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SEAL
THE DO’S AND DON’TS OF CARRYING A CONCEALED HANDGUN

1. Your permit to carry a concealed handgun must be carried along with a valid identification whenever the handgun is being carried concealed.

2. When approached or addressed by any officer, you must disclose the fact that you have a valid concealed handgun permit and inform the officer that you are in possession of a concealed handgun. You should not attempt to draw or display either your weapon or your permit to the officer unless and until he directs you to do so. Your hands should be kept in plain view and you should not make any sudden movements.

3. At the request of any law enforcements officer, you must display both the permit and valid identification.

4. You may not, with or without a permit, carry a concealed weapon while consuming alcohol or while alcohol or any controlled substances are in your blood unless the controlled substance was obtained legally and taken in therapeutically appropriate amounts.

5. You must notify the sheriff who issued the permit of any address change within thirty (30) days of the change of address.

6. If a permit is lost or destroyed, you must notify the sheriff who issued the permit and you may receive a duplicate permit by submitting a notarized statement to that effect along with the required fee.

7. Even with a permit, you may not carry a concealed handgun in the following areas:

a) Any law enforcement or correctional facility;

b) Any space occupied by state or federal employees;

c) A financial institution;

d) Any premises where the carrying of a concealed handgun is prohibited by the posting of a statement by the controller of the premises;

e) Educational property;

f) Areas of assemblies, parades, funerals, or demonstrations;

g) Places where alcoholic beverages are sold and consumed;

h) State occupied property;

i) Any state or federal courthouse;

j) In any area prohibited by federal law;

k) Any local government building if the local government has adopted an ordinance and posted signs prohibiting the carrying of concealed weapons.

8.    If you are in a vehicle and stopped by law enforcement officer, you should put both hands on the steering wheel announce you are in possession of a concealed handgun and state where you have it concealed, and that you are in possession of a permit. Do not remove your hands from the wheel until instructed to do so by the officer.

I have read and understand the Do’s and Don’ts of carrying a concealed handgun.

DATE: __________________________              SIGNATURE:__________________________________

CHP CHECKLIST

Name of Applicant_____________________________________________

____ Complete Application

____ Fingerprints Submitted to SBI

____ Original Training Course Certification

____ Complete Medical Release Form

____ Enter ECG

____ CCH QNP.QNR( if App.)

____ QACD

____ NCAWARE

____ Driver’s History

____ CJLeads

____ Sheriff Pak

____ DD-214 (If App.)

____ Temporary Permit Issued (If App.)

____ Fee of $90 or $75 Renewal Fee

____ Medical Forms Mailed

____ Interview?

____ Medical Forms Returned (All)

____ Fingerprint Info Returned

​​​​____ Date CHP ISSUED OR Denied

         Meds 

____ Eastpointe

____ Central Regional Hospital

____ Clerk of Court (Greene)

____ Quadrangle Med Specialist
____ Physicians East

____ Other

EASTPOINTE

AUTHORIZATION TO RELEASE INFORMATION

FOR CONCEALED HAND GUN PERMITS

Client’s Name:_______________________________________ 
                 Record#______________

                           Last         First           Middle             Maiden 

Client’s Birth Date:_____________


Client’s Telephone Number:____________

I hereby authorize Eastpointe(Wilson, Greene, Nash and Edgecombe Counties) to release

specified information in my client record to   Greene   County Sheriff’s Office.

This data shall include copies of Admission Assessment, Service Plans, Psychiatric Evaluation,

Termination Summary and any other information in my client record considered pertinent.

Specific Purpose: To comply with the requirements of obtaining a permit to carry a concealed

hand gun.

This consent shall be valid for one year from the date it is signed.

The doctrine of informed consent has been explained to me and I understand the contents to

 be released, the need for the information, and that there are statues and regulations protecting 

the confidentiality of authorized information. I hereby acknowledge that this consent is truly

voluntary and is valid until such a request is fulfilled.

I understand that this consent allows the release of all information in my client record,
including substance abuse, HIV infection, AIDS,or AIDS related conditions or any communicable

disease(s).

I further acknowledge that I may revoke this consent at any time except to the extent that

action based on this consent has been taken.

______________________________________

    ______________________

Signature of Client/Legally Responsible Person                       Signature of Witness 

________________________



    ______________________


Date                                                                                                 Date

NOTE: This consent for release of information must be signed in the presence of an 

Eastpointe or Sheriff’s Office employee. If not signed in the presence of an Eastpointe or

Sheriff’s Office employee, then it must be notarized.

NOTARY STATEMENT

State of _________, County of __________. On this ______ day of _______________,

______________personally appeared before me, the said named __________________to me

known and known to me to be the person described in and who executed the foregoing

instrument and he/she acknowledged that he/she executed the same and being duly sworn by

me, made oath that the statement in the foregoing instrument are true.

My commission expires: ________________Signature of Notary Public:_____________________

                                                                                                                                        Official Seal 
NOTICE OF REVOCATION IS ON BACK OF THIS PAGE

  DO NOT SIGN THIS PAGE UNLESS YOU DECIDE YOU WANT TO STOP EASTPOINTE FROM

PROCESSING THEIR PART IN YOUR HANDGUN APPLICATION PROCESS
REDISCLOSURE

Once information is disclosed pursuant to this signed authorization, I understand the federal

health privacy law (45 CRF, Part 164) protecting health information may not apply to the

recipient of the information and, therefore, may not prohibit the recipient from disclosing it.

Other laws, however, may prohibit redisclosure. When this agency discloses mental health and development disabilities information protected by state law (G.S. 122C), substance abuse

treatment information protected by federal law (42 CFR, Part 2), or Early Childhood

Intervention information (34 CFR, Part 300) we must inform the recipient of the information

that redisclosure is prohibited except as permitted or required by these laws. Our Notice of

Privacy Practices describes the circumstances where disclosure is permitted or required by

these laws.

REVOCATION
I understand that with certain exceptions, I have the right to revoke this authorization any time

except to the extent that information has already been released prior to the revocation date. 

(If I want to revoke this authorization, I must do so in writing). The procedure for how I may

revoke this authorization, as well as the exceptions to my right to revoke, are explained in 

Eastpointe’s Notice of Privacy Practices.

If not revoked earlier, this authorization expires automatically upon on (1) year from the date

signed.

I understand that I may refuse to sign this authorization form. If I choose not to sign this form, I

understand that Eastpointe cannot deny or refuse to provide treatment, payment, enrollment

in a health plan, or eligibility for benefits on my refusal to sign.

Signature of Client:___________________________

Date:___________________

Please Print Name:______________________________________________________________

Please List All Previous Names and Addresses

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

I hearby authorize and require any and all doctors, hospitals or other providers who have ever provided physical or


Mental health or substance abuse treatment or care to me, including without limitation the providers named below to


release to the Sheriff of the above named county any and all records concerning my physical capacity, mental health,


mental capacity or substance abuse that the sheriff may reasonably request in connection with my application for a concealed handgun permit. The purpose of the release is to enable the sheriff to determine my qualification and


competence to handle a gun. I understand that alcohol and substance abuse information is protected by federal regulations and that other confidential records such as psychiatric information may be protected by North Carolina statue.


Accordingly, I specifically authorize the release of any and all alcohol, substance abuse and psychiatric information that may be documented in my records.





I understand that further disclosure or redisclosure by the sheriff of any information disclosed to the sheriff pursuant to this release is prohibited without my further written consent unless otherwise provided for by state or federal law. I


Understand that I may revoke this authorization at any time except to the extent that action has already been taken in


reliance on this release. Even without my express revocation, this release will expire upon satisfaction of the request or one year from the date below, whichever occurs first.





Date of Birth





Social Security No.





State Dr. Lic. # or State ID #





Name And Address of Applicant





RELEASE OF PHYSICAL AND MENTAL HEALTH


SUBSTANCE ABUSE AND CONFIDENTIAL COURT


RECORDS FOR CONCEALED HANDGUN PERMIT





STATE OF NORTH CAROLINA


__________________County





Name of Provider





Address of Provider





Eastpointe		





500 Medical Arts Center, Rocky Mt. N C 27804





Central Regional Hospital





Cherry Hospital





300 Veazey Road Butner, NC 27509





201 Steven’s Mill Road   Goldsboro, N C 27530





Quadrangle Medical Specialist





201 N Main Street   Farmville N C 27828





Wilson Greene Mental





P O Box 3756 Wilson N C 27895

















I also request and authorize any and all clerks of superior court of North Carolina to inform the sheriff of this county


Whether or not the clerk’s records contain the record of any involuntary commitment proceeding under Article 5 of Chapter 122C of the General Statutes in which I have been named as a respondent and, if so, to reveal to the sheriff any confidential information in the court files or records of each such proceeding that the sheriff may reasonably require in order to determine whether or not to issue a concealed handgun permit to me. This Release may be treated as a motion in the cause within the meaning of G.S. 122C-54(d) and a clerk may reveal information to the sheriff pursuant to any


Specific or standing order entered in response to or anticipation of this motion.





Any expenses relating to the search, production, copying and certification of a medical or court record pursuant to this


Release should be my responsibility. I authorize the sheriff to photocopy this release after I sign it, and I authorize any


Provider to whom a photocopy of this release is presented to rely on the photocopy as being as effective as the original.





SWORN AND SUSCRIBED TO BEFORE ME





Date





Date





 Signature of Person Authorized To Administer Oaths





Signature of Applicant











Title





Date Commission Expires








