Community Connect
Provider Portal Guidance
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Provider Portal Guidance
Community Connect

This guidance is intended for providers of the Community Connect Program who are looking for guidance on
navigating the Provider Portal and completing standard actions within it. For additional information about
program operations and requirements, review the Community Connect Provider Guidance.

[ Portal Access

The Community Connect Provider Portal is a web-based system that offers online access. Click here to access the
Portal.

A. Qualify for and Request Access
Prior to accessing the system, each Program Contact (Care Coordinator or Peer Support Specialist must
complete the following steps:

e Attend a program onboarding meeting with your program’s Community Connect Administrator or
Peer Support Administrator

e Submit a request for portal access to comconnect@nd.gov and include the following:
o First and Last Name

Email Address

Phone Number

Regional Participation

Role(s): Master/Support Admin, Care Coordinator, Peer Support Specialist

O O O O

Please note, the portal access request form must be submitted by the supervisor
e Attend Care Coordination and/or Peer Support training

B. Respond to Portal Invitation Request
When the Community Connect program team has completed reviewing your organization's access
request and creating a profile for your new Program Contact, that person will receive an invitation to
access the Provider Portal sent to the email address provided for them in the access request.

e Review the Email Instructions
e Click the Invitation Link, which will take you to the ND Login screen

C. Create and/or Link ND Login Account
The Community Connect Provider Portal utilizes the ND Login for limiting and
monitoring access.
e Individuals who already have an ND Login may use their existing ND on e o
Login

¢ Individuals who do not already have an ND Login should click on Create
an Account

For help with this step of the login process only, complete the ND Login Contact

Supporttorm T
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D.

NORTH

Application Access
Upon gaining access to the Portal, users will be able to see a shared data set of participant information
that includes all applications for which your program has accepted referrals for.

To gain access to a new Community Connect participant’'s Application File, the following steps must be
completed by BHD Administration:

1. Validate a Release of Information for your organization

2. Send a Referral to your organization

When the above steps have been completed, your organization will be able to see the participant's
application in the Pending Records- Pending Applications view. At this point you will only be able to view
the Participant's application and demographic information.

Upon Referral acceptance, the Application File will now be present in the Active Applications view and
your organization will be able to create new records and view your program’s records within the
Application File in accordance with each user’s role(s) in the system.

Role-Based Accessibility

The provider portal relies upon each user’s assigned roles (Master/Administrative Support, Care
Coordinator, Peer Support Specialist) to determine which actions a user can take within the portal. The
table below provides a summary of all allowed actions for each user. Specific steps for completing the
activities below are detailed in upcoming sections of this guidance.

>
o
3
=]

Activity CC PSS
Referral Response

Assign/Reassign Care Coordinators

Assign/Reassign Peer Support Specialists

Update Participant Demographics

Create Care Plan

Modify Care Plan

View Care Plan

Create Case Notes

View Case Notes

Create Monthly Outcomes Billing

Modify Monthly Outcomes Billing (<5 of each month)
View Monthly Outcomes Billing

Create Participant Update

Modify Participant Update

View Participant Update

XX | XXX [X

KX XXX XX XXX [ X[ X[ X|X|X
XX XX XXX |X|X|X|X|X
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I Participant Journey Overview

The following map shows an overview of a participant's journey through the Community Connect Program, and demonstrates the significant collaboration
between the CC program and your organization in assisting program participants

Letter Letter

| Ii Generated Generated

Provider Participant
Receives : Updstes
Referral in Portal Created

Individual
Receives
Notice

Application

L Submitted Online
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Provider Portal Guidance
Community Connect

1. Provider Portal Layout
Upon Logging into the Community Connect Provider Portal, users arrive at the portal’s landing page, which is
arranged in a series of Tabs for users to select from based on the intended activity.

- ﬂ S

Pending Records
Fending Active My Active JR— Active Application Active Case hlot Pending Outcomes  Active Participant Account
HEEIRS Applications Applications ve heleases Referrals e Lare Flans e Lass = Eilling Updates Information
Outcomes Billing Transferrad My I_nacFve Inactive Releases Inactive Application Inactive Care Plans  Inactive Case N Paid E?u_tnomes Inactive Participant Rr_?g_lona.l
Requiring Review Applications Applications Referrals Billing Updates Participation
Closed
Applications Payment Batches Contacts
L

Below is a summary of each of the Tabs, along with what information and functionality is provided in each:

View primarily used by a program’s Master and Support Administrators to:
. Respond to new Referrals issued by the Community Connect program
Pending Records * P W Reterrais 1ssu 4 munty progr
e  Review Outcomes Billings that the Community Connect program did not approve as
submitted (following each billing and reconciliation period)
View for users to see current and historical listings of a program’s applications. Here, users can:
L Click into participant’s Application Files to complete work
Applications * P P bp P
e  Export datasets
e Use a search bar to narrow results by any of the column values
Default portal view that provides a listing of the logged-in user’s assigned
applications/participant.
My Caseload Users can click into their assigned participant’'s Application Files to complete work for each
participant.
Releases, Referrals, Views for users to see complete listings of a program’s application-based work-type history. In
Care Plans, Case each of these tabs, users can:
Notes, Outcomes e  Click into the records to view/print
Billing, Participant e  Export datasets
Updates e Use a search bar to narrow results by any of the column values
This tab provides high-level information about a Program, including:
e  Program Address, website, phone, email address
e Regional Participation and Referral Status
e  Program Contact List
Agency . . . T
o Contact demographics (email, phone, regional participation)
o Contact's current and historical application assignments
o Master/Support Administrators can update Program Contact demographics and
enter an End Date to terminate that contact’s access to the system.
NORTH
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V. Participant Application File Layout
Almost all work completed within the Provider Portal System occurs under the context of a participant's
Application File, which has a standard layout as follows:

Application D [OC Releaze of information fﬂe{ease G_f Ilﬂfﬂl"mﬂ'fl.ﬂﬂ_]
Irediwichuaal Application] Shatus  — Sexvice
- Boleass ID ¥ Raapom Date End Date Providar
R-1014 [o—— 1 8 3 & a -
Parteipasi Farst Name
Redeivals
Participard Last Mame mffE‘J‘Tﬂ'fS}
Service
Beferral D * Sort Date Gtatus Bessgn  Puowides
Service Level PR-1012 ! Accenied w
PR . Test A .
Partsospamt Date of Burth
Care Flan
Farticipant Regicn m
¥
Rageon T- Blemarch fCI:TJ"E PI!I:I."'.'_,:
Cowated By
Strwat Addves Status Created Modified  Portal
801 Main Stewst: Care Plan 1D T Reason O Date On Date Ussr
Srate
- There are e fecornds 1o daplay.
Tip Code
(Case Notes)
Case Hotes
Phans Mumber
Case Maote 1D ¥ Created Om Contact Typs Provider Mams
Email Addrais
: 1008 V8003 1 st -
Care Coordinator Outcames Billings (Outcames B[H[nggj
R [—
‘g Fall
Peer Support Specialist Dwscripticn
» i (Service Created
vy Marey
LIy L Outcames Service Type Subemit By Partal
Billimg 10 ¥ Month/Year Submitted) Date User
Case Lead User
- 100 ¢ el 3 1 & w
Alyson Oithoff T
Participant Updates fpﬂ'ﬂ'fffpﬂﬂf’ UPG‘G?'E’S_}
Sarbemit Submitted Updaie Status Originating
Updste 1D+ Date By Type Reasan Prewider
PU-1004 B2 lane lones | oo ot .
T
-
I a w
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V. Referrals
When Community Connect approves a participant application it is assigned to a Program Case Lead. One of the
Case Lead's responsibilities is to collect and validate the participant’s Release of Information for their selected
provider, at which point they can issue the Referral to the participant's selected provider.

When a Case Lead sends a Referral to your organization, that Referral will show in the Pending Records Tab, under
the Pending Referrals view. Only users with Master/Support Administrator roles can respond to a Referral.

To respond to the Referral:
1. Click on the Referral ID or click the down arrow and Edit
2. In the Referral Form:
e Accept the Referral and assign the Care Coordinator by clicking on the magnifying glass.
(Note- only care coordinators available in the participant’s region will show up here for
selection.)
Accepting the Referral will automate the following:
o Email communication to the Care Coordinator and Program Email
o Application will show up in the Applications Tab under Active Applications
o Application will show up in the assigned Care Coordinator's My Caseload Tab
e Refuse the Referral and provide a reason for refusal.

(:'_'I"';ndlnq Ftt'kl;;!s-_')

Bt oy Dol

First Name Last Hame Care Case Lead
Referral 1D ¥ Sent Date Application  [Applicationl  [Application) Coordinatar  User
s
=
o .
Gt
(=]
Provider Status Reason *
- o Fudl Mama ¥
Accepted ) ,-F'V bl iy lones
.--f--
_,-o-""'"-'---
Care Coordinator * e
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VI. Updating Participant Application-Level Information

A. Participant Demographic Changes
All users can make changes to a participant’s address, email address, phone
number. Only Master/Support Administrators can update a participant’s
regional assignment as this may require reassignment of Care Coordinator
and/or Peer Support Specialist.

1. Navigate to the Participant’s Application File

2. Click on Edit Account

3. Make changes in applicable fields

4. Click Submit

5. Review the standard error status message for important reminders
about potentially required next steps (e.g., address changes that
affect a participant’s region require Master/Support Administrators
review for reassignment of care coordinator/peer support specialist).
O The form could not be submitted for the following reasons
You have changed this participant's address . Please review the participant's regional assignment to ensure all information is current and
correct. In the event the participant's region needs to be changed, contact Jane Jones or Jim Jones or Matt Tester Bester Tester or
JesseTestFirst09222022 JesseTestLast09222022 for assistance.
Please press the Confirm Submit button below to acknowledge you will complete the above steps as necessary and submit these changes

6. Click Submit

B. Assigning Peer Support Specialists; Updating Care Coordinator/Peer

Support Specialist Assignment

For participants who elect to receive peer support, the Master/Support
Administrator will manually add the Peer Support Specialist to the
participant’'s Application File by completing the following steps:

1.
2.
3.

7.
hand si

NORTH

Navigate to the Participant’s Application File

Click on Edit Account

Click the magnifying glass next to Peer Support Specialist to launch
the Program Contact lookup

Select the applicable Program Contact. (Note- Peer Supports must be
assigned to the participant’s region in order to be selected.)

Click Submit

Review any error messages that the system may provide and make
necessary adjustments.

Click Submit (at the very bottom of the Application File on the left-

de)
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Co

VII.

mmunity Connect

Care Plans

Creation of a participant’s Care Plan is a vital component of the Community Connect program and should serve as
a living document that is updated and evolves as a participant’s needs and goals change. Providers should refer to
the Community Connect Provider Guidance for additional information on creating quality Care Plans.

A. Create a Care Plan
Creating a Care Plan consists of three main steps, with each step being contingent upon the previous
step:
e Create the Care Plan
o Add Goal(s)
» Add Goal Action Step(s)

While each Participant can only have 1 active Care Plan at a time, the Care Plan can include as many goals
as determined by the participant, and each Goal can include as many Action Steps as determined

beneficial by the participant and Care Coordinator.

The table below shows the steps for creating a Care Plan:

Navigate to the Participant's
Application File and click on Release of Information

Create New Care Plan Status Signature Service
Rolease ID ¢+ Reason Date End Date Provider

Referrals

Service
Refeerral 1D ¢ Sent Date Status Reason Provider

Care Plan —

Created By
Status Created Modified Portal
Care Plan 1D * Reason On Date On Date User

NORTH
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2. | In the Care Plan Form:

e Enter the Participant’s
Strengths and Reason for
Referral into the Program

e Click Next

(B

3. | Add Care Plan Goal

e Click on Add Goal

e Enter Goal Description

e Select the application
Outcomes Domain

e Enterany
comments/reminders/ideas
about this goal in Goal
Provider Comments

e Click Next
sl D b il Actbon Sbep  Groad Bermioe Sinp
Lare Fln Gaal Pl 0l Hara T Sep Sewrt Dutw Lomplete Dte
NORTH
DOkO'l'C] | Behavioral Health
Be Legendary. HEALTH & HUMAN SERVICES 10



Provider Portal Guidance
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4. | Add Goal Action Steps Action Steps

e C(lick Create eritiy the acti
e Describe Action Step in the ' A

Action Step field m
e Enter the Action Step Start

Date (as the date you Action Step 4umm

intend to start, or leave

blank if unknown)
e  Click Submit
e Repeat steps under this

section (section 5) until all

Action Steps for the goal

have been added
e Click Next

F
Goal Action Step Start Date
MDY YY ®
Goal Action Step Complete Date
W DAY =
5. | Review Care Plan overview p—

The system will drop you into a | |« b
Care Plan Overview screen, achievement of the goal
where you can see high-level To edit existing goals, click the down arrow to the right of the goal and select Edit.
information about the
participant’s Care Plan. Name 4 Goal Description Goal Outcome Domain  Created On Date

CPG-1038 fdas Recovery/Social Supports  10/26/2022 [~]

e |If additional Goals should oo
be added, repeat steps 4 Action Steps _ _

Below are all action steps created to date, which support the participant in achievement of their identified goals. To edit an existing
and 5 until Care Plan is action step item, click the down arrow to the right of the action step and select edit. To add a new action step, edit the applicable goal
complete e

o Toadd new ACtion StePS t0 | | cuerimcet ooy Namet  Adionsies  surtome | complutebae.
existing Goals, use the CPG-1038 fdas CPGAS-1050 fda ~] _
down arrow on the Goal to
edit the applicable goal

e When Care Plan is
completed, click Submit at
the bottom of the screen.

NORTH
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B. Modifying a Care Plan
Throughout each month, Care Coordinators are expected to modify a participant’s Care Plan to record:
e Entry of new Goals
e Completed Action Steps
e Entry of new Action Steps
e Provider Goal comments (as determined helpful by the Care Coordinator)

To modify a Care Plan, navigate to the Participant’s Application File and click the down arrow next to the
Care Plan and select Edit.

Care Plan

Created By
Status Created Modified Portal
Care Plan ID + Reason On Date On Date User

CP-1041 Active 10/26/2022 10/26/2022 Jane Jones (])

o View details
G Edit

Case Notes

The next steps are largely the same as those for creating a new Care Plan but will depend on the specific
thing you're trying to achieve.

To create a new Goal e See steps 3 and 4 from the Create a Care Plan section
(And add associated Action Steps) for detailed instructions
To modify an existing Goal e Click on the down arrow next the Goal you're trying to

modify and click Edit
e See steps 3 and 4 from the Create a Care Plan section
for detailed instructions

To create a new Action Step under an | ¢ Click on the down arrow next the Goal you're trying to

existing Goal: modify and click Edit

e See step 4 from the Create a Care Plan section for
detailed instructions

To edit an existing Action Step: e Under the Action Steps view within the Care Plan, click
the down arrow and select Edit
e Modify as needed

NORTH
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VIll.  Case Notes

Care Coordinators and Peer Support Specialists are expected to add Case Notes to the participant’s Application

File each time an attempt to contact the individual is made.

To create a Case Note:

1. Navigate to the participant’s Application File

2. Click New Case Note

3. Identify the Contact Type from the dropdown

4. Enter the Contact Duration (total time spent in minutes)
5. Enter contact notes

e When the attempt is unsuccessful (the participant doesn't reciprocate) the note should
indicate whether a voicemail /text request was made for the participant to reach back out.

e When the attempt is successful (the participant engages in communication) the note should

provide a high-level summary of the discussion.

6. Click Submit
Case Notes
Case Note ID 1 Created On Contact Type Provider Name
CN-1008 10/18/2022 3:46  Face-to-Face Test Account A
PM
Cortinct Type * .
|'H ’ -\il
A
T tadl i T -—
BT ML -—
e By
=
.-' Ty
NORTH
DGkOi'O | Behavioral Health
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IX. Outcomes Billing
Each month, your organization must complete an Outcomes Billing for each assigned/active participant.
1. | Review the Participant’s Care Plan and Case Care Plan
Notes for monthly progress/effort
Created By
To view Care Plan or Case Note details, click Staus)  iCleatedi  Mocihecl (Rotial
. . K Care Plan ID 4 Reason On Date On Date User
the down arrow and click View Details -
CP-1042 Active 10/26/2022 10/26/2022 Jane Jones @\
7
© View details
Case Notes @ Eait 4=
2. | Click New Outcomes Billing and respond to Outcomes Billlngs —— |
the Engagement and each Outcomes
question based on the Application File review : ——
Fu
Description
(Service Created
Outcomes Service Type Submit By Portal
Billing ID * Month/Year Submitted) Date User
0OB-1006 8/12/2022 Level 3 8/12/2022 v
Er
3. | Enter the first date of the reporting month MEISESSAeS
. . (Select the first date services were offered to the participant for this billing month) *
using the date picker oy (3
- h -
October 2022 >
(Always select the 1Y) su Mo T We Thfrose
25 26 27 28 29 30 1
2 3 4 5 6 7
| 9 10 " 12 13 14 15
! 16 17 18 19 20 21 22
23 24 25 26,27 28 29
E 1 2 3 4 5
4. | Respond to the Engagement and Outcomes
questions based on the review of participant's
Care Plan/Case Notes and provide comments
for each
See table that follows for assistance with
. ep . Engagenmant Cosmments *
correctly identifying engagement/ outcomes
responses
. . Select the level of Care Coordinator interaction with the participant achieved during this reporting
5. | Select the Level of Service achieved for the perioc:
reporting period based on the Engagement )
and Outcomes question responses. ChW
° CIle the Magnlfylng G|aSS A Full Description Rate 4 Description (CC Interaction)
. . Level 3-Ineligible $0.00 The Care Coordinator and/or peer
e Place a checkbox in the appropriate ) support spedalis i ot ofer -
. person contact with the individual
Level of Service a:rr:gj each week of the reporting
L4 CIICk SeleCt Level 3-Diligence $200.00 There is case note documentation
indicating that the participant had
"at least” weekly opportunities to
engage (face to face) during the
NORTH
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Community Connect

Provider Portal Guidance

The table below provides a high-level summary of how to answer the Outcomes Billing questions, which are

intended to guide both providers and the program with determining the level of services achieved.

Select Yes if

Select No if

Select N/A if

meets their needs and is safe and
supportive of recovery or they are making
progress towards this goal.

Engagement | Phone, virtual, or face-to-face connection | Care coordinator was not able to
in which the care plan or outcome areas effectively engage with the participant
were discussed was achieved during the reporting month.
*Selecting No here will cause all other
answers to lock in at N/A
Housing The participant is living in a place that best | The participant is not living in a place that

best meets their needs and is safe and
supportive of recovery and they are not
making progress towards this goal.

Employment

The participant is making progress towards
or maintaining their employment/finance
goals

The participant is not making progress
towards or maintaining their
employment/finance goals

arrest, criminal charge, or probation
violation resulting in initiation of
revocation

Recovery The participant is demonstrating effort to The participant is not demonstrating effort
reduce their substance use or the harm to reduce their substance use or the harm
associated with their use and/or improve associated with their use and/or improve
their mental health functioning their mental health functioning?

Criminal The participant is avoiding law The participant is not avoiding law

Justice enforcement engagement resulting in enforcement engagement resulting in

arrest, criminal charge, or probation
violation resulting in initiation of
revocation

The participant
was not
engaged during
the reporting
period

The system will limit users from entering service levels that do not align with requirements define in Provider
Guidance. Below is high-level guidance to assist users with making accurate service level determinations.

Highest Ineligible Diligence Engagement Outcomes
level of Care
Level 1 e Engagement not N/A e Engagement e Engagement
achieved achieved achieved
Level 2 0 Outcomes Engagement e 1-2 Outcomes 3+ Outcomes
Achieved achieved Achieved Achieved
Level 3 Case Notes do not 0 Outcomes e Care Plan/ Case Care Plan/ Case
demonstrate efforts Achieved Notes support Notes support
to engage Case Notes progress in progress in
participant demonstrate Outcomes areas Outcomes areas
efforts to engage
participant unmet

For additional information about making determining the level of service and reimbursement rates, see

Community Connect Provider Guidance.

NORTH
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Provider Portal Guidance
Community Connect

X. Participant Updates
To notify the Community Connect Program of change requests relating a participant’'s engagement with the
program, your organization can use the Participant Update form. There are three types of changes included for
submission under this form:

Use this form option when your organization determines a participant would
benefit from a lower or higher level of care.

Level of Care Change To submit this participant update type, you will need to provide:
e Level of care you believe the participant should be in
e Explanation for this decision

Use this form when your organization has determined it may be appropriate to
discharge a participant from the program.

To submit this participant update type, you will need to provide:
e last Date of Participation

e Reason for Discharge

e Explanation for this decision

Program Discharge

Use this form when your organization has determined it is necessary to transfer a
participant to another participating provider.

To submit this participant update type, you will need to provide:
e Region the participant will be participating in
e Whether the participant has already selected a new provider
o If so, who
O
e Explanation for this decision

Provider Transfer

To submit a Participant Transfer:

Navigate to the Participant’'s Application File

Click on New Participant Update

Provide form responses as needed for each participant update type (outlined above.)
Click Submit

Hwn o=

Your Participant Update form will be reviewed by the Community Connect program within 7 business days of your
submission and will provide an email summary of decision. For Discharges approved, the system will automate a
communication to the participant’s assigned Care Coordinator and/or Peer Support Specialists.

Your organization can always look up the status of a Participant Update form as well by reviewing the participant’s
Application File or by navigating to the Participant Update Tab within the Portal.

NORTH
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Provider Portal Guidance
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XI. Agency-Level Information
Within the Agency Tab all users can view the following information about the Agency:
e Agency Demographics, such as address, email, phone, website
e Regional participation and Referral status
e Program Contact List

To modify Agency-level demographics, contact the Community Connect Program Lead or email
comconnect@nd.gov.

Within each Contact provided in the Program Contact list, users are also able to view/ modify (Master/Support
Administrators only) information about the contact such as:

e Contact Demographics, such as email, phone, preferred method of Contact

e Account Begin/End Dates

e Active/Inactive application assignments

To edit a contact, Master/Support Administrators can click the down arrow next to that contact’s name.

CONTRETS

Full Hame T Ermail

A. Update Contact Demographics
To update contact demographics, change the applicable information and click Submit.

NORTH
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B. View/Modify a Contact’s Assigned Role(s)

To modify a Contact’s assigned roles (e.g., to grant administrator privileges to a Care Coordinator):

1. Under Contact Account Begin End Date, click the down arrow next to your program’s name and

click edit.

Contact Account Begin End Dates

Account Name
{Service Provider) Begin Date t

End Date

2. Update the Role selections as applicable

Agency Master Administrator *
No

Agency Support Administrator *
No

Care Coordinator *
Yes

Peer Support Specialist *
No

3. Click Submit (in the Contact Account Begin End Date edit box)

4. Click Submit (in the Contact Summary box)
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C. View/Modify a Contact’s Regional Participation
1. Under Contact Account Begin End Date, click the down arrow next to your program’s name and
click edit.

Contact Account Begin End Dates

Account Mame
(Service Provider) Begin Date T End Date

int A, 8110/2022 B‘i
G Eain >

2. Under the Regional Participation box, click the down arrow and select Edit

Regional Participation

Region Region 1- Williston

3. Click the Magnifying glass to open the Region lookup, place a check into the new Region, click

Select
<(2)

Hegion

Lalery | '— -

Hame

Region

Famber
Croated On
Sardect
Mame

Region

Y ST

4. Click Submit
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D. Modify a Contact’'s Add an End Date (terminate their access)
1. Under Contact Account Begin End Date, click the down arrow next to your program’s name and
click edit.
Contact Account Begin End Dates
Account Name
(Service Provider) Begin Date T End Date -
it A &H10/2022 B
G Edit
2. Click on the Date Picker Box and enter the Contact’s last date of access
End Date P
f".-'1"D“"'"'"" |'II/ i \
JOAYYY
AN
3. Click Submit
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Xll.  Frequently Asked Questions
This section includes frequently asked questions and will be updated regularly.

A. How do | add a new Care Coordinator or Peer Support Specialist to my Organization’s access?
Review the prerequisites and required steps for adding new program contacts outlined in the Portal
Access section.

B. Why can’t | get logged in?
e Review the steps in the Portal Access section.

C. Why can’t | create any new forms for a Participant?
e Do you have appropriate Roles assigned?
o See Role-Based Accessibility and Modify a Contact’s Assigned Role(s) for details

e Has your organization accepted the Referral?
o See Referrals for details

e |s the Release of Information still valid?
o To verify if a Release of Information is still valid, navigate to the participant’s Application File
and review the End Date for your organization’s ROI.

Release of Information
Status Signature Service
Release ID 1 Reason Date End Date Provider
RI-1014 Expired 8/12/2022 9/2/2022 Test Account
A
D. Why isn’t one of my Care Coordinators/Peer Support Specialists showing up on the Referral Form

or in the participant’s Application file?
The system will only display the Care Coordinators and/or Peer Support Specialists assigned to the
participant’s indicated Region.

e To check the participant’s region, visit the Applications tab and review that participant’s data row
e To check the Care Coordinator/Peer Support Specialist region assignment, see the detailed steps
outlined in View/Modify a Contact’'s Regional Participation

E. Why does my Account Profile show that my organization is not participating in a specific region
that we do participant in?
Regional participation assignments are managed by the Community Connect Program Lead. For
questions, please email comconnect@nd.gov or call 701-298-4636.

F. Why does my Account Profile show that my organization is not accepting new referrals in a specific
region when we are?
Regional Referral Status is managed by the Community Connect Program Lead. For questions, please
email comconnect@nd.gov or call 701-298-4636.
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G. Can | delete records from the Portal?
Deleting records is not allowed within the Portal. If you would like a record to be deleted, please submit
your request via email to comconnect@nd.gov or call 701-298-4636.

H. Can | print records from the Portal?
Yes! Your organization can print any record submitted through the Portal by clicking the down arrow on
the applicable record and clicking View Details. This will open the record in a new screen and present the
user with the option to Print in the upper right hand corner of the screen.

1. Why do the different views within the portal offer Export to Excel options?
The portal views were built with export options to offer a way for users to evaluate and analyze their
cumulative records in Excel.

J. How can | quickly find the record(s) I'm looking for?
The portal was designed to make finding your records as easy and user-friendly as possible. Below are
some tips for searching for records in the portal:

e Tab views are split up with the records that would be considered ‘active’ for your organization on
the top and those records that would be considered ‘inactive’ for your organization at the
bottom.

e Clicking on the column headers within each view will sort the results by that column value

e Most views offer a search bar to assist users with finding their records quickly

o The search bar will look for matches on the entered value within any of the columns in
that view that are blue
o To perform a search on a partial match, use the “*" at the beginning of your search word
= Example: To search for an application using only the numerical portion of an
application id you can type in CC-1234 or you can enter *1234
= Example: to search for Jacqueline Smith aka Jackie Smith, you can enter in:
e Jacqueline to see all Jacqueline results
e Jackie to see all Jackie results
e *Jacto see all results that have the 'jac’ values
o This type of search would include Jackie, Jacqueline, Jack,
Jackson, etc.

K. I’'m struggling to use the Portal- can | get personalized training?
To request personalized training, please submit your request via email to comconnect@nd.gov or call
701-298-4636.

L. What if I'm having an issue not outlined in this Guidance?
For all questions or issues that weren't able to be resolved utilizing the Portal Guidance and/or this
Troubleshooting section, please email comconnect@nd.gov or call 701-298-4636.
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