
Sgt. Chad Young 

TO THE RESIDENT APPLICANT: 

Veazie Police Deparbnent 
1084 Main Street 

Veazie,Maine 04401-7091 
Chief Mark Leonard 

Please review the copy of the booklet "Laws Relating to permits to Carry Concealed Handguns." 

Please complete and return this entire package with the following items: 

o Application for a Permit to Carry Concealed Handguns, pp. 1-6

o Authority and Authorization to Release Information forms must BOTH be filled out completely by the

applicant whether applying for the first time or renewing.

o Fee of $35.00 for NEW applicants:

o If your permit expired over 6 months ago, you are considered a NEW applicant and must pay the
$35.00 fee (Make check payable to: Town ofVeazie)-you are also required to submit your

supporting documents again; eg: Birth Certificate (BC), Hand Gun Safety Certificate (HGS);

o A fee of $20.00 is required if you are a valid RENEW AL applicant (your permit is NOT more than 6

months expired, you have NOT changed your address more than 30 days prior without notifying the

Issuing Authority);

o A fee of $2.00 is required if you are requesting a DUPLICATE permit, a CHANGE OF ADDRESS or
CHANGE OF NAME pennit;

o If you moved over 30 days prior without notifying us, not only are you a NEW applicant, your current
permit is also invalid - you are prohibited from carrying a concealed handgun;

o If you hold a State of Maine issued permit from another Issuing Authority in Maine, include a complete copy

of that permit with your application.

o If you are or were a member of the Armed Forces of the United States of America, a copy of your DD214

serves as proofofknowledge of handgun safety. You must have served long enough to complete basic

fireanns training. You also may NOT have a Dishonorable discharge from the Service

o NEW Applicants: A copy of your Birth Certificate (BC) or INS document.

o NEW Applicants: A copy of a certificate which has been issued within the past 5 years that shows Proof of
Knowledge of Handgun Safety (HGS).

Jfyou have NOT been issued a permit from the Veazie Police Department in the past, we will need your supporting 
documents- even if you are a valid renewal (you have a current, valid pennit issued from another Issuing Authority in 
Maine). 

RETURN YOUR COMPLETED APPLICATION PACKET TO THE VEAZIE POLICE DEPARTMENT 

ADDRESS SHOWN ABOVE. 















AUTHORIZATION TO PSYCHIATRIC FACILITY TO RELEASE INFORMATION 

FOR THE PURPOSE OF APPLYING FOR A CONCEALED HANDGUN PERMIT 

PRINT LEGIBLY OR TYPE 

NAME OF APPLICANT: __________________ DOB: ________ _ 

ALIAS AND/OR PRIOR NAME(S}: _______________________ _ 

Pursuant to 25 M.R.S. §2003 (l)(E)(l}, I authorize the Riverview Psychiatric Center and the Dorothea Dix Psychiatric 
Center of the Department of Health and Human Services to disclose any record of whether I have ever been committed to 
the Riverview Psychiatric Center or the Dorothea Dix Psychiatric Center to the issuing authority: 

Issuing Authority (individual} Chief Mark E Leonard 
Issuing Authority (organization) Veazie Police Department 
Mailing Address 1084 Main Street Veazie, Maine 04401 
Issuing Authority Fax# I (207) 942-1654 I Telephone# to verify receipt of fax I c201> 922-s910 

I understand that the information requested is protected by law and cannot be released without my 
written permission, unless otherwise specifically permitted by law. I understand that I have the right to 
review information and material prior to its release. I understand I have the right to revoke this 
authorization in writing at any time by contacting the issuing authority identified above. I understand 
that my refusal to sign this release will cause my application for a concealed handgun permit to be 
rejected. I understand that if the issuing authority receives an affirmative response to its inquiry, I may 
be asked to authorize the release of additional information to determine my eligibility for a concealed 
handgun permit. Information disclosed to the issuing authority pursuant to this release is confidential 
pursuant to 25 M.R.S. § 2006. 

This authorization is effective for six months following the date of my signature. 

Applicant Signature Date 

Witness Signature Date 

APPLICANT; DO NOT SEND THIS FORM TO THE HOSPITAL. YOU MUST RETURN THIS 

FORM TO THE ISSUING AUTHORITY IDENTIFIED ABOVE WITH YOUR PERMIT 

APPLICATION. OR YOUR APPLICATION MAY NOT BE PROCESSED, 

ISSUING AUTHORITY: Send completed form (or a copy) to Riverview Psychiatric Center (RPC) �to Dorothea Dix 
Psychiatric Center (DDPC} by �of the following means: 

1. Scan form and send via e-mail to: RiverviewMedicalRecords@maine.gov AND 

DorotheaDixMedicalRecords@maine.gov OR

2. .Fu.form to: RPC: (207) 287-7127 AND DDPC: (207) 941-4029 OR

3. Mwl.the form, with a self-addressed stamped envelope to: Riverview Psychiatric Center, 250Arsenal St., 
Augusta, ME 04330, Attn. Health Information; AND DDPC: PO Box 926, Bangor, ME 04401, Attn. 
Medical Records.

NOTICE TO ISSUING AUTHORITY: The RPC and DDPC will respond in the same manner in which you forward this 
form. However, if you fax the form, you must provide your telephone number so that the institution can verify your 
receipt of the return fax. 

AG Form 6: Revised 06/17/203:6/4/2018:07/29/20 9change to issuing authority only)
All previous vcnlons of this form 11rcobsoletc. 






