


□ I hereby apply for a Temporary Emergency Permit for a nonrenewable period of up to 45 days based upon the
information set forth below. I reasonably believe that an emergency situation exists which may constitute a
risk of safety to me, my family, or my property.

State Grounds for Temporary Emergency Permit (Use attachment if necessary)

□ (To be completed for RENEWALS only) - I currently hold a valid Concealed Handgun Permit issued by the __________ 
County Sheriff's Office. I hereby affirm that I remain qualified to receive and possess this Concealed Handgun 
Permit pursuant to the criteria set forth in Article 54B of Chapter 14 of the NC General Statutes and the criteria 
outlined in this application. 

SWORN TO AND SUBSCRIBED TO BEFORE ME 
Date 

Date Signature of Person Authorized to Administer Oaths Signature of Applicant 

Title 

CAUTION 

Date Commission Expires Federal law and State law on the possession of handguns and 
firearms may differ. If you are prohibited by federal law from 

SEAL 
possessing a handgun or a firearm, you may be prosecuted in federal 
court. A State permit is not a defense to a federal prosecution. 

·,

I ISHERIFF USE ONLY .. -- � - �

Check List - check applicable boxes: 

1. Nonrefundable Permit Fee Paid .............................................. ................ D 8. Date Issued Temporary Permit

2. One Full Set of Fingerprints Administered by the Sheriff's Office ....... D 9. Date Denied Temporary Permit

3. Original Certificate of Completion 10. Date Issued Permit
of Approved Firearms Safety & Training Course .................................. D 

Permit Number 
4. Renewal-Waiver of Application Firearm Safety & Training Course ... D

11. Date Denied Permit
5. Attachment(s) (Specify) □ 

12. Date Submitted to SBI
6. Temporary Documentation ........................................................................ D 

13. NICS Transaction Number (NTN)

7. Other (Specify) □ 

Signature of Sheriff: 

Original - Sheriff I Copy - Applicant 
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RELEASE OF PHYSICAL AND MENTAL 
HEALTH, SUBSTANCE ABUSE AND 

CONFIDENTIAL COURT RECORDS FOR 
CONCEALED HANDGUN PERMIT

STATE OF NORTH CAROLINA

 County

G.S. 14-415.13(a)(5)
Name And Address Of Applicant Date Of Birth Social Security No.

State Drivers License No. (State Identification No. if no Drivers License) State

I hereby 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 handgun. 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 
statute. 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 the satisfaction of the request or one year from the date below, whichever occurs first.

Name Of Provider Address Of Provider

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.

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.

NOTE: �Pursuant to G.S. 14-415.15(a), no person, company, mental health provider, or governmental entity may charge additional fees to 
the applicant for a concealed handgun permit for a background check under that subsection.

Date

Date Signature Of Person Authorized To Administer Oaths

Title

Date Commission Expires

Signature Of Applicant

SWORN/AFFIRMED AND SUBSCRIBED TO BEFORE ME

SEAL
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