
CERTIFICATION STATUS 

SOUTH CAROLINA CERTIFICATE OF IMMUNIZATION 

VACCINE

Hepatitis B 

________________ 

SC Law §44-29-180/SC Code of Regulations 61-8 

DOSE 5 

(Date next required
immunization for
childcare or school is
due) 

Meets Childcare
Requirements

(Not valid for school 
entry) 

Meets Requirements
for 5K-6th grade

Meets Requirements
for 7th- 12th grade
 Certification for 7th
grade immunization
requirement only

(Supplement to
approved Certificate

only)

Permanent

Certificate must be completed according to form instructions 
by a licensed Practitioner of Medicine, Surgery, or Osteopathy, or by his/her authorized representative. 

Temporary ________________

 Certificate
Expires:

Childcare
Requirements 

School
Requirements 

Medical Exemption 

Child/Student may attend
childcare or school for no more
than one month from this date. 

MM/DD/YYYY 

1Alternative two-dose series of approved adult hepatitis B vaccine for adolescents 11 through 15 years of age. 
2
Reliable history of Varicella (chickenpox) is defined as: 1) Healthcare provider diagnosis or verification of Varicella (chickenpox) disease; 2) laboratory evidence of immunity or laboratory confirmation of 
disease. 
3Immunization Requirements for Child Childcare Attendance and School Attendance are published by DHEC annually (see https://www.scdhec.gov/health/vaccinations/childcare-school-vaccine-
requirements)


Child/Student may attend childcare or school
for no more than one month from this date.









DHEC-4024 (05/2020) 

List Vaccine(s): 

___ __ __ ___ __ __ __ ___ __ __ __ _

___ __ __ ___ __ __ __ ___ __ __ __ _

__________________________ 

 This form should not be accepted as documentary evidence of citizenship or nationality. This is a Public Health document. 
Do not electronically replicate this certificate without prior approval of the SC DHEC Immunization Division. 

 

List Vaccine(s): 

_________________________________ 

_________________________________ 

Name: ____________________________________ Date of Birth: __________________ SIMON ID#: ___________________ 

Date Certificate Issued Facility Name/Address 

`

Signature of person completing certificate (Physician or Authorized Representative) 

Must state DHEC
4024 at bottom

of page

Polio 

DTaP/DTP/DT 

Td 

Tdap 

Hib 

MMR 

Varicella 

Pneumococcal (PCV13)

Hepatitis A 

Rotavirus 

HPV 

Meningococcal ACWY

Meningococcal B

Pneumococcal (PPSV23)

Influenza 

_______________

 Alt. Adult Hepatitis B1 

 

I certify that the immunization information listed in this certificate is consistent with the child’s health records and meets SC DHEC immunization 
requirements as of the date this certificate was issued. 

Print Physician’s Name Print Authorized Representative’s Name (if applicable) 

Vaccination
section must be
filled out based
on grade level
requirements.

Scan to get
more info from

DHEC

One of the following
must be checked
corresponding to

student’s grade level
for certificate to be

valid


