Standards Guide (1)
RIGHT EYE: ACUITY (One MissiAllowed Per Line)
A ] c LT
= - 20730 = 943852
FA|1 20=547638 252428576 30 = 943852 : 20040 = 765623 20725 = 428576
2. 40 = 795823 248 60=7238 : 2020 < 547838
3. 70=9574 100 = § 200=5 . gty z?d -
LEFT EYE: ACUITY .v K ;“ o ‘J&WW (One MissjAllowed Per Linc)
A c gu' o ‘Q.r" ‘(- ‘z‘;.ﬁ“‘ﬂ"" e 20730 2 34675;
F2|1 20e7as02 25578238 46252 iy 3 ﬁ“ S 2
m,ﬂ 3 6254 20)40 = 534268 20125 = 578238
2. 40=534268 50 = 752386 so = 6253 - ‘2 g8, ¥ . F =
2 40=534268  50-75 .5 ;ggoo ;as:_;_ : .,%:_Ls;g!grszsae 2020 = 745032
BOTH EYES: ACUITY L2754 ) % 33 2 -+~ (One Misg Allowed Per Line)
A ] c AT 2 : RO
= = §24 e e 20730 £ 382457
F31 20=857432 25=§ 30 = 382457 3 201500 58 T o3 2026 = 874238
2. 40 = 563472 60 = 8927 o000 = 495 20120 = 857433
3. 70 = 2978 100= 200=9 IS
NIGHT VISION TEST -- Hold Down “Nite" Switch
BOTH EYES: ACUITY e 'fi, : .5;3:5.' i \‘;..‘,"'\'ﬂﬁ.“z R4 I " (One MisgAllowed Per Line)
A B o4 " '-’il'-\.': '\ 1.-K.y-‘o M. -~ - R
= = ALYy T 207082878 )L Ee 20730 = 382457
.3| 1. 20=857432  25=674235 30 = 382457 e YT 0 20002078 ], .
“Uli it o-ames soisw | Cmmbrelt mwBemil i ldue zuzs - arazss
3. 70 = 2978 100 = 43 200=9 : 3 2o STty
INTERMEDIATE DISTANCE TEST (V.D. SCREEN) — tnsert special lens plunger (2)
BOTH EYES: ACUITY T .+ (One Miss|Allowed Per Line)
A B ¢ I '; SIEL 20430 = 382457
F3(1. 20=857432 25=674235 30=382457 | .00, 9. . 2040 semz- s - 871238
2. 40=1563472 50=859423 60 = 8927 201100 <43 30120 = 857432
3. 70=2978 100 = 43 200=9 ae, LIS V. A
FAR VISION TESTS Continued — Release special lens plunger
PHORIA (EYE CO-ORDINATION) 50 0 1 2 3 . s 6 3 o
Fd Red - Latera! A * A - A . A ° A i A * A - A
Green - Vertical RIGHTH. 0 ' 2 3 ‘omno; 8. 9': LEFTH
F-S FUSION Four Bal[sw i 'Four then Th@e Three Balls
Hu-p' 1 ~ M CIE it
F-6 STEREOPSIS (Depth Perception) Cross
COLOUR K
F7 Severe (Red/Green) 79 23 . Two Correct
N RIS
F8 COLOUR { Two Correct

Mild (BlueNViolet) 92 56

,None Correc
LN

. -t

HORIZONTAL FIELD TESTS (3)

C [ I T I I I
NASAL NASAL §§° 70° 85°

RIGHT SIDE

Use reverse side fgr Near Vision Tests
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NEAR.VISION TESTS — Switch to “NEAR” on control

“TEST DESCRIPTION AND KEY AN : . . : ; 8 Standards C 1)
(Corresponds to Remole Conirol Key) : g . ’ e S aggardsc?lde e

RIGHT £YE:; ACUITY
A 8
Net 1, 300347638 25 438576
’ 2. 40= 793013 502357248
3,70 %957 00 =92

’amc 2932852, : |
204252 426576
20420 = 547638 .

; R T S DR e . R A ,'»20130,345751,

b 3= Sas? ¥ %
| e :

. ey - .[
| Tomona

Red - Lateiral:

Grizen « Verical.

Fusion B
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' 69/13/2000 1 -84 tim wumem- —_ e

s

Ordered b,

—ST. JOSEPH'S MERCY -
— . 300 Werner Street, eoss‘mi 20001 — - —— AtlenPiys: €

R =Y eTr STEF - - Admitted:  0/14/06 . . .
Hot Springs, AR 71913-8937 i ;

(501) 6221082 .
Outpatient Laboratory Services

| "M 3 cr ob fo0logy
PROCKDURE: Culture, Throat ' ' '
BOURCE: THROAT COLLECTED: 09/11/2006 08:;00
BODY SITE: Throat . STARTED: 09/11/2006 1!(3_3
i ACCESSION i
Yinal
Pinal Report

Varified:09/13/2006 07:21 .
Abundant Normal Flora after 2- days.
No Group A Strep isolated.

™~
Ordexr Comments
(1) hexc
f
:
1
i
i %
1
As of: 09/13/06 12:32 PM H: High L: Low A: Abpormal
3 . : P
/Admxmd 9/11/06 C: Critical *: Cormrected Discharged: 9/11/06 "o 1ol
_ ; Room/Bed: / Interim-Any

248




08/11/2008 13:36 FAX JU162ZZU81 - 31 JUL VUL/LAD -+ 0> ncosn BT TEYALLS

i ™
m G""“&:x.:‘.
DOB/Sex.
tmy | Med Ret:

Account

___ ST.JOSEPH'S MERCY_ .. . _Oueredby
. 300 Wemer Street , PO Bax 28001 Afton Phys: . . ,
Hot Springs. AR 71913-9937 Admitted. 9/11/06 - -
(501) 6221092 ] Location:  J OP Laboratory /

og%‘uﬁemummsm

[ S§orolosy
Date 9/1106
Time ! 8:15:00
]
Test Expected  Units |
Monouucleosis  [Negative] ]Negadve
9711/06 8:15:00 MONO:
hsre

As of: 09/11/06 1:28 PM Page 1 of 1
Admitted: 9/11/06 " CrCrtieal *: Corrested Discharged:

__ Room/Bed: / N/A

-
i
E

249




‘Sep 11 2006 9127 am .. ,¥yer5icn 1.1
. |oT SPRINGS REHAB CENTER'. feh - —
105 RESERVE AVENUE~ PAGE: 40
HOT SPRINGS, AR 71902
501-624-4411 EXT 313

S

3F
T ‘}

Jo
:ﬁ

e ‘;:;Jg;——ucnlsoo -SPECIMEN DATA REPORT - ————— — —- - ———— -
' *Spec:men IDs—i Fmve e b e e -Analyzed: —-09/11/126._0.9..2.7__“-,,,, )
Patient: & -- @perator ‘I.D.: 02

Sex: M DOB 7 Sequence #: 5107
Physieian: | | ‘Mode’: .Open
Comments: MC SW Collected 097311 08:15

RE ERENCE RANGE {LIMIT 2}
45 11.1 X/ulL ,

V’g '431 _ 20.0
0.0~ 1.8 0

2. 0= 7.8

TEST RESULT

" WBE 7.4

LYM 2.1
0:4
4

58.5 %L
24.0 M
92.0 %G

o

*MID

Enm
~No
ok
| -

g/dL.
&

K/ ULl
£L

* MID cells may intlude less freguently oSocutrring and rare cells correlatlng to
monocytes,; eosinophils, Basophils, blists and ,her precursoxr white célls.

. MANUAL ;DIEFERENTIAL: ,%mmgaguqsx o2 ¥ @

|
' ty €1

SR
rr Ll

[EESEEREY
IEEE TR
111
NG
3 11
TR BTEY
, 4{111{)'”'
STOXTE GRAN L LY []«Iﬂ

4.64

PLT EST .
PLT MORPH

PLT

COMMENTS. .
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0608020600068530

1T

T2 TESTING

— Age ﬂ

Name

EXHIBIT NO. 3F
PAGE: 41 OF 43

——

Social Sectirity ‘A‘l?)‘_' A _ 7 — Room No.
Counselor —, B Sex krM DF

Date PLBhth —_ . Adm. Date _M& Date of Hire

MD. ' oA

PPD: Date done M Site M/ Nurse _°

Date read %@Z_ Results _M Nurs. 5“_, o

Known Positive Reactors T ~—

Interview: |:| Negative D Referred to Health Department for follow-up

4

HSRC HOSPITAL
MD-116

MD-119

Date read_l_[&,ym-_------ -
P

Known Positive Reactors

Interview: |:| Negative D Referred to Health Department for follow-up

HSRC HOSPITAL
MD-118

251
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: ] gg-z-u"'"“'——— WIBIT NO, SF
/ , —-—-'WT"' ' EI(\ KB 43

TB TESTING

£,

Name :..._,. T o Age
Social Security No. Room No.
Counselor Sex % D F
Date of Birth Adm. Date Date of Hire
~ MD. s N
PPD: Date done QG __ site % ﬁ{e Nurse _ ‘ o
Date read QQ__ Results ~&/ Nurse ... A o
Known Positive Reactors . _ L
Interview: D Negative D Referred to Health Department for follow-up
HSRC HOSPITAL
MD-118
Date read _[]=spe=— """ /"~
own Positive Reactors t for follow-up
- D Negative B Referred to Health Departmen
HSRC HOSPITAL
MD-116
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Name‘j
Social
Couns
Date o
MD. _
PPD:

Known

Interview:

060888206000U53H

e R,

EXHIBIT NO. 3F

" PAGE: 43 OF43

~TBTESTING

L_! Negauve - [ meerrea W neau veparunent 10r Iotow-up

HSRC HOSPITAL
MD-118




11/16/2007 16:25 s

) " | EXHBIT NO.4F
PATIENT NAME: PAGE: 1 0F 2

DATE OF EXAMINATION: 10/31/3007
CLINICAL INFORMATION: 8COLIOSIS
X-RAY #:

DATE OF BIRTH: !

LUMEAR SPINE:

AP and lateral views show a moderately severe scoliosis in the
lumbar region which I believe io compensatory to a thoracic
scoliosis. There has been previous scoliosis surgery with a very
long Harrington rod extending from L4 up to about the T4 level.
The lateral alignment is actually normal and the disc spaces are
weall preserved. The SI joints are normal. There are no fracktures
or compression deformities or destructive changes or any
significant spurring or degenerative changes seen.

IMPRESEION :
1. MODERATELY SEVERE THORACOLUMBAR SCOLIOSIS WITH CORRECTIVE
FRONTAL ROD PRESENT EXTENDING FROM T4 TO V4. ‘
2. OTHERWISE NEGATIVE LUMBAR SPINE WITHOUT FRACTURES,
DEGENERATIVE CHANGES, CR ACUTE FINDINGS.

Signed by
! ' “L.D. 10/.31_/200'7

38:5¢

vl .

RF/VS

dict.: 10/31/2007

trans.: 10/31/2007

#000027037

cc: Disability Determination

e ™

, Qutpatient
MEDICAL IMAGING ¢
NATIONAL PARK MEDICAL CENTER © 7°10/31/2007 RA
HOT SPRINCS, ARKANSAS 71901 Disability Determination

ORIGINAL 254




11/16-2087 16:25

NO. 291

' ) EXHIBIT O, 4F

PATIENT NAME;: . PAGE: 20F 2

DATE OF EXAMINATION: 10/31/2007
CLINICAL JINFORMATION: SCOLIOSIS
X-RAY #: - ‘
DATE OF BIRTH:

CERVICAL SPINE:

AP and lateral viewa show straightening of the usual loxdotic
curvature. Alignment might be congidered within normal limits.
The disec spaces are preserved. The patient has a severe
thoracclumbar scoliosis and this doces not involve the cervical
area but the Tl vertebra is slightly tilted and C7 seems to be a
little tilted as well. The facer joints are normal and the disc
Bpaces are well preserved.

IMPRESSION:
1. MILD STRAIGHTENING OF THE CERVICAL LORDOSIS.
2. OTHERWISE NEGATIVE CERVICAL SPINE.

Signed by
o  M.D. 10/31/2007
J15:54

: M.D.
RF/VS
diect.: 10/31/2007
tyans.: 10/31/2007
000037037
¢c: Disability Determination
D,

: 3 Outpatient
MEDICAL IMAGING S
NATIONAL PARK MEDICAL CENTER  _ ... . 10/31/2007 RA

HOT SPRINGS, ARKANSAS 71901 Disability Determination

ORIGINAL 255




12/05/2087 14:56 5917761619 BENTON HEALTH CLINIC PAGE 82
’ I - EXHIEIT NO. 5F
PAGE:10F 8
PATIENT: ___ ' ]
DATE OF BIRTH: ¢ .

DATE OF VISIT: 11/29/2007

This is a social security physical.

SUBJECTIVE:

Complaint #1: This man is applying for Social Security disability because “I cannot pick
up anything over 50 pounds”. He states that every time he applies for a job they never
call him back and he thinks it is because he cannot pick up anything over 50 pounds. He
says he cannot pick this up because he had scoliosis repair of his back in 2001 and had
rods in his back. He can bend and lift but his back is weak and he cannot pick over 50
pounds without having pain. However, he has no problems standing. He can stand for 3-4
hours, he can walk without any limitation. He finished high schoo! in the resource
classes. He says “I am very slow learner.” His reading is very poor. I gave him a
paragraph to read which was on the first page of the physical which said “all procedures
must be authorized by State agency examiner or physician. Called this office for
authorization prior to performing any procedures not listed on the authorization. It took
him five minutes to read this and then he did not really understand what he had read.
Also, T asked him some simple multiplications and he could not do that. He could add and
subtract satisfactorily. The only job he has ever had is cutting grass and that was only
helping his stepfather. 1 really feel his major problem is mental retardness and not

physical. '

MNK/avn

296



12/@5/2@87 14:56 5817761619 BENTON HEALTH CLINIC PAGE 83
State of Arkansas
DISABILITY DETERMINATION FOR SOCIAL SECURITY ADMlNISTMH]&F
GENERAL PHYSICAL EXAMINATION
[ APPLICANTS NAME DOB SSN / CASE # DATE OF EXAM
o . . fome o ' / 0831108 | November 14, 2007

ALL PROCEDURES MUSYT BE AUTHORIZED BY A STATE AGENCY EXAMINER OR PHYSICIAN. Call this
office for authorization prior to performing any procedura not listed on the authorization. Locak 682-

3030 or Long Distance Toll Fres: 1-800-482-9950.

/

* Please ask for BARBARA COBB.
ALLEGED IMPAIRMENTS: scoliosis

HISTORY': (Picase include onset of significant problems)

Myocardial infarctions: A/e

Previous stress testing or angiograms: Ao

swgicat: __n pebn i Bo-ecf. % peobyeds

Present Medications: Y MmA

REVIEW OF SYSTEMS (Fill io if relcvant)
HEENT: _ e

Bl

¢
AGPFORM - 09/02



12/85/2887 14:56 5017761619 BENTON HEALTH CLINIG PAGE 04

RESPIRATORY: y. /22

 n vere EXHIBIT NO. 5F
. If asthmatic, number of se attacks PAGE: 30F 3

requiring physician intervention during the past ycar:

CARDIOVASCULAR:

Amount of walking, carrying, lifting, etc. that produces exercise-limiting dyspnea

Chest Pain: Yes __ X No

Please give a detailed current description of chest pain, if present:

Location and radiation:

Quality of Pain: (sharp, dull, tightness, etc.) If pain is “sharp”, specify if this means a rhythmic pain,
 e.g., “stabbing”, “jabbing”, or “throbbing”.

Precipitating Factors: Is the above pain predictably exertional? Yes No

If yes, specify type and amount of exertion that produces pain, giving two examples.

TYPE 1) AMOUNT
2
Is the above chest pain brought on by any of the following items? a) Deep breathing
b) Eating c) Twisting/Turning movetmnents d) Palpation of chest wall
e) Other '
Mode of Relief: Nitroglycerin In minutes, duration until relief Number of
tablets in last month Rest In minutes, duration until relief
Any unusual mode of relief such as antacid or belching? Yes No

Frequency of above chest pain (three times per day, or week, or month, etc.)

How long has above pain been present?

INTERMITTENT CLAUDICATION, (due to peripheral vascular disease) If yes, how far can
patient walk before symptoms start?

Quality of pain Location of pain 238

Pain Duration Mode of relief

@



12/85/2887 14:56 508177616189 BENTON HEALTH CLINIC PAGE @5
MEMATOLOGICAL: _ /it
' . EXHIBIT NO. 5F
GASTROINTESTINAL: __ it —PAGE: 4 0F 8

ORTHOPEDIC: __ Qe [LPF

NEUROLOGICAL: Y 2

PSYCHIATRIC: (is thore o past history of hospitalization ot outpatient treatment? )
ZNORA

PHYSICAL EXAMINATION

VITAL SIGNS: 1 g
Q. 787

EYES:
FUNDI (Check if present):

Neovascularization Hemmorrhages Exudates Papiliederoa Normal
o.D. - _X
0S. _.l‘_
Central Visual Acuity: Uncorrected - - O.D. 0S.
{Snelien) Corrected - O.D. ’ 0. S.
Confrontational Fields:
O.D. Normal i A O. S. Normal
Decreased Decteased

EARS o I

Can the patient hear normal conversation?

Estimate % auditory loss if noted:

OROPHARYNX: Qll

1£ speech is impaired, describe ability to carry’on speech which can be understood and sustained:

3



12/85/2087 14:56 5817761619 BENTON HEALTH CLINIC PAGE 86
NECK W
Neck Vein distention: Adenopathy

- EXHEITNO. F

LUNGS: nNormol breath sounds Increased A.P. Diamctet, Hyper-resonance PAGE: 50F §
Prolonged expiration Wheezing Other,
HEART: NVR S Oorw
ABDOMEN: L 5 M::Wa
Ascites: Organomeghly:
SKIN cmoﬁ::ﬁ%mﬁw 75 saciscn
Cyanosis Clubbi Jaupdice

ORTHOPEDIC: (If Joint motion is limited by more than 30%, please call for
authorization to perforrn X-ray)

SPINE Normal Motion - Range of Motion
Cervical Flexion 0° - 50° wad
Spine:
Extension 0° - 60°
Rotation 0°-80°R&L 5{, co Rarc
Lumbar Spine: | Flexion 0°-90° .
mharoe O -¥5
.Muscle Spasm: (If present, specify location)
Straight-Leg Raising: NORMAL X ABNORMAL
EXTREMITIES:
PASSIVE range of Motion (In Dogrees)
: ’ ) ‘RIGHT NORMAL LEFT ACUTE
SYNOVITIS :
(heat, swelling and
. tenderncss)
w 4 <
Shoulders Forward Elevation [ |150° s 1/-
Elbows: Flexion 0°- 150°
Wrists: Dorsiflexion 0° - 60°
Palmar Flexion 0° - 6Q°
H““d’f : PP 0°-100°
MP 0°-90°
Hips: Flexion 0° - 100°
Knees: Flexion 0°-150°
Ankies: Dorsiflexion 0°-20°
Plantar Flexion 0° - 40° il

C)



12/985/2887 14:56 5817761619 BENTON HEAL TH CLINIC PAGE 87

Describe any other joint abnomnalities, deformities, instability, ankylos. ., contractures, etc.:
EXHIEIT NO, SF

NEUROLOGICAL: Ra éa &, X ¢ sﬂﬁ& (M, RC
Right Left > /
Reflexes: W\a,— W &<

Biceps: B - Z o Y Din 4RF
. c %\ /9
Triceps: — e ! 0° C o (09 e Hawa
Patellar: {5 —({-—// ‘ M
Achilles: £ by d - Qe
¢ 17 .
Muscle Weakness: location and grade (0-5) ' 1 S i T o
m DAL
Muscle Atrophy: —
If atrophy is present, measure extremity circutnference: —
Sensory Abnormalities: (if dermatomal, please describe): —

Gait and Coordigation: (indicate specific abnormal findings including posture)

P,
Romberg: _— Tremor: .
Ataxia: B Cogwheel Rigidity: -,
Tandem Waklk: . Bradykinesis: )

Proprioception: .

LIMB FUNCTIONMN: Describe abitity to:

1. Hold a pen and write /Vp )
2. Touch fingertips to palm: ¥ p)
3. Grip (cstimate % of normal) ; Va8

4. Oppose thumb to fingers: o X

5. Pick up a coin: /}/ (4 3

6. Stand and walk without sssistive devioes: ____1,/.C7 > %
7. Walk onhee and toes: ___ >

d
8. Squat and arisc from a squatting position: /Vﬁ S

)



12/85/2807 14:56 5817761619 BENTON HEALTH CLINIC PAGE 88

CIRCULATORY:
EXHIEIT NO. SF

Pulses: (Absent, decreased or normal) Rght Lt PAGE: 70F 8

Dorsalis Pedis: 2. 74— o7
Posterior Tibial: 24— et

Edema: (If present, note location)

VEINS:

Varicose Veins: MR AT, e a)

—

Stasis Dermatitis:

Brawny Edema: Ankle "™ to mid-calf —  toknee —~

N ——

Active Ulcers:

Scars from Healed Ulcers: L~

MENTAL STATUS:

Is the applicant oriented to time, person, place? /V L5

Any evidence of psychosis (such as hallucinations or delusions) or of serious mood disorder?

A/D

PLEASE ATTACH ANY RESULTS OF LAB STUDIES, X-RAY RESULTS, ETC:

162

®



12/85/2807 14:56 5017761619 BENTON HEAL TH CLINIC . PAGE B9

EXHIBIT NO. §F

PAGE: 8 OF 8
DIAGNOSIS:

Based on your evaluation, are there any fimitations In this claimant’s abliity to wakk, stand, sit, lift,
carvy, handies, fingar, saa, hear or speak, ete. : the saverity of limitations (miid,

REPORTING PHYSICIAN'S SIGNATURE, AND DATE

Signature: , ‘/ Date: H-29.07

™ 263
Disclaimer: If this form is not needed, please destroy



EXHIBIT NO. 6F

PAGE:10F 4
(
MENTAL DIAGNOSTIC EVALUATION
AND
INTELLECTUAL ASSESSMENT
CLAIMANT NAME _ DATE OF BIRTH : SSN DATE OF EXAM
T e 12/03/2007
COLLATERAL INFORMATION: None
Briefly list the medical information sent to you by this agency. )
Did you review this information? Yes No
MENTAL ALLEGATIONS
N - vas brought by his mother to the office. ~ “said he is disabled because of some medical problems. His

mother said he is speech impaired and stutters. “He doesn’t move fast enough. His socialization skills are not good.
He's slow to communicate. He is delayed in lots of ways. He doesn't handle stress well. For example, when he was
at the vocational training center he called us and was crying. He was exaggerating the situation. He works himself up.
| worry about him being out on his own. He's slow thinking and doesn't always think before he acts.”
HISTORY OF PSYCHIATRIC TREATMENT
Claimant has not had any treatment for mental disorders and takes no medication.
RELEVANT PERSONAL AND EMPLOYMENT HISTORY
Claimant is single and has no children. He lives with his mother, stepfather and younger brother. He helps around the
house by doing dishes and laundry. He can cook meals, drives a vehlcle and goes shopping by himself. He attends
church regularly and manages his own money.
He has friends and they hang out together. No girlfriend exists at this time.
He finished high school and took some resource classes. He has no military or legal history.
Claimant went to the voc-rehab school in 2005 and 2006 and trained in food service. He graduated and since then
has interviewed and finds it hard to get a job. “I'm still looking.” His plan is to eventually get a jOb His mother
commented “he's not a good interviewer because of his slow speech.”
SUBSTANCE ABUSE
Claimant denied any substance abuse.
MENTAL STATUS INFORMATION

Appearance (attire, hygiene, pain indicators, etc.)

Claimant was an average size 21 year old male with short tousled hair and a slow crackly voice. He wore blue
warm up pants and a blue shirt.

264




EXHIBIT NO. 6F
PAGE: 20F 4

General Attitude/nature and degree of cooperativeness.

He seemed to be at ease throughout the evaluation. He spoke slowly and did not stutter at any time. This
was commented on after the mother said that he had a bad stuttering problem and she said he usually does
stutter. However, none was noted today, he was just slow with verbal expression. .

Mood (predominant, sustained emotion — “depressed, anxious, irritable”, etc.)
Mood was normal.

Affect (observable behavior-level of appropriateness, range of expression-expansive, normal, flat, etc.)
Affect was appropriate.

Speech (fluency, rate, volume, etc.)
Speech was slow.

Thought processes (degree to which speech is logical, relevant, associations are well connected and goal
directed. Please describe in detail any observations of circumstantial, tangential or other peculiar thought
processes.)

Thought processes were logical, relevant and goal directed.

Thought content (any formal delusional material, thought withdrawal/insertion, overvalued ideas, bizarre
obsessions or preoccupations suicidal/violent ideas).
Thought content was appropriate.

Perceptual Abnormalities (auditory, visual or other types of hallucinatory experiences. If reported, obtain
specific content details, frequency, age of onset, emotional and functional impact, controlled by medication?
occur primarily during substance abuse?)

Claimant denied any perceptual abnormalities.

TEST RESULTS
Results from the WAIS-Ill are as follows:

Verbal Q: 7 — ) _

Performance IQ: 85

Full Scale IQ: 76
Vocabulary 5 Picture Completion 8
Similarities 5 Digit Symbol 4
Arithmetic 5 Block Design 8
Digit Span 5 Matrix Reasoning 9
Information 5 Picture Arrangement 10
Comprehension 6

According to the WAIS-IIl claimant is functioning within the Borderline range of intelligence.

DIFFERENTIAL DIAGNOSTIC FORMULATION/CONCLUSIONS

Axis | Adjustment Disorder with Mixed Emotional Features
Axis 11 None
Axis VIGAF  60-70

EFFECTS OF IDENTIFIED MENTAL/COGNITIVE IMPAIRMENTS ON ADAPTIVE FUNCTIONING.

How do mental impairments interfere with this person’s day to day adaptive functioning? Capacity to communicate
and interact in a socially adequate manner? Capacity to cope with the typical mental/cognitive demands of basic work-
like tasks? Ability to attend and sustain concentration on basic tasks? Capacity to sustain persistence in completing
tasks? Capacity to complete work-like tasks within an acceptable timeframe? 265



EXHIBIT NO. 6F
PAGE: 30F 4

Mental impairments do not appear to significantly interfere with this person’s day to day adaptive functioning. He can
drive, shop independently and handle his own finances. He participates in social groups and can perform most ADL's
autonomously.

He communicates and interacts in a socially adequate manner although not as finessed as most people would like. He
speaks slowly as if he has difficulty getting the words out. To be comfortable in conversation with him one must resign
himself to waiting for slow answers to questions. Nevertheless, he makes good eye contact and communicates
effectively although somewhat slowly.
Claimant is able to cope with the cognitive demands of most work like tasks. He is able to sustain and attend”
concentration on basic tasks as well as persistence. He displayed good focus on tasks and did not give up easily. He
was able to complete tasks within an acceptable timeframe with the possible exception of written expression which
was slow.

VALIDITY -
Did the claimant give adequate effort/cooperation? Yes
Are there indicators of symptom exaggeration? No
IS THE CLAIMANT ABLE TO MANAGE FUNDS WITHOUT ASSISTANCE?

X _Yes No

266



EXHIBIT NO. 6F
PAGE:40F 4

Electronic Records Express Attestation: This document was electronically signed

Social Security Number:
Request ID: LO0O00129AGO00
SiteID: S04

Route: DMA

Sender Name: 7, T -
Date: Mon Dec 1/ 19:46:26 EST 2007

The following affirmation was electronically signed:

I am certifying, under penalty of perjury, that I have been authorized or
contracted by the Disability Determination Services to examine the claimant
named in the attached, and produced a consultative examination report for that
claimant. The report is accurate. By clicking on the "Agree" button below, I
am certifying that I personally conducted, or personally participated in
conducting, the consultative examination and have electronically signed the
report contained within.
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SSN L PAGE: 1 OF 13
NAME e e
CASE ANALYSIS — e
AR
DATE
02/07/2008

I have reviewed all the evidence in file and the assessment of 12/1/7/07 is affirmed

as written.

B8 THESE FINDINGS COMPLETE THE MEDICAL PORTION OF THE DISABILITY DETERMINATION.

SIGNATURE SPECIALTY OFFICE
Bill F. Payne - 32
NAME (PRINTED OR TYPED)
Bill F. Payne PAGE 1 OF 1

Form SSA-416 (11-2004) ef (12-2004) Formerly SSA-416-U4 2 8



REQUEST FOR MEDICAL Date Referred Social Securitymggf;
ADVICE 02/07/2008 o - =2

ey

To: Review by specialist(s) in

PHYSICAL

From:

WALDEN, REBECCA

Examiner Name Examiner Telephone Number
WALDEN, REBECCA (501) 682-7714
Reviewer Name ) Reviewer Telephone Number

( ) -
Claimant Name Sex Birth Date (mo, da, yr) Application Date (mo, da, yr)

, _ ’ M [OF o 10/05/2007
TypeofClaim — =1pg I DAC [Jows SSI ADULT [} SSI CHILD ] BLINDNESS
Case History [} INITIAL RECON [JAwL [oHo I TERI
[} Congressional or Controlled Inquiry {3 CDR Involved
I} Reopening of Prior Decision CPD Date
Cess. Date
73 Prior ALJ, AC, Court Decision
3 Age 18 Redetermination
Prior Disability Established .
1 ity to [J Otrer
Date Last Insured or Prescribed Period Alleged Onset
10/05/2007
Please Review the Medical Evidence and Respond to the following: -
Please provide an assessment of the individual's current residual functional capacities. @ Physical m Mental

{3 sSi Childhood - Please prepare SSA-538

E Please provide an assessment of whether there has been medical improvement (M) in the inividual's |mpa|rment(s) since CPD.
If Ml has occurred, a decision is needed as to whether Ml is related to the individual's ability to work.

m CPD was based on meeting/equaling listing
{3 RFC Comparison Needed.

[} Specific problems or questions:

Name! s Age: 21 ED: 12SE MPD: <sed
AOD/DOF: 10/5/07 "DLI: Case Type: 16

Allegations: Scoliosis / RC no change
Pain/Date:  10/22/07 .
ADLs/Date: 10/22/07

B8 Continued on Attached Sheet

269

Form SSA-448 (5-2004) ef (10-2004) Destroy Prior Editions



EXHIBIT NO. 7F
SE-9-0F-19

— — g PR

Claimant: Y- . SSN: - e
Attachment to Form SSA-448 (5-2004) Page 1 of 1 2/7/2008

Initial MSS/ Date/ Source: 11/29/07 MSS: mod limits. lift 40-50Ibs once per hr, but not every Smin.
Severe limits w/ comprehension of most jobs. (9) Dr..__

Recon MSS/ Date/ Source: 11/8/04 MSS: limit stooping, bending, lifting, pushing, pulling. (34)Hot

SpringsRehab

1/24/05 MSS: avoid strenuous labor/exercise. (33)Hot SpringsRehab

Initial Rating (RFC)/ Date/ MC: Light RFC by Dr." ~on12/17/07

Recon Orienting Paragraph: 21yo alleges scoliosis. XR shows mod to severe TSpine scoliosis w/ rod
in place. Decreased ROM spine

PY Rating: MN Rating:
Types of Work: None Earnings Info:
Evidence In File:

Source: National Park Med Center

10/31/07 XR LSpine: mod severe thoracolumbar scoliosis w/ corrective frontal rod extending T4 to L4.
(3) XR CSpine: mild straightening of the cervical lordosis. (4)

Source: Dr.1 ‘

11/29/07 GPCE: can't pick up anything over 50#. No problem standing. PE: BMI 31. CTA, RRR, LKS
not palpable. CSpine rotation to 60, LSpine flex to 45. Rotation 5 of shoulder R and L. Bending wal. 10
scoliosis in upper and 100 in lower back. Absent reflexes biceps, triceps. Gait nl, can H/T, S/A. Dx:
severe scoiliosis of spine, surgical repair w/ rods, limitation of motion of twisting and bending. (2-9)

Recon MER in File:
Source: Hot SpringsRehab
10/16/06 OV: 2nd burn w/ cellulitis. (27)
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REQUEST FOR MEDICAL Date Referred Social SeouiySELE 13
ADVICE 12/05/2007 .
To: Review by specialist(s) in
PHYSICAL
From:
MOONEY, REBEKAH
Examiner Name Examiner Telephone Number
MOONEY, REBEKAH (501) 682-6162
Reviewer Name Reviewer Telephone Number
( ) -
Claimant Name Sex Birth Date (mo, da, yr) Application Date (mo, da, yr)
, v [F . 10/05/2007
Typeof Claim ;1) I DAC Jows SSI ADULT [} SSI CHILD ] BLINDNESS
Case History B INITIAL  [TIRecoN [JALJ [1oHo 3 1ER
{73 Congressional or Controiled Inquiry {73 CDR Involved
I"} Reopening of Prior Decision CPD Date
. Cess. Date
[} Prior ALJ, AC, Court Decision
3 Age 18 Redetermination
{3 Prior Disability Established to Iy Other
Date Last Insured or Prescribed Period Alleged Onset
10/05/2007

Please Review the Medical Evidence and Respondto the following:

[T} Please provide an assessment of the individual's current residual functional capacities.
[:] SSi Childhood - Please prepare SSA-538

[} Physical ] Mental

D Please provide an assessment of whether there has been medical improvement (M) in the inividual's impairment(s) since CPD.
If M| has occurred, a decision is needed as to whether Ml is related to the individual's ability to work.

m CPD was based on meeting/equaling listing

{73 RFC Comparison Needed.

E:] Specific problems or questions:

Name:' -  Age
AOD/DOF  10/5/07 DLI
Allegations scoliosis

12thw/ sp ed MPD <sed <unskill

N/A  Case Type

DI

Pain/Date  10/22/07 pain when moving head side to side, stand 2hrs, sit 2 hrs,
ADLs/Date  10/22/07 problems sleeping b/c of headaches, problems w/ pc, makes simple meals, does light hw,

drives, shops, walk 20mins,

B8 Continued on Attached Sheet
271
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EXHIBIT NO. 7F
Lo} 0

Claimant: .. T . SSN:

Attachment to Form SSA-448 (5-2004) Page 1 of 1 T T12/17/200

MSS/Source 11/29/07 Moderate limitation w/ physical. could life 40-501bs once per hr but not every 5

mins, severe limitation w/ comprehension of most jobs

Orienting Paragraph 21 yr old male allegmg scoliosis. Says he is unable to lift 501bs, has trouble

turning head. Has hx of corrective rods in back.

PY Rating Pending MN Rating N/A

Types of Work Never worked Earnings InfoN/A

Evidence In File: _

10/31/07 X-ray L-spine - moderately severe thoracolumbar scoliosis w/ corrective frontal rod present
T4-LA, ofw negative, w/o fx,
"X-ray C-spine - mild straightening of cervical lordosis, o/w negative C-spine (National Park
3-4)

11/29/07 GPCE: c/o can't lift over 50 Ibs, had rods in back, can stand 3-4 hrs, walk w/o limitations,
PE 677 1971bs BMI 31, LROM in spine, nml SLR, FROM all extremities, can squat & arise, can
walk heel toes, pulses 2+,
Dx scoliosis of spine severe, surgical repair of scoliosis, limitation of motion of spine MR
Moderate limitation w/ phy51cal could life 40-50Ibs once per hr but not every 5 mins, severe
limitation w/ comprehension of most jobs (
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FORM APPROVED

-0431
PHYSICAL RESIDUAL FUNCTIONAL CAPACITY ASSESSMENT
CLAIMANT: ISOCIAL SECURITY NUMBER:
NUMBERHOLDER (IF CDB CLAIM):
PRIMARY DIAGNOSIS: RFC ASSESSMENT ISFOR:
Scoliosis Current Evaluation {3 Date
SECONDARY DIAGNOSIS: 12 Months After Onset:
] Date Last
Insured:
OTHER ALLEGED IMPAIRMENTS: (Date) (Date)
[] Other (Specify):

PRIVACY ACT NOTICE: The information requested on this form is authorized by Section 223 and Section 1633 of the
Social Security Act. The information provided will be used in making a decision of this claim. Failure to complete this form may
result in a delay in processing the claim. Information furnished on this form may be disclosed by the Social Security
Administration to another person or governmental agency only with respect to Social Security programs and to comply with
Federal laws requiring the exchange of information between Social Security and other agencies.

PAPERWORK REDUCTION ACT: This information collection meets the requirements of 44 U.S.C. § 3507, as amended by
Section 2 of the Paperwork Reduction Act of 1995. You do not need to answer these questions unless we display a valid Office
of Management and Budget control number. We estimate that it will take about 20 minutes to read the instructions, gather the
facts, and answer the questions. You may send comments on our time estimate above to: SSA, 1338 Annex Building, Baltimore,
MD 21235-6401. Send only commenis relating to our time estimate io this address, not the completed form.

I. LIMITATIONS:

For Each Section A-F
p— Base your conclusions on all evidence in file (clinical and laboratory findings; symptoms; observations,
. lay evidence; reports of daily activities; etc.).

-’ Check the blocks which reflect your reasoned judgement.

p— Describe how the evidence substantiates your conclusions (Cite specific clinical and laboratory
findings, observations, lay evidence, etc.).

-» Ensure that you have:

* Requested appropriate treating and examining source statements regarding the individual's capacities
(DI 22505.000ff. and DI 22510.000ff.) and that you have given appropriate weight to treating source
conclusions (See Section lil.).

* Considered and responded to any alleged limitations imposed by symptoms (pain, fatigue, etc.)
attributable, in your judgement, to a medically determinable impairment. Discuss your assessment of
symptom-related limitations in the explanation for your conclusions in A - F below (See also Section Il.).

* Responded to all alleqations of physical limitations or factors which can cause physical limitations.

Frequently means occurring one-third to two-thirds of an 8-hour workday (cumulative, not continuous).
-» Occasionally means occurring from very little up to one-third of an 8-hour workday (cumulative, not
continuous).

e Continuﬂ Page 2

Form SSA-4734-BK (12-2004) ef (12-2004) Page 1
(Formerly SSA-4734-U8 Use prior editions)



EXHIBIT NO. 7F
e

A. EXERTIONAL LIMITATIONS
E None established. (Proceed to section B.)

1. Occasionally lift and/or carry (including upward pulling)
(maximum) - when less than one-third of the time or less than 10 pounds, explain the amount {ime/pounds) in item 6.

{71 less than 10 pounds
[ 10 pounds
20 pounds
{1 50 pounds
{°1 100 pounds or more
2. Frequently lift and/or camry (including upward pulling)
(maximum) - when less than two-thirds of the time or less than 10 pounds, explain the amount (time/pounds) in item 6.
-1 less than 10 pounds
10 pounds
{73 25 pounds
D 80 pounds or more

3. Stand and/or walk (with normal breaks) for a total of -

[7] less than 2 hours in an 8-hour workday
[7] at least 2 hours in an 8-hour workday

about 6 hours in an 8-hour workday

m medically required hand-held assistive device is necessary for ambulation

4. Sit (with normal breaks) for a total of -

{71 less than about 6 hours in an 8-hour workday
about 6 hours in an 8-hour workday

] must periodically alternate sitting and standing to relieve pain or discomfort. (If checked, explain in 6.)

5. Push andjor pull (including operation of hand and/or foot controls) -

unlimited, other than as shown for lift and/or carry
Eﬁ limited in upper extremities (describe nature and degree)

{1 limited in lower extremities (describe nature and degree)

6. Explain how and why the evidence supports your conclusions in item 1 through 5.
Cite the specific facts upon which your conclusions are based.

Continued on iBdb

Form SSA-4734-BK (12-2004) ef (12-2004) Page 2



EXHIBIT NO. 7F
ARt

6. Continue (NOTE: MAKE ADDITIONAL COMMENTS IN SECTION IV)

B. POSTURAL LIMITATIONS

None established. (Proceed to section C.)

Frequently Occasionally Never

1. Climbing - ramp/stairs » [1 ] 3

- ladder/rope/scaffolds > [ 1 0
2. Balancing » 1 ] 3
3. -Stooping » [ O O
4. Kneeling > [ 1 3
5. Crouching » [} [ 3
6. Crawling » [ 3 3
7. When less than two-thirds of the time for frequently or less than one-third for occasionally, fully describe and

explain. Also explain how and why the evidence supports your conclusions in items 1 through 6. Cite the
specific facts upon which your conclusions are based.

B8 Contin@ABn Page 4
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EXHIBIT NO. 7F
DA

C. MANIPULATIVE LIMITATIONS

None established. (Proceed to section D)

IANE RS I

Reaching all directions (including overhead)

Handling (gross manipulation)

Fingering (fine manipulation)

Feeling (skin receptors)
Describe how the activities checked "limited” are impaired. Also, explain how and why the evidence supports

LIMITED UNLIMITED
» [1 &
» I 7
» ]
» [ O

your conclusions in item 1 through 4. Cite the specific facts upon which your conclusions are based.

D. VISUAL LIMITATIONS

B8 None established. (Proceed to section E.)

LIMITED UNLIMITED

» [

Near-acuity

Far acuity

Depth perception

Accommodation

Color vision

\AAA
000

Field of vision

N oo D A

imiuininin

» [

Describe how the faculties checked "limited” are impaired. Also explain how and why the evidence supports

your conclusions in items 1 through 6. Cite the specific facts upon which your conclusions are based.

P8 Continued on 2G5

Form SSA-4734-BK (12-2004) ef (12-2004)



EXHIBIT NO. 7F
P Ebinlentil

E. COMMUNICATIVE LIMITATIONS
B8 None established. (Proceed to section F.)

LIMITED UNLIMITED
1. Hearing » {1 O
2. Speaking - > 1 'l

3. Describe how the faculties checked “limited” are impaired. Also, explain how and why the evidence supports
your conclusions in items 1 and 2. Cite the specific facts upon which your conclusions are based.

F. ENVIRONMENTAL LIMITATIONS

) ) AVOID AVOID EVEN
2% None established. (Proceed to section I1.) CONCENTRATED MODERATE AVOID ALL
UNLIMITED EXPOSURE EXPOSURE EXPOSURE
1. Extreme cold p 1 [ 1 3
2. Extreme heat » 1 1 1 3
3. Wetness » ] i O '
4. Humidity » ] i 3 C
5. Noise > 1 il 1 3
6. Vibration » [ i £ O
7. Fumes, odors, » ] I Ll L1
dusts, gases,
poor ventilation,
etc.
8. Hazards » 1 1 3 ‘i
(machinery,
heights, etc.)

9. Describe how these environmental factors impair activities and identify hazards to be avoided. Also, explain
how and why the evidence supports your conclusions in items 1through 8. Cite the specific facts upon which
your conclusions are based.

P& ContinQEf 'gn Page 6
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: TR
9. Continue (NOTE: MAKE ADDITIONAL COMMENTS IN SECTION V) PAGE: 11 OF 13

II. SYMPTOMS

For symptoms alleged by the claimant to produce physical limitations, and for which the following have not
previously been addressed in section |, discuss whether:

A. The symptom(s) is attributable, in your judgment, to a medically determinable impairment.

B. The severity or duration of the symptom(s), in your judgment, is disproportionate to the expected severity or
expected duration on the basis of the claimant's medically determinable impairment(s).

C. The severity of the symptom(s) and its alleged effect on function is consistent, in your judgment, with the total

medical and nonmedical evidence, including statements by the claimant and others, observations regarding
activities of daily living, and alterations of usual behavior or habits.

P8 Continued on 2FE

Form SSA-4734-BK (12-2004) ef (12-2004) Page 6



EXHIBIT NO. 7F

lll. TREATING OR EXAMINING SOURCE STATEMENT(S)
A. Is atreating or examining source statement(s) regarding the claimant's physical capacities in file?

B ves {_E No (Includes situations in
which there was no source
or when the source(s) did
not provide a statement
regarding the claimant's
physical capacities.)

B. If yes, are there treating/examining source conclusions about the claimant's limitations or restrictions which are
significantly different from your findings?

[ Yes No

C. if yes, explain why those conclusions are not supported by the evidence in file. Cite the source's name and the
statement date.

B8 Contin@AGn Page 8

Form SSA-4734-BK (12-2004) ef (12-2004) Page 7



EXHIBIT NO. 7F
RAGES St

IV. ADDITIONAL COMMENTS:
Seed4s8

THESE FINDINGS COMPLETE THE MEDICAL PCRTION OF THE DISABILITY DETERMINATION.

MEDICAL CONSULTANT'S SIGNATURE:

Jerry Thomas

MEDICAL CONSULTANT'S CODE:

29

DATE:

12717720280

Form SSA-4734-BK (12-2004) ef (12-2004) °

Page 8



SSN PAGE: 1 OF 19
NAME - ]
CASE ANALYSIS S — N
AR
DATE
02/07/2008

I have reviewed all the evidence in the file, and the mental assessment of 12/18/07 is

affirmed as written.

B¢ THESE FINDINGS COMPLETE THE MEDICAL PORTION OF THE DISABILITY DETERMINATION.

SIGNATURE SPECIALTY OFFICE
Paula Lynch

NAME (PRINTED OR TYPED) PAGE 1 OF 1

Paula Lynch —_— E—

Form SSA-416 (11-2004) ef (12-2004) Formerly SSA-416-U4 281



REQUEST FOR MEDICAL Date Referred Social SecurityFfEHEL 5
ADVICE 02/07/2008 - B

To: Review by specialist(s) in

MENTAL

From:

WALDEN, REBECCA

Examiner Name Examiner Telephone Number
WALDEN, REBECCA (501) 682-7714
Reviewer Name ' Reviewer Telephone Number

( ) -
Claimant Name Sex . Birth Date (mo, da, yr) Application Date (mo, da, yr)

\ ; M [IF o 10/05/2007
Type of Claim i IDIB {IDAC 3 DWB SSIADULT "} SSI CHILD {3 BLINDNESS
Case History {1 INITIAL S8 RECON (AL {3oHO {¥TERI
"% Congressional or Controlled nquiry i3 CDR Involved
{"} Reopening of Prior Decision 4 CPD Date
Cess. Date

i"% Prior ALJ, AC, Court Decision ’
"} Age 18 Redetermination

Prior Disability Established
it ity to £7% Other
Date Last Insured or Prescribed Period Alleged Onset
10/05/2007
Please Review the Medical Evidence and Respond to the following:  ~ ~—  — — — — ~ ~ 77— /77— 77
Please provide an assessment of the individual's current residual functional capacities. E::E Physical & Mental

£ SSI Childhood - Please prepare SSA-538

E:i Please provide an assessment of whether there has been medical improvement (MI) in the inividual's impairment(s) since CPD.
If Ml has occurred, a decision is needed as to whether Ml is related to the individual's ability to work.

Z} CPD was based on meeting/equaling listing
¥} RFC Comparison Needed.

{3 Specific problems or questions:

Name: " Age: 21 ED: 12SE MPD: <sed
AOD/DOF: 10/5/07 DLI: Case Type: 16

Allegations: Scoliosis / RC no change
Pain/Date:  10/22/07
ADLs/Date: 10/22/07

B& Continued on Attached Sheet
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EXHIBIT NO. 8F

Claimant: o ; SSN:

N I - -——

Attachment to Form SSA-448 (5-2004) . Page 1 of 1 -7 277200

Initial MSS/ Date/ Source: 11/29/07 MSS: mod limits. lift 40-50Ibs once per hr, but not every Smin.
Severe limits w/ comprehension of most jobs. (9) Dr.

12/3/07 MSS: able to cope w/ the cognitive demands of most work like tasks. (3) Dr.-

Recon MSS/ Date/ Source: None

Initial Rating (RFC)/ Date/ MC: Unskilled RFECby Dr.. 1 on 12/18/07

Recon Orienting Paragraph: 21yo alleges scoliosis. IQ's range from 71 to 76, dx w/ adjustment d/o.
GAF 60-70.

PY Rating: affirmed light MN Rating:

Types of Work: None Earnings Info:

Evidence In File:

Source: LakeHamiltonHigh School

2/11/97 1Q: VIQ 63, PIQ 82, FSIQ 70. (8)

Source:- ~ Ph.D., CE '

12/3/07 MSE CE +1Q" stutters, doesn't move fast, slow to communicate. Doesn't handle stress well.
Spoke slowly and did not stutter. Mood nl. VIQ 71, PIQ 85, FSIQ 76. Dx: adjustment d/o w/ mixed
emotional features. GAF 60-70. Mental impairments did not interfere w/ AF. (1-4)

Recon MER in File:
Source: Hot SpringsRehab

11/8/04 Psych Eval: reading d/o, mathematics d/o. Shipley Abstraction IQ 88, Picture Vocabulary Test
1Q 82. Beta III IQ 70. (43) '
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REQUEST FOR MEDICAL Date Referred Social SecurityFfBHue- &
ADVICE 12/18/2007 '

To: Review by specialist(s) in

—

MENTAL
From:

MOONEY, REBEKAH

Examiner Name . Examiner Telephone Number

MOONEY, REBEKAH V (501) 682-6162

Reviewer Name Reviewer Telephone Number

( ) -

Claimant Name Sex Birth Date (mo, da, yr) Application Date (mo, da, yr)
S > v IF - 10/05/2007

TypeofClam =3 ng TIDAC 73 DWB B¢ SSI ADULT £} SSI CHILD ] BLINDNESS

Case History INITIAL ~ £3RECON [ EALJ - [JpoHo Y TERI

"} Congressional or Controlled Inquiry "3 CDR Involved

"} Reopening of Prior Decision CPD Date

. Cess. Date
i3 Prior ALJ, AC, Court Decision
{7} Age 18 Redetermination -
ﬂ’Prior Disability Established to "I Other
Date Last Insured or Prescribed Period Alleged Onset
10/05/2007
“Please Review the Medical Evidence and Respond to the following: ~ ~ ~~ ~ ~~ ~ — 7
E:E Please provide an assessment of the individual's current residual functional capacities. E:j Physical m Mental

£3 SSI Childhood - Please prepare SSA-538

E:} Please provide an assessment of whether there has been medical improvement (MI) in the inividual's impairment(s) since CPD.
If Ml has occurred, a decision is needed as to whether Ml is related to the individual's ability to work.

{”} CPD was based on meeting/equaling listing
{7} RFC Comparison Needed.

[:3 Specific problems or questions:

Name' Age 21  ED .12hwsed  MPD <sed <unskill

AOD/DOF  10/5/07 DLI N/A CaseType DI

Allegations scoliosis

Pain/Date 10/22/07 pain when moving head side to side, stand 2hrs, sit 2 hrs,

ADLs/Date  10/22/07 problems sleeping b/c of headaches, problems w/ pc, makes simple meals, does light hw,
drives, shops, walk 20mins,

Continued on Attached Sheet
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EXHIBIT NO. 8F

Claimant: . ... SSN:_ o o
Attachment to Form SSA 448 (5- 2004) Page 1 of 1 12/18/200

MSS/Source 12/16/07 Mental impairment do not appear to significantly interfere w/ his day to day
functioning, can drive & shop, can perform most ADL's, communicates & interacts in socially adequate
manner, speak slowly as if he has difficulty getting words out, nevertheless he communicates effectively
although somewhat slowly, able to cope w/ cognitive demands of work like tasks, able to sustain &
attend concentration on basic tasks as well as per51stence dlsplayed good focus, able to complete tasks
w/in acceptable timeframe w/ possible exception of written expression which is slow _ _

Orienting Paragraph 21yr old doesn't allege any mental. MSCE w/ IQs obtained due to special ed & no
prior work. IQs were in 70s w/ BIF. Clmt showed he was able to interact adequately & can drive, shop
& perform most ADL's, he communicates effectively although somewhat slowly, he is able to cope w/
cognitive demands of work-like tasks, is able to sustain & attend concentration on basic tasks as well as
persist, he displayed good focus & was able to complete tasks w/in acceptable timeframe w/ possible
exception of written expression which would be slow.

PY Rating Light MN Rating Pending

Types of Work Never worked Earnings InfoN/A

Evidence In File:

2/11/1997 1Qs VIQ 63, PIQ 82, FSIQ 70 (MER 8)

12/6/07 MSCE: socialization skills not good, slow to communicate, delayed, doesn't handle stress, slow
thinking,
MS mood nml, affect appropriate, speech slow, thought logical, thought relevant, & goal
directed, thought content appropriate,
IQs V 71, P 85, FS 76, functioning w/in borderline range of intelligence
Dx adjustment d/o w/ mixed emotional features, GAF 60-70
Mental impairment do not appear to significantly interfere w/ his day to day functioning, can
drive & shop, can perform most ADL's, communicates & interacts in socially adequate manner,
speak slowly as if he has difficulty getting words out, nevertheless he communicates effectively

~~ although somewhat slowly, able to cope w/ cognitive demands of work like tasks; able to'sustain

& attend concentration on basic tasks as well as persistence, dlsplayed good focus, able to
complete tasks w/m acceptable timeframe w/ possible exception of written expression which is
slow:
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E:}éIBIT l‘l)o. 8F
E: 6 OF 19
Form Approved

OMB No. 0960-0413

PSYCHIATRIC REVIEW TECHNIQUE

Name : - ISSN o - ]
NH (T diferent romabove) SSN '7_ i} SRR —
. |MEDICAL SUMMARY
A.|Assessment is from: to 12/18/2007

B.|Medical Disposition(s):
1. {_} No Medically Determinable Impairment
2. i} Impairment(s) Not Severe ‘

3. {.} Impairment(s) Severe But Not Expected to Last 12 Months

4. [} Meets Listing (Cite Listing)

5. }.§ Equals Listing (Cite Listing)

6. RFC Assessment Necessary
7. £} Coexisting Nonmental Impairment(s) that Requires Referral to Another Medical Specialty

8. m Insufficient Evidence

C. Categt;;yaes) upon Whlch ;he VIVVIedi.caI Diéposition is Bééea:

1. {f 12.02 Organic Mental Disorders

2. {:ﬁ 12.03 Schizophrenic, Paranoid and Other Psychotic Disorders
3. 12,04 Affective Disorders

4. [} 12.05 Mental Retardation

5. §}12.06 Anxiety-Related Disorders

6. m 12.07 Somatoform Disorders

7. §} 12.08 Personality Disorders

8. m 12.09 Substance Addiction Disorders-

9. m 12.10 Autism and Other Pervasive Developmental Disorders

#¢8 These findings complete the‘medical portion of the disability determination.

MC/PC's Signature , Date
Kay Cogbill 12/18/2007
MC/PC's Printed Name : ’ . Code
286
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EXMIBIT NO. 8F
PAGE: 7 OF 19

ll. |DOCUMENTATION OF FACTORS THAT EVIDENCE THE DISORDER

A. 12.02 Organic Mental Disorders

i3 Psychological or behavioral abnormalities associated with a dysfunction of the brain ... as evidenced
by at least one of the following:

1. E.] Disorientation to time and place
2. E:} Memory impairment
3. E:! Perceptual or thinking disturbances

. E.3 Change in personality

E-Y

. m Disturbance in mood

o

6. m Emotional lability and impairment in impulse control

-~

. £ 3 Loss of measured intellectual ability of at least 15 1Q points from premorbid levels or overall
impairment index clearly within the severely impaired range on neuropsychological testing, e.g.,
the Luria-Nebraska, Halstead-Reitan, etc.

E:j A medically determinable impairment is present that does not precisely satisfy the diagnostic criteria above.

Disorder

Pertinent symptoms, signs, and laboratory findings that substantiate the presence of this impairment:

{1 Insufficient evidence to substantiate the presence of the disorder (explain in Part [V, Consuitant's Notes).

287

Form $SA-25068-BK (06-2001) ef (8-2005) (2)



EXHIBIT NO. 8F
PAGE: 8 OF 19

B. 12.03 Schizophrenic, Paranoid and Other Psychotic Disorders

{:} Psychotic features and deterioration that are persistent (continuous or intermittent), as evidenced by
at least one of the following:

1. m Delusions or hallucinations
2. [ 3 Catatonic or other grossly disorganized behavior

3. E:i Incoherence, loosening of associations, illogical thinking, or poverty of content of speech
~ if associated with one of the following:

a. £} Blunt affect, or
b. {_} Flataffect, or
c. {3 Inappropriate affect

4, E:] Emotional withdrawal and/or isolation

{3 A medically determinable impairment is present that does not precisely satisfy the diagnostic criteria above.

Disorder

Pertinent symptoms, signs, and laboratory findings that substantiate the presence of this impairment:

{3 Insufficient evidence to substantiate the presence of the disorder (exptain in Part IV, Consultant‘%gs).
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C. 12.04 Affective Disorders

Disturbance of mood, accompanied by a full or partial manic or depressive syndrome, as evidenced by
at least one of the following:

1. {3 Depressive syndrome characterized by at least four of the following:
a. £ f Anhedonia or pervasive loss of interest in almost all activities, or
b. £ f Appetite disturbance with change in weight, or
c. £} Sleep disturbance, or
d. Ej Psychomotor agitation or retardation, or
e. [_f Decreased energy, or

E:i Feelings of guilt or worthlessness, or

=h

) E:} Difficulty concentrating or thinking, or

«Q

h. £} Thoughts of suicide, or
i. m Hallucinations, delusions or paranoid thinking

2. {3 Manic syndrome characterized by at least three of the following:
a. E::E Hyperactivity, or
b. F:j Pressures of speech,or
c. £} Flight of ideas, or

. £} Inflated self-esteem, or

aQ

e. m Decreased need for sleep, or

i Easy distractibility, or

=h

g. [.¥ Involvement in activities that have a high probability of painful consequences which are not
recognized, or

h. {.¥ Hallucinations, delusions or paranoid thinking

3. {:} Bipolar syndrome with a history of episodic periods manifested by the full symptomatic picture of
both manic and depressive syndromes (and cumrently characterized by either or both syndromes)

A medically determinable impairment is present that does not precisely satisfy the diagnostic criteria above

Disorder adjustment disorder with depressed mood

Pertinent symptoms, signs, and laboratory findings that substantiate the presence of this impairment
(explain in Part 1V, Consultant's Notes, if necessary):

{3 Insufficient eviderice to substantiate the presence of the disorder (exptain in Part IV, Consultant‘saﬁgs).
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D. 12.05 Mental Retardation

{1 significantly subaverage general intellectual functioning with deficits in adaptive functioning
initially manifested during the developmental penod; i.e., the evidence demonstrates or supports

onset of the impairment before age 22, with one of the following:

1. {:} Mental incapacity evidenced by dependence upon others for personal needs (e.g., tileting, eating,
dressing, or bathing) and inability to follow instructions such that the use of standardized measures

of intellectual functioning is precluded*
2. f:} A valid verbal, performance, or full scale 1Q of 59 or less*

3. {3 A valid verbal, performance, or full scale 1Q of 60 through 70 and a physical or other mental
impairment imposing an additional and significant work-related limitation of function*

4. {:} A valid verbal, performance, or full scale |Q of 60 through 70*

{:} A medically determinable impairment is present that does not precisely satisfy the diagnostic criteria above.

Disorder
Pertinent symptoms, signs, and laboratory findings that substantiate the presence of this impairment:

*NOTE: items 1, 2, 3, and 4 correspond 1o listings 12.05A, 12.05B, 12.05C, and 12.05D, respectively.

£} Insufficient evidence to substantiate the presence of the disorder (explain in Part IV, Consultant's Notes).
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E. 12.06 Anxiety-Related Disorders

m Anxiety as the predominant disturbance or anxiety experienced in the attempt to master symptoms,
as evidenced by at least one of the following:

1. E:} Generalized persistent anxiety accompanied by three of the following:

a