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* | will be discussing non-FDA approved indications during my
presentation.
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Outline

* Outcomes in relapsed/refractory (R/R) lymphoma

* Initial “off the shelf” Bispecific T-cell engager
* Blinatumomab

e CD20/CD3 agents

* Mosunetuzumab
Glofitamab
Epcoritamab
* Odronextamab
* Plamotamab

e Future directions
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Frequency of NHL Subtypes in Adults

Mantle cell lymphoma (6%) Follicular lymphoma

Peripheral T-cell (6%) (22%)

Other subtypes with a
frequency <2% (9%)

Small lymphocytic
Composite lymphoma (6%)
lymphomas
(13%) Marginal zone

B-cell lymphoma

MALT type (5%)

\

Marginal zone

B-cell lymphoma

nodal type (1%)

Diffuse large _
B-cell (30%) Lymphoplasmacytic

lymphoma (1%)
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« Outcomes variable amongst different subtypes but
overall trend is progressively worse with more lines
of therapy irrespective of subtype.

* Treatment have historically been dominated by
multi-agent cytotoxic chemotherapy but despite
utilizing agents with different mechanisms of action
(MOA); for the most part all agents induce response
by inhibiting DNA replication.

 As such induces chemotherapy resistance.

1Ruan et al. abstract 704 ASH 2020

COMPREHENSIVE CANCER CENTER

GRS MEDICINE
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Background

* Diffuse Large B-Cell Lymphoma (DLBCL) is the most
common lymphoma accounting for over 30% of
diagnosed cases of non-Hodgkin lymphoma (NHL).

« Outcomes especially poor in those with primary
refractory diseasel.
 Follicular lymphoma is the most common indolent
lymphoma about 20% of diagnosed cases of NHL.
* Poor outcomes in those who relapse within 24
months of primary immuno-chemotherapy?.

 Similar patterns noted in other NHL subtypes?: 4.

1Crump et al. Blood 2017 130 (16): 1800-1808.
2Casulo et al. J Clin Oncol. 2016 April 20; 34(12): 1430.
3Luminari et al. Blood 2019 Sep 5;134(10):798-801.
“Bond et al. Blood 2019 134 (Supplement_1): 753.
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* Recent research has focused on agents which have
different MOA compared to chemotherapy.

* Given data has demonstrated that allogeneic T-cells
can cure lymphoma including those typically
deemed incurable research has focused on safer
alternatives that won’t induce deadly complications
of this treatment such as Graft vs. Host disease,
veno-occlusive disorder, and infection.

* This has included Chimeric Antigen Receptor T-Cell
Therapy (CAR-T) and off the shelf products.

Bl saogwigc AT |
#lLearnACLl
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Blinatumomab

* First “off the shelf” product utilized was blinatumomab.
* This agent is a CD3/CD19 bispecific T-Cell engager.
* Initial study evaluated patients with R/R NHL in an initial dose escalation

followed by a phase 2 expansion

e 76 patients enrolled (42 phase | and 35 were treated at phase Il dose (60
ug/m?/day).
* Patients had a median of 3 prior lines of therapy

#learnACH
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Table 2. Blinatumomab Dose Levels and DLTs (Dose Escalation Phase)

Highest Intended Patients With
Dose Level Dose (pg/m/day) Patients (No.J DLTs (No.) Nature of DLT
1 05 3 0
2 15 3+3 0
3 5 3 0
4 15* 7+6 1 Mental disorder due to general medical condition (grade 2)1
B 304 6 1 Metabolic acidosis due to grand mal seizure (grade 4)
6 60 4+3 0
7 %0 4 3 Encephalopathy (orade 3; n = 2); seizure and aphasia
frade 3;n = 1)

NOTE. Total number of patients was 42. Total number of patients with DLT was 5.

Abbreviation: DLT, dose-imiting toxicity.

*The first seven patients received an initial dose of 5 pg/m’/day folowed by intraindividual escalation to 15 pg/m?/day. Three of the six patients were treated after a
ramp-up dose escalation to the target dose within 24 hours followed by constant target dose administration. The remaining three patients received 15 pg/m?/day
constant dosing. Before protocol amendment to alow enrollment of patients with diffuse large B-cell lymphoma, one patient with follicular non-Hodgkin lymphoma that
later transformed to diffuse large B-cell lymphoma was enrolled in this dose group (protocol deviation).

tBetore protocol amendment, neurclogic events of any grade were considered DLTs.

{Three patients were treated after a ramp-up dose escalation to the target dose within 24 hours followed by constant target dose administration. Over-recruitment was
permitted per the data review committee for further evaluation of the adverse event profile.

#learnAC]
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* Most common DLT was

neurologic complications
(neuro tox).

Study was amended
during the escalation to
evaluate different
administration strategies
to reduce incidence of
neuro tox.

Introduced “step up
dosing” and steroid
prophylaxis
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Table 5. Clinical Response

Mo. of Responses

Dose Mo. of ORR CR +
(ng/m®/day) Patients CR CRu CR/CRu PR CRu + PR, n (%) sD FD
Response at highest actual dose received® 0.6, 1.5 9 0 0 0 [ {v]] 4 b
b 7t 0 0 4] 0 (0} 4 2
15 151 1 0 2 3 (20) 7 4
30 61 1 0 4] 1017) 2 2
&0 3bt 8 b " 24 (69) b b
S0 4t 1 0 1 2 (50} 1 0
Response at target dose®
By histology
FL B0 15 B B 12 (80)
MCL 60 7 3 2 Bi(71)
DLBCL% 60% 11 4 2 6 (55)
Other 60 2 0 1 1(50)
By early relapse status||
Early relapse 60 19 5 B 10(53)
Mo early relapse 60 16 8 6 14 (BB)

Abbreviations: CR, complete response; CRu, unconfirmed complete response; DLBCL, diffuse large B-cell lymnphoma; FL, follicular lymphoma; MCL, mantle cell
lymphoma; ORR, objective response rate; PD, progressive disease; PR, partial response; 5D, stable disease.

*During the first treatment period only (not including consolidation treatment).

t0ne patient did not have a response assessment. Five patients had no response data available (MCL, n = 4; FL, n = 1) but were included in the statistical response
analysis calculations.

$Three patients with DLBCL did not receive the target dose (study termination before dose step to target dose, n = 2; one patient was treated in the 30 pg/m®/day dose
group).

§0ne patient received 30 pg/m?/day.

|Early relapse: end of last chemotherapy less than 12 months before blinatumomab treatment start. Mo early relapse: end of last chemotherapy 12 months or more
before blinatumomab treatment start.

#learnACI
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Conclusion

e Blinatumomab demonstrated promising efficacy but did
demonstrate issues with neuro-toxicity as well as potential
mechanisms for overcoming this AE.

e Overall limited utilization in lymphoma related to
burdensome mechanism of administration.

e Given its short serum half-life, blinatumomab is administered
as a continuous intravenous infusion. With ramp up
hospitalization is required at some centers until final dose if
reach.

* Double step (5 mg/m?/day, days 1 to 7; 15 mg/m?/day, days 8
to 14; then 60 mg/m?/day).

#learnAC|
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Ig Fragment Formats

%) * two murine scFv joined by a glycine-serine linker

* Infused for 4 to 8 Weeks * monovalent C019 and monovalent CD3 binding
fO” Owed by an add|t| on al 4_ blinatumomab (D13xCD3 . ::r:ia:em:mmm!|duneHDS?}undantl-CD![duneLZI{-ﬂﬂ
week consolidation treatment
phase at the reSp@Ctive |n|t|a| mosunetuzumab  CD20xCD3 J :LEELT.}}::;;;:;EE:L%&EP%?;:ETW 4
. . . * m &d FC devold o dand comp ement ng
dose if patient with response. i

1,23

. ":r'¢

« Allin all this has helped with I A

glofitamab (cD20), x CD3 * bivalent CD20 and monovalent CD3¢ binding 5

the development of agents + modifed e devid of e and complement i
with a longer half life

& v + fully human IgG4-based heterodimeric antibody
* monovalent CD20 and monovalent CD3e binding
odronextamab CD20x CD3 i * Fe-dependent effector function-minimized antibody with F of 6
the anti-CD3e heavy chain modified to reduce Pratein A binding
* common k light chain from anti-CD3e mAb

/2« humanized mouse IgG1-based heterodimeric antibody
§ * monovalent CD20 and monovalent CD3 binding
epcoritamab CD20x CD3 + Ig61 Fe modified to minimize Fc-dependent effector functions 7
and to control Fab-arm exchange of mAb half-molecules,
resulting in high bispecific product yield

Ig, immunoglobulin; scFy, single-chain variable fragment; mAb, monoclonal antibody; Fe, fragment crystallizable; FoyR, Fe gamma receptor

‘Dufner V, et al. Blood Adv (2013} 3:2431; ‘Goebeler ME, et al, ) Clin Oncol (2016) 34:1104; “iardot et al. Blood (2016) 127]11):1410; *Schuster $1, et al. ASH 2019, Plenary Abstract §;
"Hutchings M, et al. ASH 2020, Abstract 403; *Bannerji R, e ol ASH 2020, Abstract 400; "Hutchings M, & ol ASH 2020, Abstract 406

#LGGI’HAC' Table from Schuster Hematological Oncology.
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Mosunetuzumab

Mosunetuzumab: a bispecific antibody targeting
CD3 and CD20

+ Full-length humanized 1gG1 antibody
— Longer half-life than fragment-based drug formats
— PK properties enable once weekly to g3w dosing

+ Mechanism of action
— Redirects T-cells to engage and eliminate malignant B-cells

— Conditional agonist: T-cell activation dependent on B-cell

— Does not require ex-vivo T-cell manipulation engagement
— Offthe shelf, readily available treatment — Amino-acid substitution (N297G) to inactivate ADCC and avoid
' destruction of engaged T cells

Immune synapse Processive
Mosunetuzumab formation killing
CD20 CD3

B-cell T-cell "
' T-cell activation

( S . o

L ]

CcD3 H '

s

3 P .
cD20 .%o

Granzyme & ® @

Perforin ® %

Target +
lgG1 (mm cg ( ) Dead tumor cell

Sun et al. Sci Transl Med 2015

ADCC, antibody-dependent cell-mediated cytotoxicity

#LearnACI
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Step Up Dosing

G0O29781: study design

Open-label, multicenter Phase l/lb study in R/R B-cell NHL patients (NCT02500407)

Group A (n=33) Group B (n=98) - Patient population
- e — dose escalation: R/R NHL
Fixed dosing on D1 of each €p-up dosing dunng Lycle N
21-day cycle Fixed dosing on D1 of each — dose expansion: R/R FL, MCL, DLBCL/trFL
21-day cycle thereafter

- Administration
— intravenous, administered in out-patient setting

2.8mg —_— . . . -
1/2120mg except with first maximal dose in dose escalation
— initial treatment: eight cycles, up to 17 cycles
0.05mg allowed
—  (0.4/1/2.8mg
- Primary outcome measures
D1 D1 D1 D1D8 D15 D1 D1 — MTD
G cmnz o (Bt oz omec e
Cycle 1 Cycle 2 Cycle 3 JEICEH Cycle 1 Cycle2 Cycle 3 [EI0 . .
I I — pharmacokinetics

|21 days I 21 days — best objective response, as per revised

International Working Group response criteria
(Cheson BD, et al. 2007)

D, day; DLBCL, difiuse large B-cell ymphoma; FL, follicular lymphoma; NHL, non-Hodgkin lymphoma; MCL, mantle cell
Iymphoma; MTD, maximum tolerated dose; R/R, relapsedirefractory; tr, transformed

#LearnACI
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AE summary

Step-up dosing during Cycle 1 enabled continued dose escalation with no worsening of toxicity profile

Patients, n (%)

Group A
(n=33)

[Max dose: 2.8 mg,
Range: 0.05-2.8 mg]

Group B
(n=98)

[Max dose: 20.0 mg,
Range: 0.4-20.0 mg]

All patients
(n=131)

[Max dose: 20.0 mg;
Range: 0.05-20.0 mg]

Any AE
Treatment-related AE*

Grade =23 AET

Grade 23 treatment-related AE
Neutropenia”
Hypophosphatemia
Anemia

Serious AE, excluding lymphoma progressiont
AE leading to withdrawal from treatment

Grade 5 AE, excluding lymphoma progressiont

32 (97.0%)
24 (72.7%)
16 (48.5%)
7 (21.2%)
2 (6.1%)
2 (6.1%)
1 (3.0%)
7 (21.2%)
1 (3.0%)
1 (3.0%)

92 (93.9%)
58 (59.2%)
56 (57.1%)
27 (27 6%)
13 (13.3%)
5 (5.1%)
3 (3.1%)
26 (26.5%)
3 (3.1%)
2 (2.0%)

124 (94.7%)
82 (62.6%)

72 (55.0%)
34 (26.0%)
15 (11.5%)
7 (5.3%)
4(3.1%)
33 (25.2%)

4 (3.1%)
3 (2.3%)

Data cut-off date: 17 August 2018. No MTD estahlished for either Group A or B.

*Relationship between each AE and study treatment determined by investigator assessment; fOccurring in =10% of patients in any group;
Includes AE terms ‘neutropenia’ and ‘neutrophil count decreased’; *Deaths due fo macrophage activation syndrome/HLH (n=1), Candida sepsis (n=1), and disease-related
large intestine perforation (n=1). 9 deaths occurred within 90 days of last mosunstuzumab administration due to malignant disease progression.

#learnACI

© 2021-2022 Society for Immunotherapy of Cancer



Gp Advances in Cancer Immunotherapy™

Society for Immunotherapy of Cancer

AEs of special interest

All safety- e
n, (% Description
> (%) evaluable (N=131) P
i ial
S LT S el = Majority during cycle 1; median duration 2 days (range 0—19)
Grade 1-2 30 (22.9%) = Two patients treated with tocilizumab
Grade >3 0 * 40/41 (98%) events resolved
Neurologic AEs? 64 (48.9%)
Grade 1-2 61 (46.6%) * Most common: headache (15.3%), dizziness (9.9%), insomnia
(9.2%)
> 0
Grade 23 3 (2.3%) * Grade 3: seizure (HLH); confusion and hepatic encephalopathy;
Treatment-related (any grade)* 27 (20.6%) post-herpetic neuralgia (n=1 each)
Treatment-related (Grade =3)* 1(0.8%)
Neutropenia® 25 (19.1%)
Grade 1-2 3(2.3%) « Responsive to G-CSF; 37/41 (90%) events resolved
Grade 23 22 (16.8%) = No concurrent Grade 23 infections reported
Febrile neutropenia 4 (3.1%)

*Includes AE terms ‘neutropenia’ and ‘neutrophil count decreased’. Febrile neutropenia events were deemed unrelated to
mosunetuzumab by investigator; tDefined as all AEs occurring in either the SOC nervous system disorders or SOC psychiatric
disorders. *Per investigator assessment; Data cut-off date: 17 August 2018 1. Lee DW, et al. Blood 2014;124:188-195

#learnACI
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Efficacy of mosunetuzumab in R/R DLBCL/trFL

Early evidence of durable CR; re-treatment following relapse re-induced CR

Group B R/R DLBCL/trFL Group A and B R/R DLBCL/trFL
100 = & 100 Best overall response
M B104/1.02.8mg M B50.8/2.0/6.0mg = = ﬁg
W B208/20/42mg W B61.0/2.0/9.0mg £ PD
M B310/1.0/30mg = B7 1.0/2.0/13.5mg e 50 * PR
504 ¥ B4 1.0/2.0/6.0mg ™ B8 1.0/2.0/20.0 mg s : sD
£ 5
P - 0
o [m]
w o
£ 0 p
@ - n
2 ORR 16/47 (34.0%) g —90
= CR 9/47 (19.1%) c
© 5
=507 ~100 e . ;
400 600 800
Study da
*Complete respondert ycay
_1[") rorrrrrrrrrrrrrorrrrrrorrrrrrrrrrrrruriu
Ay _y_y_d_¥_J_d_d_y_4_4_41_d_¥_N_0_J_y_J_d_d_J4_4_4_5_8_N_d_d_J_¥_4_41_d_J_u_1 . .
RERER AR NE R ARBREERARREEREEARERR0RaRBa *  Median duration of CR: not reached
[ [ [ [ R U [ [ | P (DN O ) R (R [p  | _ U U [ [T O P o |
ooooo oooooo ooodod oooc ) ooooooooood

* Median duration of follow-up for CR: 298 days
(range 46-816 days)

Data cut-off date: 17 August 2018
TCR, assessed by the investigator with or without positron emission tomography, marked for efficacy-evaluable patients (when SPD data available). tr, transformed

#learnACI
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Mosunetuzumab antitumor activity in patients
with R/R FL across dose levels

100 = .
0- - ORR: 42/62 (67.7%) m 082014 2mg
1.0/2.0/6 . Omg

60 = * CR: 32/62 (51.6%) W 0.8/2.0/6.0mg
W 1.0/2.0/9.0mg
W 1.0/2.0/13.5mg

50 50 S0 PO SDPRPDE0 S0 CRPRESDPRCRPRCREPRCACRCRCRCRCRPRCRCRCRCRCRCRPRPRCRECRCRPRCRPR PDCRCRCRCRCRCRCRCRCRCRCRCRCR
PD PD PD PD PD 50 50

Best % change in SPD
o=

50% reduction (dashed line) = criterion for PR based on CT

Patients

Assessment of higher dose levels is ongoing
SPD, sum of product diameter 1. Cheson BD, et al. J Clin Oncel 2007; 25(5):579—-88.

#LearnACI
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Background

» Patients with R/R B-cell NHL need better treatment options with less toxicity
+ CD20-TCB (RG6026; RO7082859)

— Humanized bispecific mAb targeting High avidity
CD20 and CD3 binding to G020 *
— Induces rapid T cell activation, proliferation o/ o to o
and cytokine release, leading to target cell lysis 4 n%erf;Tﬁgfe ::]{}an?hr:n
— 2:1 (CD20:CD3) format offers U 4° other formats
- Undiminished activity in presence of residual R
aCD20 from previous lines of therapy
= Ability to combine with other aCD20s, including - Silent Fc region
obinutuzumab pre-treatment to control/mitigate CRS ﬁf&‘;’;ﬁ;ﬂ:ﬂﬂf

ADCC/ADCP/CDC-

related toxicity
ADCC, antibody-dependent cell-mediated cytotoxicity; ADCP, antibody-dependent cellular phagocytosis;
CDC, complement-dependent cytotoxicity, CRS, cytokine release syndrome; TCB, T cell bispecific Bacac et al. Clin Canc Res 2018

© 2021-2022 Society for Inmunotherapy of Cancer
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Dosing

NP30179 (NCT03075696): an ongoing Phase | dose-
escalation and expansion study in R/R NHL

Treatment schedule Key inclusion criteria

« Age =18 years
« CD20+ B-cell R/R NHL
21 prior therapy

+  1000mg Gpt 7 days prior to glofitamab administration

*+  (Glofitamab IV step-up doses on C1D1 and D8 and at target
dose from C2D1 (2.5/10/16mg or 2.5/10/30mg)

) . + 21 measurable lesion
«  Cycle 1 was 14-days long; glofitamab was given Q3W

thereafter for up to 12 cycles

= Gpt »Glofitamab
1000mg IV 2.5mg

Clinical cut-off date: August 03, 2020
MTD, minimum tolerated dose; OBD, optimal biclogical dose; RP2D, recommended Phase |l dose. 1. Cheson BD, et al. J Clin Oncol 2014;32:3058-63.

#learnACI
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*  Adequate haematological and liver function
+  ECOGPS =1

c2D1 up
to C12D1

= Glofitamab
16 or
30mg

Primary objectives

Evaluate safety, tolerability, PK, and anti-tumor
efficacy (Lugano criteria)’

Determine MTD/OBD and RP2D
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Efficacy
High response to glofitamab was maintained with
step-up dosing

Complete response was usually achieved early, at first or second response assessment (C3 or C6%)

Glofitamab 210mg fixed dosing Glofitamab step-up dosing

(10, 16, 25, 10/16mg)" 2.5/10/16mg or 2.5/10/30mg
100 » m Partial response 100 » W Partial metabolic response
— 90 B Complete response —_ 90 - B Complete metabolic response
X 80 2 80
Y 66.7% - _ 66.7%
ﬁ 70 0 2 70 63.5% 60 7% o
» 60 T B0
[1}]
b1 50 g 50 =
C 40 c 40
(=] =]
Q 2 30 +
3 g 20
m -
o 10 o
0
All patients Aggressive NHL Indolent NHL All patients Aggressive NHL Indolent NHL
(n=103) (n=85) (n=18) (n=52) (n=28) (n=24)

"Cycle 3: ~44 days after cbinutuzumab pretreatment, Cycle 8: ~107 days after obinutuzumab pretreatment.

Efficacy population includes all patients who have been on study long encugh to have their first mandatory response assessment
(Lugano criteria). Patients with missing or no response assessment are included as non-responders. Two aMHL and six iNHL patients
did not have a response assessment reported at time of CCOD.

#LearnACI
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Time on initial treatment and response*

* Most patients have ongoing responses

Aggressive NHL
K L -

Time from first treatment (months)

Indolent NHL (FL Grade 1-3A)

MCL S o TEEEESSS———
cu_?rcFll: T e E E A &
- Complets response p——
E Richter's transf. A - : Partial response o TL
& MCL - —) Progressive disease i - ~
o DLBCL - . O Withdrawal from study -——— e i~
S HGBCL A ® Death prr——— ) ~
— DLBECL [ . 5till on treatment
| Rchersianst m o Follow-up in remission - e ~
2 HFL i r—— T
™ DLBCL A -— ~
DLBCL
=y : - E-
| Richter's transf. :‘ -
B DLBCL e e ~ E - .
uFL —— » ~ S o
o ~ DLBCL -_ @ ~t - -
£ Hldfersﬂrﬁ- . . ~ S -
r— —~
o el -— . ~ 5 - i
E oL . - Median follow-up (months): - -~ Median follow-up (months):
= DLBCL — iy 3.7 months (95% CI: 3.5, 5.6) e 1.8 months (95% CI: 1.4, 3.5)
ol Hmaﬁ —‘ . ot 13/15 ungoing CRs: — 13M13 ﬂngoing CRs:
MCL L] 2 CRs for =3 months = 1 CRs =3 months
FL Grade 3B — s
L DLBCL |
| 1 1 1 T T | |
3 6 9 12 0 3 6 9 12

Time from first treatment (months)

"Efficacy population includes all patients who have been on study long encugh for the first mandatory response assessment. Two aMHL and six iMHL patients did not have a response assessment reported at time of CCOD.
tPatient had paradocical response with PD in one lesion. $Patient had paradaxical response, biopsy confirmed HL-

#learnACI
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Adverse events* observed with step-up dosing

All AEst Glofitamab-related AEst e b
(N=52)
Cytokine release syndrome! = I I
Meutropenia = Any AE 51(98.1)
Pyrexia -
Thrombocytopenia = Treatment related 46 (68.5)
Hypophosphatemia = Serious AE 31(59.6)
Hypomagnesemia =
Anemia = Treatment related 28 (53.8)
Infusion-related reaction = Grade 3-4 AE 29 (55.8)
Hypokalemia =
Fatigue = Treatment related 18 (34 6)
samma-glutamyl fransferase increased = Grade
angﬁpaﬁ[)n - Grade 5 {fatal} AE U
Cough =
Hypotension = AE leading to treatment
1 T T T T 1 discontinuation? 2 (3.8)
60 40 20 00 20 40 60 Treatment related 2(3.8)
Frequency (%) Frequency (%)

*Imvestigator-reported AEs coded using MEDRA w22 1.1Grade 1—4 AEs with an incidence of 210% or a NCI-CTCAE grade of 5.
fincludes neutropenia in 1 patient (Grade 4), and colitis (Grade 4} and sepsis (Grade 3) in 1 patient.

#learnACI
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Sociaty for Immunotherapy of Cancer CRS' frequency/severity: step-up dosing allows
administration of a high target dose of glofitamab

While the overall CRS rates were similar between the fixed-dosing and step-up dosing cohorts,
step-up dosing reduced the frequency of high-grade CRS (Grade 22; 36.3% in the 210mg fixed-
dosing versus 30.7% in the step-up dosing cohort)

Glofitamab 210mg fixed dosing Glofitamab step-up dosing

(16 and 25mg)? 2.5110/16mg or 2.5/10/30mg

= 100
S 100 1 =
fi 78.2% :lg
2 ad o ¥
S 2
£ 609 S 60
[~ @
@ =
£ 404 S 40
2 a
3 4. 17.4% 143%  16.7% i 20
2 5.0% Grade =
2 i 2 0
- - . . = 0+ ! 2
- £ c1 c2 C3+ c1 c2 C3+ L] ©
Adverse events of special interest with step-up dosing g N = I : &
1omg Nz -
Treatment cycle Treatment cycle
Adverse event, n (%) All patients S e e e e, oo o s pabonts oo e Bt e o e 1 GO0, 1.Lee DWW, ot l. Blood 2014;124(52)-188-35.
! . (N=52) ¥Fatient who experienced Grade 4 CRS received 30mg glofitamab a5 part of step-up dosing following a long treatment delay. 2. Dickinson M, et al. 25th EHA Congress, June 11-14, 2020 (Presentation 5241).
+ CRS events were confined to C1 and C2. Median time to CRS
from the first glofitamab dose was 14.23 hrs with median duration
of 28.7 hrs
i 1
Cﬁfk:g;éﬂe“e syndrome (CRS) 13 (635 + One patient with FL expenenced a grade 3 CRS after 2.5mg dose
Gla%e 1 17 £32'7} (achigved CR; on treatment) and one patient with MCL
Grade 2 14 (26.9) experienced grade 4 CRS after the 30mg dose (expenenced PD)
g::ggi 1 8 :gg ] + Tocilizumab was used to manage CRS in 8 (15.4%) patients
+ Three patients were admitted to ICU, eight patients received low-
flow oxygen, three patients received single vasopressors and one
patient required mechanical ventilation
Neutropenia* . . N L !
Al grade 20 (38.5) Neutropenia lead to treatment discontinuation in one patient
Grade =3 11(21.2) " . - .
Febrile neutropenia 2(38) One patient experienced neutropenic infection (1.9%)
*Includes the preferred terms neutropenia and neutrophil count decreased. 1. Lee DW, et al. Blood 2014:124(S52):188-85.
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Epcoritamab in B-cell non-Hodgkin Lymphoma

* Epcoritamab is a subcutaneous (SC) IgG1
bispecific antibody (bsAb) that binds CD20 and
CD3, which harnesses the patient’s
immune system to induce T-cell-mediated killing
of CD20-positive malignant B-cells?!

T-Cell Proliferation

e Epcoritamab key features:

— SC formulation that allows more gradual
increases and lower peaks in plasma cytokine
levels as compared to an intravenous

formulation, which may help mitigate cytokine SIS (Al : 'b
release syndrome (CRS) PR,
. . . . ’ ’ '.
— Potent T-cell-mediated killing even when Tumor Cell PerforiﬁlGran?yme_ B-
CD20 expression levels are very low Induced Apoplosis

— Mutations to prevent off-target T-cell killing

1. Engelberts PJ, ?il.lEBioMedicine. 2020;52:102625.

#learnA
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777" EPCORE NHL-1 Study Design

Dose escalation® Expansion Cohort

Flat-dose 1 mL SC epcoritamab administered in 28-day cycles
(glw: Cycles 1-2; g2w: Cycles 3—6; q4w thereafter) until disease progression or unacceptable toxicity

Objectives Inclusion criteriaf

 Adults with R/R CD20+

Primary B-NHL
* MTD * Prior treatment with
« RP2D anti-CD20 mAbs

« ECOG PS 0-2
Secondary * Measurable disease by
» Safety CT, MRI, or PET/CT

« Anti-tumor activity scan™; 6, 12, 18, 24, and
every 24 weeks thereafter
 Adequate renal, liver, and  HofokktsEei ol
hematologic function

To minimize the occurrence and severity of CRS, a priming dose (160 ug, Cycle 1 Day 1) and an intermediate dose (800 pg, Cycle 1 Day 8) of epcoritamab prior to the full dose (beginning on

Cycle 1 Day 15), and premedication with corticosteroids, antihistamines, and antipyretics were used (during Cycle 1; as needed in Cycle 2)

Data cut-off: January 31, 2021
Median follow-up: 14.1 months

DLBCL!

FLY

MCL

*Modified Bayesian optimal interval design consisting of accelerated and standard titration. Accelerated titration includes single-patient cohorts; up to 2 patients may be added (at the currently investigated dose) to
obtain additional PK/PD -biomarker data. fPatients previously treated with CAR-T cell therapy were allowed (protocol amended after study start). *CT or MRI scans: Weeks 6, 12, 18, 24, and every 12 weeks thereafter.
PET scans not required in all patients. SIncludes the following priming/final dose levels (mg): 0.004/0.0128, 0.0128/0.04, 0.04/0.12, 0.12/0.38, 0.04/0.76, 0.04/0.25/1.5, 0.04/0.5/3. lincludes patients with DLBCL or

# Lté@fgﬁﬁ@(ilogies. Yincludes FL or other indolent histologies
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| Treatment Emergent Adverse Events (all cohorts)
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AE Severity
Treatment-emergent AEs 220%, n (%)
0

Pyrexia 43 (63) 4 (6)

Cytokine release syndrome 40 (59) 0 0
Injection site reaction 32 (47) 0 0
Fatigue 26 (38) 4 (6) 0
Diarrhea 18 (26) 0 0
Hypotension 17 (25) 4 (6) 0
Dyspnea 16 (24) 0 1(1)
Tachycardia 14 (21) 0 0
Anemia 7 (10) 9 (13) 0

Discontinuations

Most study drug discontinuations were due to progressive disease (n=46)
One patient discontinued therapy due to an unrelated fatal AE (COVID-19 pneumonia)

No patients discontinued therapy due to treatment-related AEs

AN o { —~
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Adverse Events of Special Interest

Epcoritamab Dose

Treatment-emergent AEs,
0 224 mg 48 mg
n (%)
(n=53) (N=12)

Cytokine release syndrome

Grade 1 15 (28) 4 (33) 1(33) 20 (29)
Grade 2 15 (28) 4 (33) 1(33) 20 (29)
Grade 3 0 0 0 0
Neurological symptoms
Grade 1 2 (4) 0 0 2 (3)
Grade 2 0 0 0 0
Grade 3 2 (4) 0 0 2 (3)

Tumor lysis syndrome
Grade 3 0 1(8) 0 1(1)

« Majority of CRS events occurred in Cycle 1
* Neurotoxicity was limited and transient (median [range] 1.5 [<1-3] days) and manageable with

standard therapy
« There were no cases of febrile neutropenia or treatment-related deaths

11l A ol
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“"Responses to epcoritamab was seen across B-NHL histologies

R/R DLBCL’r R/R FL R/R MCL*
Response”
12-60 mg 48-60 mg 12-48 mg 0.76-48 mg

Evaluable patients 5l

ORR, n (%) 1 15 (68) 10 (91) 4 (80)™ 2 (50)
CR 10 (46) 6 (55) 3 (60) 1(25)
PR 5(23) 4 (36) 1 (20) 1(25)

SD, n (%) 1 (5) 0 0 1(25)

PD, n (%) 5 (23) 0 1 (20) 0

Represents the modified response-evaluable set. *Data are not shown for 23 patients with R/R DLBCL and 6 patients with FL who received <12 mg doses and for 6 additional patients with other R/R B-NHL
histologies. fIncludes 3 patients who received 60-mg dose before RP2D was determined. *3 patients had blastoid/pleomorphic MCL; 1 had unknown histology. SExcludes 1 patient who discontinued before first
assessment due to COVID-19. lExcludes 1 patient who discontinued before first assessment due to cardiac bypass surgery. TResponse rates are based on number of evaluable patients (defined as patients with >1

post-baseline disease assessment or who died without a post-baseline disease assessment). **Includes 1 patient who died before assessment. 176/10 patients had response evaluation by PET scans (not mandatory
until recent protocol amendment).

3 YO\ O b § §->
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MCL#*

12-60 mg 0.76—48 mg 12-48 mg

150 -
S 125 4
Q
‘% 100 -
S
g 754
2
£ 50
()
= 25
[
0
T g
; PD PD PD PD PD PD .
© -25 -
= CR
)
o -50
[
©
e
o -75 4
- PR CR pR PR
% CR CR CR PR PR PR CR R PR
3 -100 CR CR PR CR

CR CR CR CR CR
* *
-125
12mg W24mg M48mg M60mg 0.76mg '3mg M6mMg M12mg W24 mg M 48 mg 12mg W24 mg W48 mg
% Still on treatment Patients who did not have a PET scan @ Prior CAR-T

Data are shown for the modified response-evaluable population. SExcludes 2 patients with DLBCL; 1 patient died before receiving the first post-baseline evaluation due to COVID019 and 1 patient did not have measurable disease based on CT scan evaluation at the
time of enrollment. *Excludes 1 patient who discontinued before first assessment due to coronary artery bypass graft surgery. *Excludes 1 patient with MCL who died before post-baseline assessment.
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Odronextamab

Introduction

Odronextamab bispecific antibody structure

Fab regions
r "/_ N _\ ™
CDzo
— hinding
sile

Variable

Fe region region

Odronextamab mechanism of action

o= r; fa."IALIGNANT

B-NHL, B-cell non-Hodgkin lymphoma; IV, intravenous; R/R, relapsed/refractory.

#LearnACI
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Odronextamab (REGN1979) is a CD20 x CD3 bispecific antibody:

— Binds to CD3 on T cells and CD20 on malignant B cells,
triggering T-cell-mediated cytotoxicity independent of
T-cell-receptor recognition®?

Off-the-shelf treatment for IV infusion

Results from a first-in-human, Phase 1 study (NCT02290951;
R1979-HM-1333) investigating odronextamab in patients with
R/R B-NHL have been reported previously, and at ASH this year3#

Here, we report the study design of a potentially pivotal Phase 2,
open-label, multi-cohort study designed to assess the antitumor
activity and safety of odronextamab monotherapy in patients with
R/R B-NHL (NCT03888105; R1979-ONC-1625)

1. Smith EJ, et al. Sci Rep. 2015;5:17943;

2. Choi BD, et al. Expert Opin Biol Ther. 2011;11:843-53;

3. Bannerji R, et al. Blood. 2019;134(Supplement_1):762;

4. Bannerji R, et al. ASH Annual Meeting 2020. Abstract #400.
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Dosing

Odronextamab dose schedule

[ Odronextamab treatment period ]
¥
|
1
1

0 I A TTTTTTTTTmTTmmmmmmmmmmmmm x5
| Day : i Initial dose i i Intermediate i : QW dose i Q2W dose” until progression or discontinuation
i -28to-1 || (split) i1 dose (split) L _i '
____________________________ O - e e g ]
Week 1 Week 2 Weeks 3—-12 Week 14 onwards
D1 D2 D1 D2 D1 D1
Ddrnneﬂamah%
0.5mg 0.5mg 10mg 10 mg QW dose Q2W dose

Indolent B-NHL: QW dose = 80 mg; Q2W dose = 160 mg Aggressive B-NHL: QW dose = 160 mg; Q2W dose = 320 mg

(FL Grade 1-3a, MZL) (DLBCL, MCL, other B-NHL)

+ QOdronextamab is administered IV in the outpatient setting’

* Dexamethasone premedication® and split, step-up doses are used to mitigate the risk for CRS

* Response is assessed according to Lugano criteria: Q8W in first year, Q12W in second year, and Q24W thereafter

*If a patient has demonstrated a CR that is durable for at least 9 months, then study treatment will be administered Q4w at the same dose.

*Patients are hospitalized for observation during step-up dosing and for the first full QW dose.

*Dexamethasone is administered IV prior to each odronextamab infusion during weeks 14, before being tapered or discontinued, or substituted with a different corticosteroid, from week 5.

B-NHL, B-cell non-Hodgkin lymphoma; CR, complete response; CRS, cytokine release syndrome; D, day; DLBCL, diffuse large B-cell lymphoma; FL, follicular ymphoma; IV, intravenous;
MCL, mantle cell kmphoma; MZL, marginal zone lymphoma; QW, once weekly; QXW, once every X weeks.

#LearnACI
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Adverse Events

Total (N=110)
TEAE (any Gr)*
n (%)

Pyrexia 88 (80.0) Anemia
CRS 65 (59.1) Hypophosphatemia*
Chills 56 (50.9) Neutropenia*
Infections and infestations" 55 (50.0) Lymphopenia*
Fatigue 40 (36.4) Thrombocytopenia*
i
Anemia 39 (35.5) Leukopenia
Increased C-reactive protein 34(30.9) Increased aspartate aminotransferase

Hypotension

Hypotension 33(30.0)
Hypophosphatemia® 33 (30.0) Icr:Sreased alanine aminotransferase
Thrombocytopenia* 31(28.2) -
Fatigue
Nausea 30(27.3)
Dyspnea
Cough 28 (25.5) .
Hyperglycemia
IRR 27 (24.5)
Tachycardia 27 (24.5)
Headache 27 (24.5)
Peripheral edema 25(22.7) Cardiac arrest (unrelated)
Neutropenia* 25(22.7) Gastric perforation
Dyspnea 24 (21.8) Lung infection
Lymphopenia* 23(20.9) Multi-organ failure (unrelated)
Vomiting 23 (20.9) Acute renal failure (unrelated)
Decreased appetite 23 (20.9) Pneumonia

*Qccurred in 220% of patients; TComprises SOC terms infections and infestations; fComposite terms; thrombocytopenia, lymphopenia, neutropenia, leukopenia, and hypophosphataemia Data cut-off date: September 03, 2019

include decrease in platelet count, lymphocytes, neutrophils, white blood cells, and blood phosphorus, respectively; $Occurred in >5 patients. CRS, cytokine release syndrome; Gr, grade; IRR,
infusion-related reaction; SOC, system organ class; TEAE, treatment-emergent adverse event.

#LearnACI
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Total (N=110)
n (%)
24 (21.8)
21 (19.1)
21(19.1)
21(19.1)
15 (13.6)
11 (10.0)
9(8.2)
9(8.2)
7 (6.4)
7 (6.4)
6(5.5)
6(5.5)
6 (5.5)

Total (N=110)
n (%)
1(0.9)
1(0.9)
1(0.9)
1(0.9)
1(0.9)
1(0.9)

33
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AEs with step up dosing

IRR/CRS events occurred predominantly during Weeks 1-3 and
declined thereafter, without dose-dependent increase in incidence or

severity
: ; : : Transient increase in cytokine levels followin
At data cut-off, eight patients experienced Gr 3 IRR/CRS*, without yroKine g
REGN1979 dosing
reported Gr 4 or 5 IRR/CRS eventsf 80001 -2000
After data cut-off, one patient with aggressive MCL blastoid variant, with bone marrow °
involvement and bulky disease, experienced Gr 4 CRS (and TLS) °
No patient discontinued due to IRR/CRS
6000 1500
- ° -
E £
g o o g
€ o >
. o~ £ c
Initial dose  Intermediate dose Step-up dosing > é 4000 ° -1000 £
Week 1 (N=110) Week 2 (N=106) Week 3 (N=97) Week 4 (N=85) Week 5 (N=65) B 8 }1:3
c c
” 100 c o £
5
S 80 o g
[4
o= i 2000+ ° 500
sa@ 60 ) °
o % : .
g.: 404 - ° (-] 8 o]
5% | 8
o 204 R z o T i 8
s . 08 (nNNNNN . nnnnl(} g, ode B5 B L. Lo 4.
0‘) T T T T T T
< ¥ & & %3 & Q & < i
v, %zo)r v, /){;\boo% /'1’\\6\/%’;’;&700 ’fof% M/\\f%’;’; 00%;@0 900) \3\0;:(/:3 :;9\700 /?97500) 0,)(9 Baseline ~ Week1 Week 2 Week 3 Week 4 Week 5
Iz
”1'\1;’\\;07 ”1’\\@% //;’1'\\7@ < 0/4,\:”0,4f \\2”1{; %f/ 0/4,\?0/4:”’\\,0@5@\\@ ”l/\\f@?&‘,,:’%é”l/\\, %y, Number of 82 84 80 72 64 35
“ \\é\oJ 7)/ \{,@J 7, Y ’6) \{9/ 6 Y 77/ \\{%/ ] patients
REGN1979 dose levels u |nterleukin-6 ® Interferon y
AE severity ™ Gr1 M Gr2 Gr3
*IRR, infusion-related reaction according to Common Terminology Criteria for Adverse Events (CTCAE) v4.03; CRS, cytokine release Data cut-off date: September 03, 2019
syndrome according to adapted Lee DW et al. Blood 2014;124:188-195.; tFor patients who experienced both IRR and CRS during the 34

same week, the maximum Gr of either was used. AE, adverse event; Gr, grade; MCL, mantle cell ymphoma; TLS, tumor lysis syndrome.
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T Efficacy Follicular

ORR/CR rate in patients treated with REGN1979 25 mg was 95%/77%

REGN1979 dose groups

Patients with R/R FL Gr 1-3a
© treated with 25 mg REGN1979
o
sl 2
BOR by <5mg  5-12mg | 1840mg 80mg 160mg  320m T°ta::°r‘5 8 2 . Ceeeee vee e e
Lugano Criteria1 (N=7) (N=5) (N=7) (N=2) (N=5) (N=3) (N—fz) % o : CR PR CR CR CR CR CR CR PR CR CR CR PR CR CR CR CR CR CR PR CR
; £
(]
£ =20 1
[
3
-g —40
ORR (CR/PR), n (%) 1(14.3) 5 (100) 6(85.7) 2(100)  5(100) 3 (100) 21(955) | 8
o —60 -
G
5 —80 A
Complete response 1(14.3) 5 (100) 5(71.4) 0 4(80.0) 3(100) 17(77.3) 2
E—lOO|||||||||||||||||||||
e 160 27 80 320 40 40 1604032080 5 6 16040 12 8 40 7 320 40 160160
q © mg REGN1979
Partial response 0 0 1 (14.3) 2 (100) 1 (20.0) 0 4 (18.2) % patient
[
m
Stable disease 4(57.1) 0 1(14.3) 0 0 0 1(4.5) B 5-12mg ™ 18-40 mg ™ 80 mg®™ 160 mg © 320 mg
e Complete metabolic response
Progressive disease 2(28.6) 0 0 0 0 0 0
*First dose at least 12 weeks before data cut-off. BOR, best overall response; CR, complete response; FL, follicular lymphoma; Gr, grade; Data cut-off date: September 03, 2019
ORR, overall response rate; PR, partial response; R/R, relapsed/refractory. 1. Cheson BD et al. J Clin Oncol. 2014;32:3059-3067. 35
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A PY™ Efficacy DLBCL

ORR/CR rate in patients treated with REGN1979 280 mg: 58%/42%
Without prior CAR T-cell therapyt with REGN1979 280 mg: 71%I71%
With prior CAR T-cell therapyt with REGN1979 280 mg: 50%/25%

Without prior CART at With prior
REGN1979 dose groups doses 280 mg CAR T at doses >80 mg

Total Total
BOR by <5 mg izmrﬁg a%r:qgg_ 80mg 160mg 320mg Total 280mg BOR by (N=7) (N=12)
tarial = = = = - Lugano Criteria?
Lugano Criteria (N=15) (N=11)  (N=11) (N=6) (N=11) (N=2) (N=19)
5(71.4) 6 (50.0)
ORR (CR/PR), n (%)
ORR (CR/PR), n (%) 2(13.3) 2(18.2) 6(54.5) 5(83.3) 5(45.5) 1(50.0) 11 (57.9)
Complete response 5(71.4) 3(25.0)
Complete response 0 1(9.1) 2(18.2) 4(66.7) 3(27.3) 1(50.0) 8 (42.1)
Partial response 0 3(25.0)
Partial response 2(13.3) 1(9.1) 4(36.4) 1(16.7) 2(18.2) 0 3(15.8)
Stable disease 1(14.3) 1(8.3)
Stable disease 4(26.7) 4(36.4) 3(27.3) 0 1(9.1) 1(50.0) 2 (10.5)
i f 1(14.3) 2(16.7)
Progressive disease 8(53.3)  4(364) 1(9.1) [1(167) 2(18.2) 0 3(15.8) | Progressive disease
. 0 3(25.0
Not available 1(6.7) 19.1)  1(9.2) 0 3(27.3) 0 3(15.8) | Notavailable )
*First dose at least 12 weeks before data cut-off. 'CD19-directed CAR T-cell therapy.
BOR, best overall response; CAR, chimeric antigen receptor; CR, complete response; DLBCL, diffuse large B-cell ymphoma; ORR, overall response rate; - .
PR, partial response; R/R, relapsed/refractory. Data cut-off date: September 03, 2019
1. Cheson BD et al. J Clin Oncol. 2014;32:3059-3067. 36
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Plamotamab

« XmAb13676 (plamotamab) is a humanized bispecific antibody
that binds to CD20-expressing target cells and to CD3, to recruit
and activate T cells..

#learnAC]
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Study Schema
Society for Immunotherapy of Cancer
Additional dosing if clinical benefit
Cycle 1 Cycle2 === == emeceeeccce=-——-- >
Dose cohorts to establish l l l l l l l l * This study has 3 Parts. Parts A and B are weight
priming dose in a 28-day l l l l based, and Part Cis a flat, step-up dose regimen
cycle A A A ~ with biweekly dosing from Cycle 3 Day 1,

enabling a more convenient dosing schedule.
Part C uses a priming dose level of 0.8 mg which
was informed by Parts A and B to mitigate
Additional dosing if clinical benefit CytOkine release Syndrome (CRS)'
Cycle 1 s T I T v ue g S »* RP2D from Part C-> DLBCL and FL expansion;
n=20 each

Part A dosing schedule: 0.7 — 170 ug/kg QW

Establish an MTD using [

the priming d C1D1

and e o step-up gy it 1t
dosing A A A

Part B dosing schedule:
Priming Dose C1D1: 10 — 80 pg/kg QW
Peak Dose (within 2 cycles): 125 — 450 pg/kg Q2W; currently at 360 ug/kg QW

Bi-weekly dosing
Cycle 1 Cycle2  m=wwwwmwmwwswwwwwww

Flat dosing using the priming

;jtc;spe—lj);;;i[r)];andthen llll LUI l l l l

(mg) 50 50 50 50
D1 D8 D15 022 D1 D8 D15 D22

C

Footnote: QW = weekly dosing, Q2W = biweekly dosing

Part C dosing schedule: A Didiise Aiasanant lEscalatedDose leekIyDose
Cycle 1:08/2/20/35 QW l Priming Dose ‘Stab!e50ngosein Part C
Cycle 2: 50 mg QW; Cycle 3 onwards: 50 mg Q2W

#learnACI
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. Cytokine Release Syndrome
GEQ Advances in Cancer Immunotherapy™

Weight-Based Dose Cohorts

Flat-Dose Cohort (Part C)

Percentage of Patients with CRS

100% — CRSGrade M1 N2 N3 N4
80% —
60% —
40% —
19(38%)
8(18%) S
20% —
11(28%)
10(22%)
8(16%)
5(12%)
0% —
T T T T T T T T
Cc1D1 C1D8 C1D15 C1D22 C2D1 C2D8 C2D15 C2D22
n=50 n=45 n=41 n=40 n=35 n=31 n=31 n=24

Percentage of Patients with CRS

100% |

80% |

60% |

2(14%)

4(29%)

2(15%)

1(7%)

2(17%)

2(14%)

1(10%)

CRSGrade H1 H2

I
C1D1
n=14

T T T T
CiD15 Ci1D22 Cc2D1 Cc2D8

n=13 n=12 n=10 n=9

I
C1D8
n=14

T T
C2D15  C2D22

n=8 n=8

Lower frequency and less severe CRS in flat-dose Part C cohort (57.1%) compared to weight-based 80 to 360

ug/kg cohorts (74.0%)

No Grade 3 CRS at priming dose in Part C supports 0.8mg priming dose

CRS generally resolved by Cycle 2

Footnote: Data cut = 27 October 2021. Weight-based cohorts includes all Part B cohorts with highest planned weekly weight-based dosing of 80 to 360 ug/kg. Adverse events
with preferred term Cytokine Release Syndrome (CRS) are used in the analysis. CRS was graded as per the ASTCT Consensus

#LearnACI
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Best Objective Response Rate - DLBCL and FL

wieight-Based Cohorts
25 peikg

ORR

CR

20 pglks
ORR

cR

125 peike
ORR
cR

170 peike
ORR
ch

250 pg/kg
ORR
CR

380 pelkg
ORR

ca

Response Rate: n/N|%)
1/1 (100.0)

il

1/4 (25.0)
0/4

£/12 [50.0)
5/12 [41.7)

4/7(57.1)
2/7|28.6)

410 [40.0)
1/10 [10.0]

2/4 {500
1/4 {25.0)

Flat Dose Cohort, Part C
50 mg
ORR

cR

Owerall
ORR
CR

Response Rate: n/N|%)

6/0 (56.7)
3/8(33.3)

24/47 (51.1)
12/47 [25.5)

* ORRin all evaluable patients was 51.1% with CR 25.5%

* ORR in Flat-dose Part C cohort was 66.7% with CR 33.3%
* ORR in FL was 100% (4/4), with CR 50% (2/4) w/
median 4 prior lines
* ORR in DLBCL was 40% (2/5); all had prior CAR-T,
median 5 prior lines
» 2 were refractory to first-line therapy



. Tumor Response - DLBCL and FL
@EQ Advances in Cancer Immunotherapy™

Society for Immunotherapy of Cancer

sl Best Response

76

0 B CmR

740 - W m PmR or PR
| B NmR or SD

120 M PD or PmD

Best % Change from Baseline

B Discontinued
» Ongoing

T | R O ! A O T L E 2L T wl = o W o = & O &2 T { S . T O S L LS R I ZE S

T T
Q000000 OOV RSOOSR QSO0
RLECCREY 2, R & TRERYTw fo,fj?c? Q @ Q@ WK%

Footnote: Data cut = 27 October 2021. Included here is the efficacy evaluable population, as defined in Table 3.

@ = Cohort Part C.

All other subjects are from weight-based cohorts (highest planned weekly dose of 80 to 360 ug/kg).

One subject has a Percent Change in SPD = 0 and is represented as 1% in the graph. One subject from Part C did not have all post baseline target measurements but was a responder as per Lugano PET-CT 5-PS. DLBCL = Diffuse large B cell lymphoma; FL = Follicular lymphoma; CmR =
Complete metabolic response; PmR = Partial metabolic response; PR = Partial response; NmR = No metabolic response; SD = Stable disease; PD = Progressive disease. Response is assessed based on Lugano Classification(4).
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Next Steps

 Studies indicate efficacy of CD20/CD3 bispecific antibodies
in R/R NHL

» Several studies open or planned to evaluate as single
agent or in combination vs. SOC in R/R DLBCL, FL and
MCL.

* Frontline study completed with mosunetuzumab-CHOP,
ongoing study with epcoritamab-CHOP and planned
study of glofitamab-CHOP

» Several other bispecifics in development

* CD20/CD3 IgM antibody

 CD37/CD3 IgG

* CD20/CDA47 I1gG
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