South Carolina Certificate of Immunization (DHEC 2740)
INSTRUCTIONS FOR COMPLETING

Purpose
To provide valid documentation of immunizations for daycare and school attendance in SC.

(*) Asterisk denotes items that cannot be completed by school nurses.

NOTE: The Vaccination Date (Section 2) and Medical Exemption (Section 3) information must be completed first to determine the
Certification Status.
Check only ONE box in the Certification Status section after reviewing the child’s vaccination/ titer documentation, medical exemption section
and South Carolina School and Day Care attendance requirements.
. Certificate Expires*: Check this box if child has not received complete immunizations for daycare or school and does not have any
medical exemptions.

» “Date next immunization is due” section MUST be completed. The child may attend day care or school for no more
than one month from the date listed.

»  The date written should correspond to the date the next immunization is due and written as mm/dd/yy.

» Applies ONLY to immunizations required for day care or school in South Carolina

. Meets Day Care Requirements: Check this box if child meets all of the immunization requirements for day care as of dat
certificate being issued.

. Meets Day Care & School Requirements: Check this box if child meets all of the immunization requirementsfofday care
requirements for 5K — 6" grade.

» Example: A child is in a 4K program and receives age appropriate vaccines at age 4. These
requirement for 5K-6"grade. So this child does not have to have a duplicate certificate pripted
care, this box can be checked.

. Meets School Requirements: Check the applicable box for which the child meets all of the im
the date of certificate being issued.

»  Select the appropriate box based on the child’s current immunizations (n
Example: A child in the 3" grade is up-to-date on all immunizations includin
meets current requirements for 7" —12" grade as of date of issue and this¢po

» Ifthe DHEC 2740 is being completed to document Tdap requirement o

. Medical Exemption*: Check this box if child has a temporary or permanent med

A

[Section 1: Identification/ Name] [Section 2: Vaccinafign B
Name Vaccine Dat€”

Enter child’s full name. immunization a

Date of Birth .

Enter child’s date of birth. disease, check box in this section.
MCl/Chart# liable history of Varicella is defined as: (1) Healthcare provider
Record child’s assigned MCI or chart number, if applicable. diagnosis or verification of Varicella disease or (2) laboratory

evidence of immunity or laboratory confirmation of disease.

If a child has documentation of a positive titer, record
month/day/year (e.g. 12/23/2002) and the “Positive Titer” on the
line corresponding to the vaccine. If a child has a positive titer for
a vaccine with multiple antigens, the disease for which there is a
positive titer must also be included on the line (e.g. positive titer for
mumps only — write “Positive Titer — Mumps 12/23/2002” on the

MMR line).
[Section 3: Medical Exemption¥
If applicable, document the name of the vacci if there is a permanent or temporary medical reason for exclusion. This section must be
approved by the licensed Physician (MD or DO) Is/her authorized representative (e.g. Physician’s Assistant or Advanced Practice
Registered Nurse).
e  Temporary Exemption: i ion should only be used if the vaccine(s) listed is/are temporarily exempt. A date must be
documented indicg vhen thejtemporary exemption for the vaccine(s) expires.

. Permanent Exem
in the box indiGati

5 section should only be used if the vaccine listed is permanently exempt. A check mark should be placed
dermanent and does not have an expiration period.

[Section 4: PhysiMed Representative Information|

Print Physician’s Na?\ST’he physician is the licensed Practitioner of Medicine, Surgery, or Osteopathy. The physician’s name area must be

completed tedae valid.

DHEC staff: Print the following - “DHEC Director of Clinical Services”
chool Nurses: Print the following - “DHEC Director of Clinical Services”
Private Practices: Print name of specific physician certifying certificate

Representative: The physician authorizes this individual to complete the certificate. The Authorized Representative’s name
pinted if someone other than the certifying physician is issuing the certificate.

xample — The physician authorizes his/her nurse to complete the certificate. The physician’s name and the nurse’s name (as
authorized representative) must be printed. The nurse’s signature is required as the authorized representative for that physician.

Facility Telephone Number/ Name/ Address:
»  DHEC staff: Regional Health Department telephone number, name and address
»  School Nurses: School telephone number, name and address
»  Private Practices: Office telephone number, name and address

Signature: The person completing the certificate must sign the form (either physician or authorized representative)

Date Certificate Issued: Certificate cannot be issued if immunization dates in the Vaccination Date (Section 2) are after the date the certificate
is issued.

Office Mechanics: Provide the parent, legal guardian or person in loco parentis with the certificate of immunization.
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