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1. Executive Summary

This plan sets out a Medical & Ambulance Transport business in India — emergency response, inter-facility and
scheduled patient transfer, hospital retainer and standby contracts, corporate, industrial and event medical standby,

and long-distance critical-care transfer, operated as a clinically staffed and equipped fleet.

This is the only transport business in the library where a passenger can die in the vehicle, and the distinction
matters more than it first appears: in every other plan here the worst case arrives through an accident, while
in this one the worst case can occur while the driving is flawless. That single fact reorganises everything. The
vehicle is not transport with a patient inside; it is a treatment room that moves — and an operator who runs it

as transport with a siren attached has built the wrong business, however well he runs it.

India has no consistently enforced national standard for what an ambulance must actually contain or who
must be aboard it. Construction standards exist for body-building, but clinical capability is thinly and unevenly enforced.
The practical consequence is that a substantial part of this market is a transport vehicle with a red cross
painted on it: an oxygen cylinder that is empty or has no working regulator, a defibrillator nobody on board is
trained to use, and an "attendant" with no clinical qualification of any kind. This plan therefore declares its
capability honestly and verifies it monthly rather than at fitment — vehicles meeting their declared category
specification, with oxygen charged, equipment functional and drugs in date, rise from 58% to 100% — and holds

calls billed as advanced life support but staffed at basic life support level at NIL.

The metric this industry advertises is response time, and the metric that matters is survival — and the two
genuinely diverge. An ambulance that arrives in eight minutes with an untrained attendant is worse than one
that arrives in twelve with a paramedic who can secure an airway, and a market that competes only on arrival speed
is optimising the number the customer can observe rather than the one that saves them. This plan reports response time
alongside on-scene clinical intervention performed where indicated, rising from 41% to 92%, and takes calls

carrying a qualified paramedic rather than a driver-attendant from 44% to 96%.

The most serious integrity failure in this entire vertical is the hospital referral commission, and it needs to be
named plainly because it is endemic. Hospitals pay ambulance operators for delivered patients. Where that happens,
the destination of a critically ill person is decided by who pays the crew rather than by which facility is nearest
or best equipped to treat them. A commission that changes the destination of a critically ill patient is not a
marketing expense; it is a clinical decision sold to the highest bidder, and the patient — unconscious, or
frightened, or simply unqualified to judge — is in no position to know or to object. This plan carries hospital
commissions at NIL and patients taken past a nearer appropriate facility at NIL, and states the commercial
consequence honestly: refusing them removes what is, for many private Indian ambulance operators, the single

largest revenue stream in the business.

This plan models an operator requiring ¥1.24 crore (348 lakh promoter + X50 lakh term loan + %26 lakh working-capital
finance), moving from ¥2.46 crore revenue and a X2 lakh loss on 14 vehicles to ¥4.72 crore revenue and 29 lakh

profit on 24 vehicles by Year 3. (Clinically staffed emergency-services operation — figures illustrative.)

2. Business Description, Vision & Legal Structure

Concept: A clinically governed ambulance service that declares its capability accurately, staffs to the capability it bills,

chooses destinations by protocol rather than by commission, and positions vehicles to be near rather than to be busy.



Vision: To be the service a doctor would call for their own family.

Mission: Take no money from any hospital for a patient; go to the nearest appropriate facility and write down why; put a
qualified person on board every call we bill as clinical; check the oxygen every month, not every year; and hand over a

written record to whoever receives the patient.

Legal structure options

« Private Limited — strongly recommended: clinical liability, hospital and government contracting, equipment financing.
e Section 8 / trust — viable where the model is charitable or grant-supported.
e Proprietorship — unsuited: this business carries clinical negligence exposure that should not sit against personal

assets.

Regulatory anchor: the gap between what is regulated and what matters is wider here than anywhere else in this vertical,
and an operator should understand exactly where it sits. Vehicle-side obligations are clear and enforced — permits,
fitness, driver licensing, AIS-140 tracking, and state rules on beacons and sirens. Clinical-side obligations are the weak
point: there is no uniform national licensing of ambulance clinical capability, no consistently enforced
minimum staffing, and no standard qualification a purchaser can rely on when told a vehicle is "advanced life
support". What does apply, and applies seriously: drug scheduling and storage rules for the medicines carried,
oxygen handling and cylinder safety, biomedical waste rules for sharps and contaminated material, and
clinical liability for anything done or not done by the crew. Where the crew administers drugs or performs
interventions, this must occur under a named medical director's written protocol — which this plan treats as
mandatory rather than aspirational, because without it a paramedic performing a clinical act is doing so with no
lawful authority and no professional protection. Add DPDP obligations on patient data, and state EMS tender

conditions where government contracts are undertaken.

3. Promoter & Ownership

Led by a promoter with EMS, healthcare-operations or clinical background, working alongside a named medical director.
Three competences decide outcomes: clinical governance, since the protocols are what convert a van and a cylinder into a
service; dispatch discipline, because positioning decides response time far more than driving does; and the willingness to
forgo commission income, which is the defining commercial choice in this business and cannot be made halfway.

Ownership, equity & investor terms are editable inputs.

4. Market Analysis — India

Demand comes from emergency response, a very large and growing inter-facility transfer market, hospital standby
contracts, and industrial and event medical cover. The market is fragmented, capability-opaque and largely

uncontested on clinical quality because purchasers cannot assess it.

Demand drivers

« Inter-facility transfer growth — referrals, discharges, dialysis and diagnostics movement, the true volume base.
+ Hospital outsourcing of ambulance operations to avoid owning the fleet and the liability.
« Insurance coverage of ambulance costs, which converts a cash decision into a claimable one.

Ageing population and chronic-disease load, driving scheduled rather than emergency demand.

¢ Industrial and event standby requirements under safety regulation.



Market sizing (illustrative framing)

TAM Indian private ambulance & medical transport Large; capability-opaque
SAM Emergency, transfer & standby demand in served catchment City- and contract-bounded
SOM (Yr 1-3) Vehicles x calls per day x mix of call type 14 - 24 vehicles

This plan contains an inversion of the governing convention of the entire transport vertical, and it is worth
stating explicitly because every other plan in this section argues the opposite. The taxi plan established that an
idle vehicle is pure loss, that fixed cost per vehicle-day accrues regardless, and that utilisation decides solvency. In
emergency medical services that logic reverses: an ambulance must be idle and correctly positioned in order
to be fast, because response time is a function of where the vehicle was standing when the call came, not of
how quickly it can be driven. A fleet run at high utilisation is a fleet whose vehicles are all engaged when the next
emergency happens. In every other transport business, an idle vehicle is a failure. In this one, an idle vehicle in
the right place is the product. The commercial resolution is not to abandon utilisation but to separate the fleet by
function: emergency-designated vehicles are positioned and deliberately under-utilised, while scheduled
transfer work — which is planned, tolerant of a twenty-minute delay and the largest revenue line in this plan —
is run on a separate pool that can be worked hard. The error to avoid is the one the market makes constantly:
filling emergency vehicles with transfer bookings because they were standing empty, and then discovering the

cost of that decision on the one occasion it matters.

Target segments

o Hospitals — retainer, standby and outsourced fleet operation.

o Inter-facility transfer, including critical-care and long-distance movement.

o Insurers and TPAs, where ambulance cost is a covered benefit.

¢ Industrial sites, construction and events requiring statutory medical standby.

« Direct emergency calls from households and bystanders.

5. Competition & Competitive Advantage

Landscape: government-funded emergency services operating free at the point of use, hospital-owned fleets, a very large
informal segment of single-vehicle operators, and organised private providers. The price floor is set by operators

whose vehicle is a van with a stretcher and whose "ambulance" designation is a paint scheme.

The business's edge

Declared capability that is verified monthly, not asserted at registration.
« A qualified clinician on board every clinically billed call.

« Protocol-based destination selection, recorded with the reason.

o Written handover to the receiving facility on every transfer.

 No hospital commissions, stated openly to families and to hospitals.

The purchaser in this market cannot evaluate what they are buying, and this is the sharpest instance in the
entire library of a problem several previous plans have circled. The pet-clinic plan described a patient who cannot

speak and does not pay. Here the patient frequently cannot speak, cannot choose, and may be unconscious; the



caller is a frightened relative making a decision in ninety seconds with no basis for comparison; and the payer
may be a third party entirely — an insurer, a hospital, an employer. Nobody in that chain is positioned to ask
whether the oxygen cylinder is full. The market therefore competes on the two things a caller can perceive — how
fast the vehicle arrives and how much it costs — and on nothing else, which is precisely why capability is where the
economising happens. An operator who genuinely staffs and equips to standard has no way to demonstrate the
difference at the moment of the call, and every incentive to stop paying for it. The only workable answer is to sell
to the buyers who can evaluate: hospitals, insurers and industrial safety officers assess capability properly, buy
on contract rather than in panic, and will pay for a standard they can inspect — which is why 60% of this plan's
revenue by Year 3 comes from institutional rather than household demand, and why the honest operator's route to

scale runs through the buyers who know what questions to ask.

6. Services, Pricing & the Commission Refusal

Per trip / contracted
Inter-facility & scheduled patient transfer ~29-32% — the true volume base
rate

Per call by capability

Emergency response (direct & helpline) | | Positioned, deliberately under-utilised
eve

Hospital retainer & standby contracts Monthly per vehicle Predictable; buyer can assess quality

Corporate, industrial & event medical standby Per day / per event Statutory demand; good margin

Long-distance & critical-care transfer Per km + clinical team Highest value per trip

Commissions received from hospitals for patient ) Removes the sector's largest revenue
NIL — by policy

delivery stream

Calls billed as ALS but staffed at BLS level NIL — by policy Bill what is on board

The commission arrangement deserves to be described exactly, because it is usually discussed
euphemistically and its mechanics are what make it indefensible. A hospital offers an ambulance operator a
payment for each patient delivered to its emergency department. The crew, arriving at a road accident or a cardiac event,
then faces a choice between two facilities — and one of them pays them. The patient is unconscious or in severe distress;
the relative is asked "which hospital?" and has no idea; the crew answers the question for them, and the answer has
been purchased in advance. The additional minutes to the further hospital may be clinically irrelevant, or they may be
the difference. Nobody in the vehicle will ever know which, and that is precisely the point: the harm is invisible,
unattributable and therefore commercially safe. This plan refuses it entirely and adds the operational controls that
make the refusal verifiable rather than merely asserted: destination chosen against a written protocol based on the
patient's condition and facility capability, the reason recorded on every call, and patients taken past a nearer
appropriate facility held at nil. The cost is not marginal — commission income underwrites the low call rates much
of this market advertises, so an operator refusing it must charge more for the same journey and explain why
to a family that is not in a state to weigh the argument. Which is the strongest possible reason to build the
business on institutional contracts, where the buyer is calm, informed and able to ask what this operator does

that a cheaper one does not.




7. Go-to-Market — Selling to Buyers Who Can Assess

Acquisition

« Hospital retainer and outsourcing contracts, where capability is inspected rather than assumed.
¢ Insurer and TPA empanelment, which brings scheduled volume and documented billing.
« Industrial and event standby, driven by statutory requirement and audited.

« Referral from clinicians, the most durable source and entirely reputational.

Retention

o Documented handover, which is what receiving clinicians actually remember.
« Reliability of standby — an ambulance that is not there voids the site's compliance.
¢ Clinical outcomes discussed, not merely arrival times reported.

o Billing accuracy, which decides insurer and hospital renewals.

Sales approach

Contract with institutions — position emergency vehicles — staff to the billed capability - choose destination by protocol —»
hand over in writing. The most persuasive thing this operator can do in a hospital procurement meeting is invite
an inspection of a working vehicle, unannounced. Oxygen pressure, drug expiry dates, defibrillator battery state,
suction function, the crew's actual qualifications. It takes fifteen minutes and no competitor operating a painted
van can survive it — and unlike every claim in this industry, it is a demonstration rather than an assertion, which
is exactly what the marketing vertical in this library spent eleven plans arguing that clients can almost never

obtain.

8. Operations Plan (position, dispatch, treat, transport, hand over)

Positioning: emergency vehicles distributed by demand mapping and deliberately held available rather
than filled with transfer work.

o Dispatch: capability matched to reported condition; the vehicle sent is the vehicle billed.

¢ Clinical protocol: written, medical-director-approved standing orders defining what each crew level may
do.

Destination: nearest appropriate facility by condition and capability, reason recorded, no commercial
input.

o Equipment discipline: monthly verification of oxygen charge, equipment function and drug expiry — the
single control that separates a service from a paint scheme.

o Handover: written clinical record to the receiving facility on every patient.

Infection control & waste: vehicle decontamination between patients; biomedical waste segregated and disposed
lawfully.
e Crew: rostered rest, defined shift limits, and clinical supervision — a fatigued paramedic makes drug-dose errors,

not just driving errors.

Clinical & operational control points

_ Activity Control point

Integrity No hospital commissions; protocol destination Commissions NIL; protocol-recorded 38% - 94%



Capability honesty  Bill only what is staffed and carried ALS billed / BLS staffed: NIL

Equipment Monthly verification, not at fitment 58% - 84% - 100%
Clinical staffing Qualified paramedic on clinical calls 44% - 74% - 96%
Outcome focus Intervention rate reported with response time 41% - 78% - 92%
Continuity Written handover to receiving facility 46% — 96%

Crew retention in this business has a shape that no other plan in this vertical shares, and it defeats the
obvious solution. A trained paramedic or emergency medical technician is employable by hospitals, which offer fixed
hours, no night driving, a clinical career ladder and better pay — so the operator who invests in training is, in effect,
funding the qualification that allows the employee to leave. The instinctive answer is a training bond, and it is the
wrong one: bonded staff are staff who have been told they cannot leave, working in a role where judgment
under pressure is the entire product, and the resentment shows up in the vehicle rather than in the
resignation letter. What works is slower and structural: a genuine internal ladder from driver-attendant to EMT to
advanced paramedic to clinical supervisor; rostering that respects sleep; and — most effectively — clinical
involvement, because the reason good EMTs stay in pre-hospital care is that it is interesting, and the reason
they leave is being used as a stretcher-carrier with a certificate. This plan takes 24-month retention from 31% to
68% and treats the X13 lakh training and governance line as a retention cost that happens to produce competence,

rather than a competence cost that happens to lose people.

9. Clinical Governance & Compliance (India)

 No uniform national ambulance capability standard — which makes self-declared capability the norm and
monthly internal verification the only meaningful control.
o Medical-director-approved written protocols for every clinical act the crew performs — without which a

paramedic administering a drug has no lawful authority and no professional protection.

Drug scheduling, storage and expiry discipline for medicines carried on board.

« Oxygen and cylinder handling safety, including securing, pressure checks and refill traceability.

« Biomedical waste rules — sharps and contaminated material segregated, stored and disposed lawfully.

« Vehicle-side obligations: permits, fitness, driver licensing, AlS-140, and state rules on beacons and sirens.
o DPDP obligations on patient data, including call recordings and clinical records.

o State EMS tender conditions where government contracts are undertaken; GST treatment of ambulance services.

10. Organisation & Manpower Plan

Promoter / operations head

Paramedics & EMTs 34 46 62
Ambulance drivers (patient-handling trained) 20 26 34
Control room & dispatch 8 11 15
Accounts, billing & admin 4 6 8

Equipment & maintenance 3 4 6



Contracts & hospital liaison P 3 5

Medical director & clinical governance

Clinical staff outnumber drivers roughly two to one — which is the plan's entire thesis in headcount, and the
reason crew cost runs at 38% of revenue: this is a clinical service that happens to move, not a transport

service that happens to carry patients.

11. Implementation Timeline & Milestones

Setup Month 0-3 14 vehicles equipped, medical director appointed, protocols written, control room live
Launch Month 3-12 X2.46cr revenue, X2L loss; paramedic coverage 44%, equipment verification 58%

Build Year 2 18 vehicles; paramedic 74%, intervention rate 78%, response 14 min; X3.42cr, X13L profit
Scale Year 3 24 vehicles; X4.72cr, X29L profit; equipment 100%, paramedic 96%, response 11 min

12. Financial Plan (lllustrative)

All figures are illustrative model assumptions for an Indian context, shown so the promoter can replace them with live rates.
Institutional contract mix and crew retention are the levers; commission income is excluded by policy and its

absence is the reason margins here are thin.

12.1 Project cost & means of finance

Capital requirement _

Vehicle down-payment, body-building & registration (14 ambulances) 58,00,000
Medical equipment (ventilators, defibrillators, monitors, oxygen systems) 26,00,000
Working capital (crew wages, consumables vs hospital/insurer receivables) 20,00,000
Control room, dispatch & communications 8,00,000
Crew recruitment, EMT training & certification 7,00,000
Base stations, parking & deposits 4,00,000
Legal, permits, licences & registrations 1,00,000
Promoter contribution 48,00,000
Term loan (vehicles & equipment) 50,00,000

Working-capital finance 26,00,000



12.2 Projected Profit & Loss (3 years)

_

Inter-facility & scheduled patient transfer 78,00,000 1,04,00,000 1,38,00,000
Emergency response (direct & helpline calls) 62,00,000 88,00,000 1,22,00,000
Hospital retainer & standby contracts 48,00,000 68,00,000 96,00,000
Corporate, industrial & event medical standby 34,00,000 48,00,000 68,00,000
Long-distance & critical-care transfer 24,00,000 34,00,000 48,00,000
Commissions received from hospitals NIL NIL NIL
Crew wages (paramedics, EMTs, drivers) 94,00,000 1,28,00,000 1,74,00,000
Diesel & vehicle running 32,00,000 44,00,000 60,00,000
Depreciation (vehicles & medical equipment) 30,00,000 40,00,000 54,00,000
Medical consumables, oxygen & drugs 26,00,000 34,00,000 46,00,000
Control room, technology & admin 18,00,000 22,00,000 30,00,000
Equipment maintenance, calibration & replacement 16,00,000 20,00,000 26,00,000
Vehicle & equipment finance cost (interest) 14,00,000 18,00,000 22,00,000
Insurance, permits & compliance 10,00,000 13,00,000 18,00,000
Training, certification & clinical governance 8,00,000 10,00,000 13,00,000

Total expenses 5 00 4,43,00,000

Net profit / (loss) before tax (2,00,000) 29,00,000

Net margin (0.8%) 3.8% 6.1%
Fleet size (ambulances) 14 18 24
COMMISSIONS RECEIVED FROM HOSPITALS FOR PATIENT DELIVERY NIL NIL NIL
PATIENTS TAKEN PAST A NEARER APPROPRIATE FACILITY NIL NIL NIL
Destination chosen by clinical protocol & recorded with reason 38% 68% 94%
Calls billed as ALS but staffed at BLS level NIL NIL NIL
Calls with a qualified paramedic (not driver-attendant) on board 44% 74% 96%
VEHICLES MEETING DECLARED SPECIFICATION, VERIFIED MONTHLY 58% 84% 100%
ON-SCENE CLINICAL INTERVENTION PERFORMED WHERE INDICATED 41% 78% 92%
Median urban response time (minutes) 18 14 11
Written handover given to the receiving facility 46% 79% 96%

Equipment failures discovered at the point of use (per year) 14 5 1



EMTs retained at 24 months 31% 52% 68%
Calls per vehicle per day / Positioned-and-available hours 3.1/62% 3.8/71% 4.4 179%

Institutional share of revenue / Receivable days 43% /78 52% /70 60% / 62

12.3 Unit economics & break-even

e Crew cost at 38% of revenue is the highest clinical-staffing burden in this vertical — because this is a
clinical service that happens to move, not a transport service that happens to carry patients, and clinical

staff outnumber drivers two to one.

Inter-facility transfer, not emergency response, is the largest revenue line — the honest shape of a private
ambulance business, and the reason capability standards slip: scheduled transfers look like transport and
are frequently staffed as though they were.

o The commission refusal is worth stating as a number the reader cannot see: for operators who take them,
hospital payments frequently exceed the entire net margin modelled here — which is why the low advertised call
rates in this market are not efficiency, they are a subsidy paid by the choice of destination.

« Equipment is a recurring cost, not a capital event: calibration, battery replacement, consumables and drug expiry
run at 5.5% of revenue and cannot be deferred without the fleet quietly ceasing to be what it claims.

« Break-even: Year 2, at 6.1% by Year 3 — thin, and structurally so for an operator who declines the sector's

principal revenue stream and staffs to the standard it bills.

12.4 Projected Cash Flow — Year 1 (quarterly, illustrative)

Particulars (i) nmmm

Opening balance 22,00,000 12,00,000 6,00,000 4,00,000
Collections 52,00,000 56,00,000 60,00,000 64,00,000
Crew wages, diesel, consumables, EMI, equipment & overheads 62,00,000 62,00,000 62,00,000 62,00,000

Closing balance 12,00,000 6,00,000 4,00,000 6,00,000

The cash position is difficult in a way that is specific to healthcare payment rather than to transport, and it
worsens as the business does the right thing. Household emergency calls are paid immediately. Hospital contracts,
insurer reimbursements and TPA claims settle at seventy to ninety days and require documentation the crew
must complete correctly at three in the morning while a patient is being moved — so a paperwork omission on
the vehicle becomes an unpaid invoice ninety days later, and the person who caused it is a paramedic who
was, correctly, attending to a patient rather than a form. The strategic problem follows directly: this plan
deliberately shifts revenue toward institutional buyers because they can assess clinical quality, and
institutional buyers are precisely the ones who pay slowly — the mix that makes the service better makes the
cash worse. Three controls: billing documentation designed to be completable in ninety seconds by someone
wearing gloves, which is a design problem rather than a discipline problem; a working-capital facility sized against
institutional receivables rather than revenue; and standby and retainer contracts billed monthly in advance,

which are the only reliably early cash in the model and a further reason to grow that line.

12.5 Key Performance Indicators to Monitor

o Integrity (absolute): hospital commissions (must be nil); patients taken past a nearer appropriate facility

(must be nil); ALS billing against BLS staffing (must be nil).



o Clinical capability: monthly equipment verification; paramedic coverage; on-scene intervention rate;

equipment failures at point of use; handover documentation.

« Response: median and 90th-percentile response time reported WITH intervention rate; positioned-and-

available hours; dispatch-to-departure interval.

+ People & commercials: EMT retention at 24 months; crew fatigue and shift compliance; institutional revenue

share; receivable days; billing rejection rate.

13. Funding Requirement & Bankability

Total ask: ¥50 lakh term loan plus ¥26 lakh working-capital finance against 48 lakh promoter contribution. Four
points. First, the security is mixed and a lender should notice: vehicles are hypothecable and hold value, but
26 lakh of medical equipment depreciates faster, has a thin resale market and is worth very little to anybody
who is not running an ambulance service. Second, the working-capital facility must be sized against
institutional receivables, and the paradox stated openly — the revenue mix that makes this service clinically
better also makes it slower-paying, because the buyers capable of assessing quality are hospitals and
insurers. Third, the integrity question is not optional diligence here; it is the credit question. An operator with
unexplained revenue, or with call rates materially below the market, is very probably taking hospital
commissions — and that is not merely an ethical finding: it is revenue that disappears the moment a hospital
changes policy, a contract that no institutional buyer will renew once discovered, and a practice that attaches
clinical-negligence exposure to a business with a thin balance sheet. Fourth, ask to inspect a vehicle
unannounced. Oxygen pressure, drug expiry, defibrillator battery, suction, and the crew's certificates —
fifteen minutes, no notice — will tell a lender more about this business than any financial statement, because

in this sector the accounts and the ambulance can describe two entirely different companies.

13.1 Funding utilisation

Vehicle down-payment, body-building & registration (14 ambulances) 58,00,000 46.8%
Medical equipment (ventilators, defibrillators, monitors, oxygen) 26,00,000 21.0%
Working capital (crew wages, consumables vs receivables) 20,00,000 16.1%
Control room, dispatch & communications 8,00,000 6.5%
Crew recruitment, EMT training & certification 7,00,000 5.6%
Base stations, parking & deposits 4,00,000 3.2%
Legal, permits, licences & registrations 1,00,000 0.8%

1’24'00’000 100%

14. Risk Analysis & Mitigation
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THE ONLY TRANSPORT BUSINESS IN THE LIBRARY WHERE THAT IS TRUE, AND THE DISTINCTION
MATTERS MORE THAN IT FIRST APPEARS: IN EVERY OTHER PLAN HERE THE WORST CASE ARRIVES
THROUGH AN ACCIDENT, WHILE IN THIS ONE IT CAN OCCUR WHILE THE DRIVING IS FLAWLESS. THE
VEHICLE IS NOT TRANSPORT WITH A PATIENT INSIDE; IT IS A TREATMENT ROOM THAT MOVES — AND
AN OPERATOR WHO RUNS IT AS TRANSPORT WITH A SIREN ATTACHED HAS BUILT THE WRONG
BUSINESS, HOWEVER WELL HE RUNS IT

Construction standards exist; clinical capability is thinly and unevenly enforced, so A SUBSTANTIAL PART OF
THIS MARKET IS A TRANSPORT VEHICLE WITH A RED CROSS PAINTED ON IT: AN OXYGEN CYLINDER
THAT IS EMPTY OR HAS NO WORKING REGULATOR, A DEFIBRILLATOR NOBODY ON BOARD IS TRAINED
TO USE, AND AN "ATTENDANT" WITH NO CLINICAL QUALIFICATION OF ANY KIND - declared capability
VERIFIED MONTHLY RATHER THAN AT FITMENT (58%—-84%—-100%; equipment failures at point of use
14-5-1, not zero, because claiming zero would be the same unfalsifiable promise this library keeps
refusing), and CALLS BILLED AS ALS BUT STAFFED AT BLS LEVEL: NIL

AN AMBULANCE THAT ARRIVES IN EIGHT MINUTES WITH AN UNTRAINED ATTENDANT IS WORSE THAN
ONE THAT ARRIVES IN TWELVE WITH A PARAMEDIC WHO CAN SECURE AN AIRWAY — AND A MARKET
COMPETING ONLY ON ARRIVAL SPEED IS OPTIMISING THE NUMBER THE CUSTOMER CAN OBSERVE
RATHER THAN THE ONE THAT SAVES THEM - response time reported WITH on-scene intervention rate
(41%—-78%—92%); paramedic on board 44%—-74%—-96%

THE MOST SERIOUS INTEGRITY FAILURE IN THIS ENTIRE VERTICAL: a hospital pays for each patient
delivered, so the crew arriving at a road accident faces two facilities AND ONE OF THEM PAYS THEM;
the patient is unconscious or in severe distress, the relative is asked "which hospital?" and has no
idea, THE CREW ANSWERS THE QUESTION FOR THEM, AND THE ANSWER HAS BEEN PURCHASED IN
ADVANCE. THE ADDITIONAL MINUTES MAY BE CLINICALLY IRRELEVANT OR MAY BE THE DIFFERENCE
— NOBODY IN THE VEHICLE WILL EVER KNOW WHICH, AND THAT IS PRECISELY THE POINT: THE HARM
IS INVISIBLE, UNATTRIBUTABLE AND THEREFORE COMMERCIALLY SAFE. A COMMISSION THAT
CHANGES THE DESTINATION OF A CRITICALLY ILL PATIENT IS NOT A MARKETING EXPENSE; IT IS A
CLINICAL DECISION SOLD TO THE HIGHEST BIDDER - commissions NIL, PATIENTS TAKEN PAST A
NEARER APPROPRIATE FACILITY: NIL, destination by written protocol with reason recorded (38%—-94%). Cost
stated: COMMISSION INCOME UNDERWRITES THE LOW CALL RATES MUCH OF THIS MARKET
ADVERTISES, SO AN OPERATOR REFUSING IT MUST CHARGE MORE FOR THE SAME JOURNEY AND
EXPLAIN WHY TO A FAMILY THAT IS NOT IN A STATE TO WEIGH THE ARGUMENT — WHICH IS THE
STRONGEST POSSIBLE REASON TO BUILD ON INSTITUTIONAL CONTRACTS

THE SHARPEST INSTANCE IN THE LIBRARY OF A PROBLEM SEVERAL PLANS HAVE CIRCLED — THE PET
CLINIC DESCRIBED A PATIENT WHO CANNOT SPEAK AND DOES NOT PAY; HERE THE PATIENT
FREQUENTLY CANNOT SPEAK, CANNOT CHOOSE AND MAY BE UNCONSCIOUS; THE CALLER IS A
FRIGHTENED RELATIVE MAKING A DECISION IN NINETY SECONDS WITH NO BASIS FOR COMPARISON;
AND THE PAYER MAY BE A THIRD PARTY ENTIRELY. NOBODY IN THAT CHAIN IS POSITIONED TO ASK
WHETHER THE OXYGEN CYLINDER IS FULL — SO THE MARKET COMPETES ON THE TWO THINGS A
CALLER CAN PERCEIVE, SPEED AND PRICE, AND ON NOTHING ELSE, WHICH IS PRECISELY WHY
CAPABILITY IS WHERE THE ECONOMISING HAPPENS - sell to buyers who CAN assess: HOSPITALS,
INSURERS AND INDUSTRIAL SAFETY OFFICERS BUY ON CONTRACT RATHER THAN IN PANIC AND WILL
PAY FOR A STANDARD THEY CAN INSPECT (institutional revenue 43%-60%)
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AN INVERSION OF THIS VERTICAL'S GOVERNING CONVENTION: the taxi plan established that an idle
vehicle is pure loss — BUT IN EMERGENCY MEDICAL SERVICES AN AMBULANCE MUST BE IDLE AND
CORRECTLY POSITIONED IN ORDER TO BE FAST, BECAUSE RESPONSE TIME IS A FUNCTION OF WHERE
THE VEHICLE WAS STANDING WHEN THE CALL CAME, NOT OF HOW QUICKLY IT CAN BE DRIVEN. IN
EVERY OTHER TRANSPORT BUSINESS AN IDLE VEHICLE IS A FAILURE; IN THIS ONE AN IDLE VEHICLE
IN THE RIGHT PLACE IS THE PRODUCT - separate the fleet by function (emergency vehicles positioned and
deliberately under-utilised; scheduled transfer run on a pool that can be worked hard), avoiding THE ERROR THE
MARKET MAKES CONSTANTLY: FILLING EMERGENCY VEHICLES WITH TRANSFER BOOKINGS BECAUSE
THEY WERE STANDING EMPTY, AND THEN DISCOVERING THE COST OF THAT DECISION ON THE ONE
OCCASION IT MATTERS

THE OPERATOR WHO INVESTS IN TRAINING IS FUNDING THE QUALIFICATION THAT ALLOWS THE
EMPLOYEE TO LEAVE, since hospitals offer fixed hours, no night driving and a career ladder. THE INSTINCTIVE
ANSWER IS A TRAINING BOND AND IT IS THE WRONG ONE: BONDED STAFF ARE STAFF WHO HAVE
BEEN TOLD THEY CANNOT LEAVE, WORKING IN A ROLE WHERE JUDGMENT UNDER PRESSURE IS THE
ENTIRE PRODUCT, AND THE RESENTMENT SHOWS UP IN THE VEHICLE RATHER THAN IN THE
RESIGNATION LETTER - internal ladder, rostering that respects sleep, and CLINICAL INVOLVEMENT,
BECAUSE THE REASON GOOD EMTs STAY IN PRE-HOSPITAL CARE IS THAT IT IS INTERESTING, AND
THE REASON THEY LEAVE IS BEING USED AS A STRETCHER-CARRIER WITH A CERTIFICATE (24-month
retention 31%—-52%-68%); A FATIGUED PARAMEDIC MAKES DRUG-DOSE ERRORS, NOT JUST DRIVING
ERRORS

Where crew administer drugs or perform interventions, this must occur under a named medical director's written
standing orders — WITHOUT WHICH A PARAMEDIC PERFORMING A CLINICAL ACT IS DOING SO WITH NO
LAWFUL AUTHORITY AND NO PROFESSIONAL PROTECTION. Plus drug scheduling and expiry, oxygen and

cylinder safety, biomedical waste segregation, DPDP on patient data and call recordings

THE MIX THAT MAKES THE SERVICE BETTER MAKES THE CASH WORSE: household calls pay
immediately, but hospital contracts, insurer reimbursements and TPA claims settle at 70-90 days
and require documentation THE CREW MUST COMPLETE CORRECTLY AT THREE IN THE MORNING
WHILE A PATIENT IS BEING MOVED — SO A PAPERWORK OMISSION ON THE VEHICLE BECOMES AN
UNPAID INVOICE NINETY DAYS LATER, AND THE PERSON WHO CAUSED IT IS A PARAMEDIC WHO WAS,
CORRECTLY, ATTENDING TO A PATIENT RATHER THAN A FORM - BILLING DOCUMENTATION DESIGNED
TO BE COMPLETABLE IN NINETY SECONDS BY SOMEONE WEARING GLOVES, WHICH IS A DESIGN
PROBLEM RATHER THAN A DISCIPLINE PROBLEM; WC against institutional receivables; standby retainers

billed monthly in advance

15. SWOT Analysis

Strengths

Capability that survives an unannounced inspection — a
demonstration rather than an assertion; protocol-based
destination selection; no commission income and therefore
no compromised clinical decisions; clinical staff
outnumbering drivers two to one; institutional contracts with

buyers who can assess quality.

Weaknesses

Refusing commissions removes the sector's largest
revenue stream; 38% crew cost; emergency vehicles must
be deliberately under-utilised; medical equipment with thin
resale value; trained crew continuously recruited away by

hospitals.



Opportunities

Inter-facility transfer growth and hospital outsourcing; insurer
and TPA empanelment converting cash decisions into
claimable ones; industrial and event statutory standby;
critical-care and long-distance transfer at premium rates;
clinician referral, the most durable channel in this

business.

Threats

Operators whose ambulance designation is a paint
scheme, competing on price; commission-funded rates this
plan cannot match; government services free at the point of
use; a single adverse clinical outcome with

documentation gaps; institutional payment cycles stretching.

16. Recommended AiSevak Tools for This Business

This medical & ambulance transport service would use AiSevak's Transport vertical tools in operations:

o Clinical integrity: destination-protocol record with reason logging, commission register (nil-maintained),

capability-billed-versus-staffed reconciliation.

« Equipment: monthly verification checklist (oxygen charge, defibrillator battery, suction, drug expiry),

calibration calendar, point-of-use failure log.

« Response: positioning and demand-mapping planner, dispatch-to-departure timing, response time

reported alongside intervention rate.

 Records: written handover generation completable in ninety seconds, patient-data handling under DPDP,

biomedical waste tracking.

¢ People & cash: EMT retention and career-ladder tracking, shift and fatigue monitoring, institutional receivable ageing,

billing-rejection analysis.

17. Key Assumptions & Notes

e Medical & ambulance transport: emergency response, inter-facility and scheduled patient transfer, hospital retainer and

standby, corporate/industrial/event medical standby, and long-distance critical-care transfer.

A THE ONLY TRANSPORT BUSINESS IN THE LIBRARY WHERE A PASSENGER CAN DIE IN THE VEHICLE, AND
THE DISTINCTION MATTERS MORE THAN IT FIRST APPEARS: IN EVERY OTHER PLAN HERE THE WORST CASE
ARRIVES THROUGH AN ACCIDENT, WHILE IN THIS ONE IT CAN OCCUR WHILE THE DRIVING IS FLAWLESS —
THE VEHICLE IS NOT TRANSPORT WITH A PATIENT INSIDE; IT IS A TREATMENT ROOM THAT MOVES, AND AN
OPERATOR WHO RUNS IT AS TRANSPORT WITH A SIREN ATTACHED HAS BUILT THE WRONG BUSINESS,
HOWEVER WELL HE RUNS IT. INDIA HAS NO CONSISTENTLY ENFORCED NATIONAL STANDARD FOR WHAT AN
AMBULANCE MUST CONTAIN OR WHO MUST BE ABOARD IT — CONSTRUCTION STANDARDS EXIST FOR
BODY-BUILDING BUT CLINICAL CAPABILITY IS THINLY AND UNEVENLY ENFORCED, SO A SUBSTANTIAL PART
OF THIS MARKET IS A TRANSPORT VEHICLE WITH A RED CROSS PAINTED ON IT: AN OXYGEN CYLINDER THAT
IS EMPTY OR HAS NO WORKING REGULATOR, A DEFIBRILLATOR NOBODY ON BOARD IS TRAINED TO USE,
AND AN "ATTENDANT" WITH NO CLINICAL QUALIFICATION OF ANY KIND - capability declared honestly and
VERIFIED MONTHLY RATHER THAN AT FITMENT (58%—-84%—-100%; point-of-use equipment failures 14-5-1,
deliberately not zero), and CALLS BILLED AS ALS BUT STAFFED AT BLS LEVEL: NIL.

THE METRIC THIS INDUSTRY ADVERTISES IS RESPONSE TIME AND THE METRIC THAT MATTERS IS SURVIVAL
— AND THE TWO GENUINELY DIVERGE: AN AMBULANCE THAT ARRIVES IN EIGHT MINUTES WITH AN
UNTRAINED ATTENDANT IS WORSE THAN ONE THAT ARRIVES IN TWELVE WITH A PARAMEDIC WHO CAN
SECURE AN AIRWAY, AND A MARKET THAT COMPETES ONLY ON ARRIVAL SPEED IS OPTIMISING THE
NUMBER THE CUSTOMER CAN OBSERVE RATHER THAN THE ONE THAT SAVES THEM (the marketing vertical's

broken-headline-metric finding, arriving in a business where the consequence is measured in lives) - response time



reported ALONGSIDE on-scene intervention where indicated (41%—78%—92%), paramedic on board 44%-74%—-96%,
written handover to the receiving facility 46%—96%. AND THE PURCHASER CANNOT EVALUATE WHAT THEY ARE
BUYING — THE SHARPEST INSTANCE IN THIS LIBRARY OF A PROBLEM SEVERAL PLANS HAVE CIRCLED: THE
PET-CLINIC PLAN DESCRIBED A PATIENT WHO CANNOT SPEAK AND DOES NOT PAY; HERE THE PATIENT
FREQUENTLY CANNOT SPEAK, CANNOT CHOOSE AND MAY BE UNCONSCIOUS, THE CALLER IS A FRIGHTENED
RELATIVE MAKING A DECISION IN NINETY SECONDS WITH NO BASIS FOR COMPARISON, AND THE PAYER
MAY BE A THIRD PARTY ENTIRELY — NOBODY IN THAT CHAIN IS POSITIONED TO ASK WHETHER THE
OXYGEN CYLINDER IS FULL, SO THE MARKET COMPETES ON THE TWO THINGS A CALLER CAN PERCEIVE
(SPEED AND PRICE) AND ON NOTHING ELSE, WHICH IS PRECISELY WHY CAPABILITY IS WHERE THE
ECONOMISING HAPPENS - sell to buyers who CAN assess (institutional revenue 43%—-52%-60%), BECAUSE THE
HONEST OPERATOR'S ROUTE TO SCALE RUNS THROUGH THE BUYERS WHO KNOW WHAT QUESTIONS TO
ASK.

0 THE HOSPITAL REFERRAL COMMISSION IS THE MOST SERIOUS INTEGRITY FAILURE IN THIS ENTIRE
VERTICAL AND ITS MECHANICS ARE WHAT MAKE IT INDEFENSIBLE: A HOSPITAL OFFERS PAYMENT FOR
EACH PATIENT DELIVERED TO ITS EMERGENCY DEPARTMENT; THE CREW, ARRIVING AT A ROAD ACCIDENT
OR A CARDIAC EVENT, FACES A CHOICE BETWEEN TWO FACILITIES AND ONE OF THEM PAYS THEM. THE
PATIENT IS UNCONSCIOUS OR IN SEVERE DISTRESS; THE RELATIVE IS ASKED "WHICH HOSPITAL?" AND HAS
NO IDEA; THE CREW ANSWERS THE QUESTION FOR THEM, AND THE ANSWER HAS BEEN PURCHASED IN
ADVANCE. THE ADDITIONAL MINUTES TO THE FURTHER HOSPITAL MAY BE CLINICALLY IRRELEVANT, OR
THEY MAY BE THE DIFFERENCE — NOBODY IN THE VEHICLE WILL EVER KNOW WHICH, AND THAT IS
PRECISELY THE POINT: THE HARM IS INVISIBLE, UNATTRIBUTABLE AND THEREFORE COMMERCIALLY SAFE.
A COMMISSION THAT CHANGES THE DESTINATION OF A CRITICALLY ILL PATIENT IS NOT A MARKETING
EXPENSE; IT IS A CLINICAL DECISION SOLD TO THE HIGHEST BIDDER, AND THE PATIENT IS IN NO POSITION
TO KNOW OR TO OBJECT - COMMISSIONS NIL; PATIENTS TAKEN PAST A NEARER APPROPRIATE FACILITY
NIL; DESTINATION BY WRITTEN PROTOCOL WITH REASON RECORDED 38%-68%-94%, with the commercial
consequence stated rather than hidden: REFUSING THEM REMOVES WHAT IS, FOR MANY PRIVATE INDIAN
AMBULANCE OPERATORS, THE SINGLE LARGEST REVENUE STREAM IN THE BUSINESS — COMMISSION
INCOME UNDERWRITES THE LOW CALL RATES MUCH OF THIS MARKET ADVERTISES, SO AN OPERATOR
REFUSING IT MUST CHARGE MORE FOR THE SAME JOURNEY AND EXPLAIN WHY TO A FAMILY THAT IS NOT IN
A STATE TO WEIGH THE ARGUMENT, WHICH IS THE STRONGEST POSSIBLE REASON TO BUILD THE BUSINESS
ON INSTITUTIONAL CONTRACTS WHERE THE BUYER IS CALM, INFORMED AND ABLE TO ASK WHAT THIS
OPERATOR DOES THAT A CHEAPER ONE DOES NOT. For operators who take them, HOSPITAL PAYMENTS
FREQUENTLY EXCEED THE ENTIRE NET MARGIN MODELLED HERE — WHICH IS WHY THE LOW ADVERTISED
CALL RATES IN THIS MARKET ARE NOT EFFICIENCY, THEY ARE A SUBSIDY PAID BY THE CHOICE OF
DESTINATION.

0 AN INVERSION OF THE GOVERNING CONVENTION OF THE ENTIRE TRANSPORT VERTICAL: THE TAXI PLAN
ESTABLISHED THAT AN IDLE VEHICLE IS PURE LOSS AND THAT UTILISATION DECIDES SOLVENCY — BUT IN
EMERGENCY MEDICAL SERVICES THAT LOGIC REVERSES, BECAUSE AN AMBULANCE MUST BE IDLE AND
CORRECTLY POSITIONED IN ORDER TO BE FAST: RESPONSE TIME IS A FUNCTION OF WHERE THE VEHICLE
WAS STANDING WHEN THE CALL CAME, NOT OF HOW QUICKLY IT CAN BE DRIVEN, AND A FLEET RUN AT
HIGH UTILISATION IS A FLEET WHOSE VEHICLES ARE ALL ENGAGED WHEN THE NEXT EMERGENCY HAPPENS.
IN EVERY OTHER TRANSPORT BUSINESS AN IDLE VEHICLE IS A FAILURE; IN THIS ONE AN IDLE VEHICLE IN
THE RIGHT PLACE IS THE PRODUCT - resolution is to separate the fleet by function (EMERGENCY-DESIGNATED
VEHICLES POSITIONED AND DELIBERATELY UNDER-UTILISED, WHILE SCHEDULED TRANSFER WORK —
PLANNED, TOLERANT OF A TWENTY-MINUTE DELAY AND THE LARGEST REVENUE LINE IN THIS PLAN — RUNS
ON A SEPARATE POOL THAT CAN BE WORKED HARD), avoiding THE ERROR THE MARKET MAKES



CONSTANTLY: FILLING EMERGENCY VEHICLES WITH TRANSFER BOOKINGS BECAUSE THEY WERE STANDING
EMPTY, AND THEN DISCOVERING THE COST OF THAT DECISION ON THE ONE OCCASION IT MATTERS. Note
also that INTER-FACILITY TRANSFER, NOT EMERGENCY RESPONSE, IS THE LARGEST REVENUE LINE — THE
HONEST SHAPE OF A PRIVATE AMBULANCE BUSINESS, AND THE REASON CAPABILITY STANDARDS SLIP:
SCHEDULED TRANSFERS LOOK LIKE TRANSPORT AND ARE FREQUENTLY STAFFED AS THOUGH THEY WERE.
People & cash — CREW RETENTION HAS A SHAPE NO OTHER PLAN IN THIS VERTICAL SHARES AND IT
DEFEATS THE OBVIOUS SOLUTION: A TRAINED PARAMEDIC IS EMPLOYABLE BY HOSPITALS OFFERING FIXED
HOURS, NO NIGHT DRIVING, A CLINICAL CAREER LADDER AND BETTER PAY — SO THE OPERATOR WHO
INVESTS IN TRAINING IS FUNDING THE QUALIFICATION THAT ALLOWS THE EMPLOYEE TO LEAVE; THE
INSTINCTIVE ANSWER IS A TRAINING BOND AND IT IS THE WRONG ONE, BECAUSE BONDED STAFF ARE
STAFF WHO HAVE BEEN TOLD THEY CANNOT LEAVE, WORKING IN A ROLE WHERE JUDGMENT UNDER
PRESSURE IS THE ENTIRE PRODUCT, AND THE RESENTMENT SHOWS UP IN THE VEHICLE RATHER THAN IN
THE RESIGNATION LETTER - internal ladder from driver-attendant to EMT to advanced paramedic to clinical
supervisor, rostering that respects sleep, and CLINICAL INVOLVEMENT, BECAUSE THE REASON GOOD EMTs STAY
IN PRE-HOSPITAL CARE IS THAT IT IS INTERESTING AND THE REASON THEY LEAVE IS BEING USED AS A
STRETCHER-CARRIER WITH A CERTIFICATE (24-month retention 31%—-68%; the X13L training and governance line
treated as A RETENTION COST THAT HAPPENS TO PRODUCE COMPETENCE RATHER THAN A COMPETENCE
COST THAT HAPPENS TO LOSE PEOPLE); A FATIGUED PARAMEDIC MAKES DRUG-DOSE ERRORS, NOT JUST
DRIVING ERRORS. Cash: THE MIX THAT MAKES THE SERVICE BETTER MAKES THE CASH WORSE —
HOUSEHOLD CALLS PAY IMMEDIATELY, BUT HOSPITAL CONTRACTS, INSURER REIMBURSEMENTS AND TPA
CLAIMS SETTLE AT 70-90 DAYS AND REQUIRE DOCUMENTATION THE CREW MUST COMPLETE CORRECTLY AT
THREE IN THE MORNING WHILE A PATIENT IS BEING MOVED, SO A PAPERWORK OMISSION ON THE VEHICLE
BECOMES AN UNPAID INVOICE NINETY DAYS LATER — AND THE PERSON WHO CAUSED IT IS A PARAMEDIC
WHO WAS, CORRECTLY, ATTENDING TO A PATIENT RATHER THAN A FORM - BILLING DOCUMENTATION
DESIGNED TO BE COMPLETABLE IN NINETY SECONDS BY SOMEONE WEARING GLOVES, WHICH IS A DESIGN
PROBLEM RATHER THAN A DISCIPLINE PROBLEM, WC sized against institutional receivables, standby retainers
billed monthly in advance. Crew cost 38% of revenue, CLINICAL STAFF OUTNUMBERING DRIVERS TWO TO ONE —
THE PLAN'S ENTIRE THESIS IN HEADCOUNT; equipment maintenance/calibration/consumables at 5.5% of revenue
CANNOT BE DEFERRED WITHOUT THE FLEET QUIETLY CEASING TO BE WHAT IT CLAIMS; break-even Y2 at 6.1%
Y3, THIN AND STRUCTURALLY SO FOR AN OPERATOR WHO DECLINES THE SECTOR'S PRINCIPAL REVENUE
STREAM AND STAFFS TO THE STANDARD IT BILLS. Regulatory: MEDICAL-DIRECTOR-APPROVED WRITTEN
PROTOCOLS FOR EVERY CLINICAL ACT, WITHOUT WHICH A PARAMEDIC ADMINISTERING A DRUG HAS NO
LAWFUL AUTHORITY AND NO PROFESSIONAL PROTECTION; drug scheduling/storage/expiry; oxygen and cylinder
safety; biomedical waste; DPDP on patient data and call recordings; vehicle permits, fitness, AlS-140, beacon and siren
rules. Lender note: SECURITY IS MIXED — VEHICLES ARE HYPOTHECABLE AND HOLD VALUE, BUT 26 LAKH OF
MEDICAL EQUIPMENT DEPRECIATES FASTER, HAS A THIN RESALE MARKET AND IS WORTH VERY LITTLE TO
ANYBODY NOT RUNNING AN AMBULANCE SERVICE; THE WC FACILITY MUST BE SIZED AGAINST
INSTITUTIONAL RECEIVABLES, WITH THE PARADOX STATED OPENLY THAT THE REVENUE MIX MAKING THIS
SERVICE CLINICALLY BETTER ALSO MAKES IT SLOWER-PAYING; THE INTEGRITY QUESTION IS NOT OPTIONAL
DILIGENCE HERE, IT IS THE CREDIT QUESTION — AN OPERATOR WITH UNEXPLAINED REVENUE OR CALL
RATES MATERIALLY BELOW THE MARKET IS VERY PROBABLY TAKING HOSPITAL COMMISSIONS, WHICH IS
REVENUE THAT DISAPPEARS THE MOMENT A HOSPITAL CHANGES POLICY, A CONTRACT NO INSTITUTIONAL
BUYER WILL RENEW ONCE DISCOVERED, AND A PRACTICE THAT ATTACHES CLINICAL-NEGLIGENCE
EXPOSURE TO A BUSINESS WITH A THIN BALANCE SHEET; and ASK TO INSPECT A VEHICLE UNANNOUNCED —
OXYGEN PRESSURE, DRUG EXPIRY, DEFIBRILLATOR BATTERY, SUCTION AND THE CREW'S CERTIFICATES,
FIFTEEN MINUTES WITH NO NOTICE, WILL TELL A LENDER MORE ABOUT THIS BUSINESS THAN ANY



FINANCIAL STATEMENT, BECAUSE IN THIS SECTOR THE ACCOUNTS AND THE AMBULANCE CAN DESCRIBE
TWO ENTIRELY DIFFERENT COMPANIES. X1.24cr, 14-18-24 vehicles, 74-136 staff, rev 2.46-4.72cr, Y1 —X2L - Y3
X29L. Figures illustrative, exclude GST.

» Use these tools now — free on AiSevak

Every tool referenced in this plan is available on aisevak.in. Open the Transport toolkit to browse and use them all at

https://aisevak.in/verticals/transport — or go straight to any specific tool at https://aisevak.in/service/<tool-name>

. No signup needed to explore; each tool guides you step by step.
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