
Horticulture Clinic

Diagnostic Intake Form
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Agriculture & Horticulture Program
www.capecod.gov/extension

Client Information –
First Name: Last Name: _______________________
Email:  Phone: ZIP: ________
Address:           Town: State: _____       

____ Herbaceous ____ Lawn ____ Vegetable ____ Fruit ____ Weed ___  
Plant Information

___________________________________________________________

When noticed?   Has the problem occurred before? ________________
When was the plant planted? ___________
Plant size Height:               Width:  Approx. Age: _______________
Plant Care
Is the plant watered? Overhead Irrigation ___ Drip Irrigation ___ Hand Watered _  
How often is it watered? For how long? ________________________
Is the plant fertilized?          When?        With what?               How much? ______

             With what? ________________                   
When? __________________
Is the plant mulched?              With what?   Area & depth _________________

Site Soil Moisture Exposure Parts affected Symptoms
Forest Coarse/sandy Dry Full sun Leaves/needles Browning
Landscape Fine/clayey Moist Part sun/shade Branch/stem Leaf spots
Garden bed Topsoil/loam Wet Shade Flowers Leaf drop
Container Potting soil Drainage Wind Fruit Yellowing
Indoor/Ghse Compacted Good Salt spray Roots Wilting
Field/roadside Soil test Moderate Dieback 

Poor Rot
Holes
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Intake Date: ____________________ 

Intake Master Gardener Name: ____________________________________ 

Intake Method    Email ____ Phone ____  Walk-in/Mailbox ____  

 

 

Diagnosis :__________________________________________________________________________ 

d)

 

 

 


