【Obsevership】

(Appended Form 2）
PLEDGE
To the Director of Shiga University of Medical Science Hospital
I hereby pledge to abide by the following guidelines while visiting your hospital as an observer for medical practice, treatment (including tests), nursing care, etc.
1. I understand that all personal information must be treated with utmost confidentiality during this observership. I commit to complying with the hospital's rules and regulations concerning personal information protection. I will not utilize or disclose any personal information obtained during the observership to any third party without the explicit consent of the hospital. Furthermore, I pledge to take all necessary precautions to prevent any leakage, loss, or mishandling of confidential information.

2. I will not behave or speak in a manner that makes patients uncomfortable or disrupts the work of hospital staff.
3. I will adhere to the infection prevention measures of the hospital and abstain from visiting the hospital if I am unwell or my physical condition is compromised.
4. I will adhere to the hospital staff's instructions regarding the filming or recording of any activities within the hospital premises or during treatments.

5. I acknowledge and accept full responsibility for any illness or accidents that may occur during the observership.
6. In the unfortunate event of any violation of the aforementioned guidelines or engagement in inappropriate behavior during the observership, I accept the decision to cancel or terminate the observership.
7. I understand that the hospital reserves the right to cancel or terminate the observership at its discretion, and I pledge to comply with any such decision.
8. Should I breach these guidelines and cause harm to a patient or the hospital during the observership, I agree to the immediate termination of the observership and accept liability for any resulting damages.
Date: _________________________           Affiliation: _________________________
Name (print): _______________________
Signature: __________________________
