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* Genmab

Forward Looking Statement

This presentation contains forward looking statements. The words “believe”, “expect”, “anticipate”, “intend” and “plan” and similar
expressions identify forward looking statements. All statements other than statements of historical facts included in this presentation,
including, without limitation, those regarding our financial position, business strategy, plans and objectives of management for future
operations (including development plans and objectives relating to our products), are forward looking statements. Such forward looking
statements involve known and unknown risks, uncertainties and other factors which may cause our actual results, performance or
achievements to be materially different from any future results, performance or achievements expressed or implied by such forward looking
statements. Such forward looking statements are based on numerous assumptions regarding our present and future business strategies and
the environment in which we will operate in the future. The important factors that could cause our actual results, performance or
achievements to differ materially from those in the forward looking statements include, among others, risks associated with product discovery
and development, uncertainties related to the outcome of clinical trials, slower than expected rates of patient recruitment, unforeseen safety
iIssues resulting from the administration of our products in patients, uncertainties related to product manufacturing, the lack of market
acceptance of our products, our inability to manage growth, the competitive environment in relation to our business area and markets, our
inability to attract and retain suitably qualified personnel, the unenforceability or lack of protection of our patents and proprietary rights, our
relationships with affiliated entities, changes and developments in technology which may render our products obsolete, and other factors.
Further, certain forward looking statements are based upon assumptions of future events which may not prove to be accurate. The forward
looking statements in this document speak only as at the date of this presentation.
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Genmab’s Solid Foundation: Our Focus
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Core Purpose - Our Strategy

» To improve the lives =« Turn science into « By 2025, our own
of patients by medicine product has
creating & « Build a profitable & transformed cancer
developing successful biotech treatment and we
iInnovative antibody « Eocus on Core have a pipeline of

products Competence knock-your-socks
off antibodies
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Genmab’s Solid Foundation: Supporting Future Growth

O

Marketed Products

DARZALEX® & Arzerra®
generating royalty income

Expanding Pipeline

Exciting clinical programs
(Tisotumab vedotin,
Enapotamab vedotin,
HexaBody-DR5/DR5 &
DuoBody-CD3xCD20)
& 3 INDs in 2019

R&D Engine

Next gen. technologies for

robust pre-clinical pipeline:

DuoBody® Platform
HexaBody® Tech.
HexElect™ Tech.

Proven Track Record

Solid financial base
provides ability to
retain assets, build
capabilities, create
more value



Genmab’s Solid Foundation: Supporting Future Growth
Key 2018 Achievements

e Daratumumab
 MAIA — LBA at ASH
« CASSIOPEIA

* Tisotumab vedotin

* Solid tumor data from
innovaTV 201 study o
be publ. in The Lancet
Oncology

» Updated cervical
cancer data from
innovaTV 201 study:
ESMO

» >35 abstracts at ASH

* Pre-clinical data
presented at multiple
conferences

Q
k=
[,
2
al

* New Ph Ill dara. trials

» Tisotumab vedotin

15t pts dosed in Ph Il
innovaTV 204 Cervical
Ca. (CC) study

* Ph Il innovaTV 207 in 4
other solid tumors started

* New studies planned in
CC & others (Ovarian)

* Recruitment compl. in Ph
lll ofa. (OMB157) in RMS

» Enapotamab vedotin
expansion cohorts

* First pts dosed in
HexaBody-DR5/DR5 &
DuoBody-CD3xCD20

m

Regulatory

* DARZALEX
» Approved in frontline

MM in both U.S. & EU*:

based on ALCYONE
data

* Reg. appl. in Japan
upcoming

* Reg. appls. submitted
in U.S. & EU split
dosing (positive CHMP
opinion)

» Submission of reg.
appl. in China

2

* DARZALEX on track for
2018 sales guidance

« Strategic Partnership
with Immatics

* Pre-clin. milestone in
DuoBody collab. w/
Novo Nordisk

* Targeted investment in
new capabilities:
Translational Research,
Commercial, Medical
Affairs

Corporate & Financial
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Daratumumab

Transforming the Treatment of Multiple Myeloma

Activity across all lines of
\ / treatment & combinations
NG

Consistent safety profile

5789450220 RXOMY

DARZALEX"

(dafatumumab)
Niection
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Daratumumab:
Efficacy In

Newly Diagnhosed
Multiple Myeloma:
MAIA (MMY3008) &
GRIFFIN (MMY2004)
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University of North Carolina at Chapel Hill, Levine Cancer Institute Ge n m ab
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Phase 3 Randomized Study of Daratumumab Plus Lenalidomide and
Dexamethasone (D-Rd) Versus Lenalidomide and Dexamethasone (Rd)
in Patients with Newly Diagnosed Multiple Myeloma (NDMM)
Ineligible for Transplant (MAIA)

Thierry Facon,! Shaji Kumar,? Torben Plesner,3 Robert Z. Orlowski,* Philippe Moreau,> Nizar Bahlis,® Supratik Basu,’
Hareth Nahi,® Cyrille Hulin,® Hang Quach,® Hartmut Goldschmidt,* Michael O’Dwyer,1? Aurore Perrot,3 Christopher
P. Venner,'# Katja Weisel,!> Joseph R. Mace,® Tahamtan Ahmadi,!’ Christopher Chiu,!® Jianping Wang,*® Rian Van
Rampelbergh,?° Clarissa M. Uhlar,® Rachel Kobos,'® Ming Qi,® Saad Z. Usmani,?!

1Service des Maladies du Sang, Hopital Claude Huriez, Lille, France; 2Department of Hematology, Mayo Clinic Rochester, Rochester, MN,
USA; 3Vejle Hospital and University of Southern Denmark, Vejle, Denmark; “Department of Lymphoma-Myeloma, University of Texas M.D.
Anderson Cancer Center, Houston, TX, USA; *"Hematology, University Hospital Hotel-Dieu, Nantes, France; ®University of Calgary, Arnie
Charbonneau Cancer Institute, Calgary, AB, Canada; "Royal Wolverhampton Hospitals NHS Trust, Wolverhampton, United Kingdom;
8Karolinska Institute, Department of Medicine, Division of Hematology, Karolinska University Hospital at Huddinge, Stockholm, Sweden;
‘Department of Hematology, Hospital Haut Leveque, University Hospital, Pessac, France; 10St. Vincent's Hospital, University of Melbourne,
Melbourne, Australia; *University Hospital Heidelberg and National Center of Tumor Diseases (NCT), Heidelberg, Germany; 2Dept. of
Medicine/Haematology, NUI, Galway, Republic of Ireland; *®Hematology Department, University Hospital, Vandoeuvre Les Nancy, France;
14Division of Medical Oncology University of Alberta, Edmonton, AB, Canada; °Universitaetsklinikum Tuebingen der Eberhard-Karls-
Universitaet, Abteilung fuer Innere Medizin Il, Tuebingen, Germany; 1°Florida Cancer Specialists & Research Institute, St. Petersburg, FL,
USA; ’Genmab US, Inc., Princeton, NJ, USA; 18Janssen Research & Development, Spring House, PA, USA; 1°Janssen Research &

Development, Raritan, NJ, USA; 2°2Janssen Research & Development, Beerse, Belgium; ?!Levine Cancer Institute/Atrium Health, Charlotte,
NC, USA



Introduction & Methods

* Lenalidomide (R)-based therapies are a standard of care for patients with newly diagnosed, transplant-
ineligible multiple myeloma (NDMM)

* As previously reported in 3 Phase Ill studies, addition of daratumumab (D) to standards of care in both
relapsed refractory MM (POLLUX; D-Rd & CASTOR; D-Vd) or transplant-ineligible NDMM (ALCYONE; D-
VMP) resulted in a 250% reduction in the risk of disease progression or death?

* Of these, the POLLUX study with D-Rd showed the greatest benefit: 63% reduction in risk of disease
progression or death in patients with MM who had at least one prior line of therapy

* Based on efficacy & tolerable safety profile of D-Rd, conducted a Phase Ill study (MAIA) to evaluate D-
Rd vs Rd in transplant-ineligible NDMM

* Patients 265 years or otherwise ineligible for high-dose chemo. with ASCT due to age =65 years
randomized 1:1toRd D

* The primary endpoint was PFS

 Key secondary endpoints: ORR, MRD negativity rate, and safety.

L(Palumbo A, et al. N Engl J Med 2016;375:754-766; Dimopoulos MA, et al. N Engl J Med 2016;375:1319-1331; Mateos MV, et al. N Engl J Med 2018;378:518-528). 1



Patient Characteristics & Dosing

Total patients
— 368 D-Rd
— 369 Rd
Median age
— 73 (45 —90) years
— 44% 275 years
52% male
67% had ECOG scores 21
ISS stage
— 1:27%
— 11: 43%
— lI: 29%
FISH/karyotyping cytogenetic analysis
— 642 patients evaluable
— 86% standard risk
— 14% high risk

All patients received 28-day cycles of
treatment with Rd £ D

R: 25 mg (oral) QD on Days 1 21;
d: 40 mg (oral) on Days 1, 8, 15 and 22

In D-Rd arm, D was given at 16 mg/kg
(intravenously) QW for Cycles 1-2, Q2W for
Cycles 3-6, and Q4W thereafter

In both arms, patients were treated until
disease progression or unacceptable toxicity



Results

Median follow-up: 28 mo. Responses
100 Response Odds Ratio m
D (o) (1)
Category Rd (%) | Rd (%) (95% Cl)
- 80+ "Ny, >VGPR 79.3% 53.1% 3.4 <0.0001
= o D-Rd
£ - Median: not reached >CR 47.6% 24.7% 2.75 <0.0001
;:;_’ ______________________________________
& 407 Patients treated with D-Rd:
5 - 45% reduction in risk of progression or death
& 20 Rd - HR0.55,95% Cl, 043 to 0.72; p<0.0001
Median: 31.9 months Medi PES t hed 31.9 in Rd
HR 0.55, 95% C1, 0.43 to 0.72; P<0.0001 i edian not reachedvs 31.9mo. In
+——TT T T T T T T T T T T - Median follow-up 28 months
0 3 6 9 1215 18 21 24 27 30 33 36 39 42
Months
No. at risk - HR for OS was 0.78 (95%Cl, 0.56 to 1.1)
Rd 369 332 307 280 254 236 219200149 94 50 18 3 2 0 . A
D-Rd 368 347 335 320 309 300 290 271 203 145 86 35 11 1 0 - 0OS data immature; follow-up ongoing

13



Safety

* Higher rates (>5%) of grade 3/4 of the following observed in D-Rd arm:
— Pneumonia
— Neutropenia
— Leukopenia

» Safety profile overall well tolerated and consistent with previously reported daratumumab studies



Conclusion

e Addition of D to Rd in patients with transplant-ineligible NDMM significantly reduced the risk of
progression or death by 45%

* No new safety signals

These data, together with the Phase lIl ALCYONE study, support the
addition of daratumumab to standard of care combinations in
transplant ineligible newly-diagnosed multiple myeloma
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Efficacy and Updated Safety Analysis of a Safety Run-in Cohort
from GRIFFIN, a Phase 2 Randomized Study of Daratumumab
(DARA), Bortezomib (V), Lenalidomide (R), and Dexamethasone (d;
DARA-VRd) vs. VRd in Patients (Pts) With Newly Diagnosed
Multiple Myeloma (NDMM) Eligible for High-dose Therapy (HDT)
and Autologous Stem Cell Transplantation (ASCT)*

P Voorhees,! C Rodriguez,? B Reeves,?> N Nathwani,* LJ Costa,> Y Lutska,® D Hoehn,® H Pei,” J Ukropec,® M
Qi,° TS Lin,® PG Richardsoni®

ILevine Cancer Institute, Atrium Health, Charlotte, NC, USA; 2Wake Forest University School of Medicine, Winston-Salem,
NC, USA; 3University of North Carolina — Chapel Hill, Chapel Hill, NC, USA; *Judy and Bernard Briskin Center for Multiple Myeloma Research, City of Hope
Comprehensive Cancer Center, Duarte, CA, USA; *University of Alabama at Birmingham, Birmingham, AL, USA; ®Janssen Scientific Affairs, LLC, Horsham,
PA, USA; “Janssen Research & Development, LLC, Horsham, PA, USA; 8Janssen Global Medical Affairs, Horsham, PA, USA; °Janssen Research &

Development, LLC, Spring House, PA, USA; 1°Dana-Farber Cancer Institute, Boston, MA, USA.
*ClinicalTrials.gov Identifier: NCT02874742



GRIFFIN: Safety Run-in Phase (N = 16)

Induction: Consolidation: Maintenance:
Cycles 1-4 Cycles 5-6° Cycles 7-32

D-R
- D-VRd
Key eligibility: S i mml 8 15 D: as in consolidation
V. 1- N /gngsc 1.2 '8 " D-VRd R: 10 mg PO D1-21 of Cycles 7-
:1.5mg » 4, 9, D: 16 mg/kg IV D1 9 and 15 mg PO D1-21 of

NDMM

18-70 years
Transplant eligible R: 25 mg PO D1-14 e . ' "
ECOG score <2 d: 20 mg PO D1, 2, 8, 9, 15, 16 VRd: as in induction Cycles 10+i£2‘une2)tolerablllty

CrCl 230 mL/min?
d: 20 mg PO D1

Cycles: 21 days Cycles: 21 days Cycles: 28 days

Patients who complete maintenance cycles 7-32 may continue single-agent lenalidomide thereafter

Safety run-in phase in 16 patients to assess dose-limiting toxicities

during 1 Cycle of D-VRd

ECOG, Eastern Cooperative Oncology Group; CrCl, creatinine clearance; D, daratumumab; IV, intravenously; D, day; V, bortezomib; SC, subcutaneously; PO, orally; d, dexamethasone; D-R, daratumumab/lenalidomide;

R, lenalidomide.
aLenalidomide dose adjustments were made for patients with CrCl <50 mL/min; *Consolidation was initiated 60-100 days post-transplant. 18



Demographics and Disease Characteristics

(N =16) e As of October 24 2018, 16

Characteristic
Median (range) age, years
Male, n (%)
Race, n (%)
White
Black/ African American
Asian
ECOG performance status, n (%)
0
1
2
ISS, n (%)
Stage |
Stage |l
Stage llI

High-risk cytogenetics?, n (%)

62.5 (46-65)
8 (50)

11 (69)
4 (25)
1(6)

3 (19)
10 (63)
3 (19)

12 (75)
2 (13)
2 (13)
5(31)

patients were enrolled in the
safety run-in and all completed
>9 cycles of treatment, including
>3 cycles of maintenance

* Patients have received a median
(range) of 17 (10-19) cycles,
including 4-13 maintenance
cycles

3High risk cytogenetics were defined by any of del17p, t(4:14), t(14:16). All 5
patients with high-risk cytogenetics had a del17p abnormality.

Percentages may not add up to 100% due to rounding.

ISS, International Staging System; ECOG, Eastern Cooperative Oncology Group.



Safety: Most Common TEAESs?

Hematologic TEAEs, n (%) Any grade Grade 3 or 4 Nonhematologic TEAEs, n (%) Any grade Grade 3 or 4

Neutropenia 12 (75) 5(31)° Diarrhea 9 (56) 1 (6)
Febrile neutropenia 2 (13) 2 (13) Fatigue 9 (56) 1(6)
Lymphopenia 12 (75) 3 (19) Hypocalcemia 8 (50) 1(6)

Thrombocytopenia 8 (50) 4 (25) Constipation 8 (50) 0

Leukopenia 8 (50) 2 (13) Nausea 6 (38) 0

Anemia 7 (44) 1 (6) Vomltlng 6 (38) 0

Peripheral edema 6 (38) 0

. . Pyrexia 6 (38) 0

 TEAEs occurred in all 16 patients . _ _
. Upper respiratory tract infection 6 (38) 0
— TEAEs related to daratumumab® occurred in 15 okalerm (35 .
patients (94%) URRIERSE (38)

Cough 5(31) 0

 Grade 3 or 4 TEAEs occurred in 14 patients (88%) Hypoalbuminemia 5 (31) 0

— Grade 3 or 4 TEAEs related to daratumumab® Hypomagnesemia 5(31) 0

occurred in 10 patients (63%) Isaiale 5(31) E

Pain in extremity 5(31) 0

g:j;ﬁif?l?:éi?ingSizt)?(:)\;i:’::tivaenn(;grade3or4TEAEs in >10% of patients. Peripheral Sensory neuropathy 5 (31) O
Cﬁlllirc?:seT?EAEs that were very likely, probably, or possibly related to daratumumab. Pneumonia 4 (25) 4 (25)
Hypophosphatemia 4 (25) 2 (13)

Rash 4 (25) 2 (13)



Safety: Infusion Reactions?

DARA IRs were reported in 4 (25%) patients
IRs, n (%) Any grade | Grade 3 or4
No grade 3 or 4 IRs

Peripheral edema 1 (6) 0 * All patients recovered with no
Vascular access site swelling 1 (6) 0 discontinuations due to IRs
Pruritus 1(6) 0

Maculo-papular rash 1(6) 0

Flushing 1(6) 0

IR, infusion reaction.
3|Rs reported in 21 patient.

21



ASCT Parameters

Stem cell yield, < 10® CD34* cells/kg (n = 16)

8.05 (3.5-17.6
Median (range) ( )

Days to neutrophil engraftment (0.5 X 10%/L; n = 14)

13.0 (1-29
Median (range) ( )

Days to platelet engraftment (20 < 10°/L; n = 12)

13.5(9-29
Median (range) ( )

Adding daratumumab to VRd did not negatively affect stem cell collection and

engraftment!

22

1. Kumar S, et al. Blood. 2012;119(19):4375-4382.



Efficacy: Investigator-assessed Response Rate

* Median (range) follow-up: 16.8 (15.9-18.7) months

ORR =100% ORR =100%
100 - ORR =94% - -
>CR -
90 { _ {FEEEEE >CR o5
6% . >CR
80 - 63% =
949
70 - >VGPR %
o 60 - 50 56%
X
¥ 50 - >VGPR N >VGPR
[ 100% 100%
O 40 - _ !
30 -
20 - 38 38 =
10 -
0 T = T 6 = 1
End of End of During
induction consolidation maintenance

(4-13 cycles)
PR VGPR ®mCR msCR

Responses continued to deepen over time

ORR, overall response rate; CR, complete response; VGPR, very good partial response; PR, partial response.

23



MRD Negativity (10=; ITT) and Outcomes

* Median (range) follow-up: 16.8 (15.9-18.7) months
60 -

50

50 -

40 -

e 15/16 (94%) patients remain
progression free on study
treatment

30 -

20 -

MRD-negative rate?, %

10 -

End of End of
induction  p consolidation
(n=16) (n = 16)

aEvaluated by next generation sequencing (NGS; ClonoSEQ v2.0).
b13 patients were evaluated for MRD at each timepoint.

50% of patients achieved MRD negativity at 10~

MRD rate expressed as a percentage of all patients (N =16). Note that 3 patients were not evaluable due to technical issues.

24



Conclusions

 The overall safety profile of D-VRd was consistent with prior experience with
daratumumab and VRd, and toxicity was manageable

* All patients underwent successful stem cell collection and transplantation

 Depth of response improved with consolidation and continued to deepen
over time

 MRD negativity (10~ threshold by NGS) was achieved in 50% of all patients after
consolidation

 One patient experienced disease progression by the clinical cutoff date

D-VRd is well-tolerated and effective in ASCT-eligible NDMM

25
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One-year Update of a Phase 3 Randomized Study of Daratumumab
Plus Bortezomib, Melphalan, and Prednisone (D-VMP) Versus
Bortezomib, Melphalan, and Prednisone (VMP) in Patients (Pts)
With Transplant-ineligible Newly Diagnosed Multiple Myeloma
(NDMM): ALCYONE"®

Meletios A. Dimopoulos,! Maria-Victoria Mateos,?> Michele Cavo,? Kenshi Suzuki,* Andrzej Jakubowiak,> Stefan
Knop,® Chantal Doyen,” Paulo Lucio,® Zsolt Nagy,’ Ludek Pour,1® Mark Cook,!! Sebastian Grosicki,*> Andre
Crepaldi,3> Anna Marina Liberati,** Philip Campbell,> Tatiana Shelekhova,!® Sung-Soo Yoon,'” Genadi losava,®
Tomoaki Fujisaki,® Mamta Garg,?° Christopher Chiu,?! Jianping Wang,?? Anupa Kudva,?? Rachel Kobos,?? Susan
Wroblewski,?! Ming Qi,?! Jesus San-Miguel,?® Joan Bladé?*

INational and Kapodistrian University of Athens, Athens, Greece; 2University Hospital of Salamanca/IBSAL, Salamanca, Spain; 3Institute of Hematology,
Department of Experimental, Diagnostic and Specialty Medicine, University of Bologna, Bologna, Italy; *Japanese Red Cross Medical Center, Department of
Hematology, Tokyo, Japan; °University of Chicago Medical Center, Chicago, lllinois; ®Wirzburg University Medical Center, Wiirzburg, Germany; ’Université
catholique de Louvain, CHU UCL Namur, Yvoir, Belgium; 8Champalimaud Centre for the Unknown, Lisbon, Portugal; °Semmelweis Egyetem, Budapest, Hungary;
Oyniversity Hospital Brno, Brno, Czech Republic; 'University Hospitals Birmingham NHS Trust, Birmingham, United Kingdom; 12Department of Cancer
Prevention, School of Public Health, Silesian Medical University, Katowice, Poland; 13Clinica de Tratamento E, Cuiaba, Brazil; 1*Azienda Ospedaliera “Santa
Maria,” Terni, Italy; >Andrew Love Cancer Centre, Geelong, Australia; 1°Clinic of Professional Pathology, Saratov, Russia; 1’Department of Internal Medicine,
Seoul National University College of Medicine, Seoul, South Korea; 18LTD “Medinvent” Institute of Health, Thilisi, Georgia; 1°Matsuyama Red Cross Hospital,
Matsuyama, Japan; 2°Leicester Royal Infirmary — Haematology, Leicester, United Kingdom; 2tJanssen Research & Development, Spring House, PA, USA;
22Janssen Research & Development, Raritan, NJ, USA; 23Clinica Universidad de Navarra-CIMA, IDISNA, CIBERONC, Pamplona, Spain; #*Servei d'Hematologia,

Hospital Clinic de Barcelona, Institut d'Investigacions Biomediques August Pi | Sunyer (IDIBAPS), University of Barcelona, Barcelona, Spain.
*ClinicalTrials.gov Identifier: NCT02195479



Background

* NDMM patients 265 years of age or with comorbidities are ineligible for autologous stem-cell
transplant!?

* |n VISTA, the bortezomib, melphalan, and prednisone (VMP) registration study, the addition of V to MP
improved efficacy in these patients at the cost of increased toxicity (eg, peripheral sensory
neuropathy)?3

* PETHEMA/GEM2005MAS65% and GIMEMA® optimized VMP by reducing toxicity and maintaining
cumulative bortezomib dose and efficacy

* |Inthe primary analysis of the phase 3 ALCYONE study, the addition of daratumumab to VMP (D-VMP)
reduced the risk of progression or death by 50% in NDMM patients ineligible for transplant®

We report updated efficacy and safety from ALCYONE

after 1 year of additional follow-up

1. Mohty M, Harousseau JL. Haematologica. 2014;99(3):408-416. 4. Mateos MV, et al. Lancet Oncol. 2010;11(10):934-941. 29
2. San Miguel J, et al. N Engl J Med. 2008;359(9):906-917. 5. Palumbo A, et al. J Clin Oncol. 2010;28(34):5101-5109.
3. Harousseau JL, et al. Blood. 2010;116(19):3743-3750. 6. Mateos MV, et al. N Engl J Med. 2018;378(6):518-528.



* Transplant-

e ECOGO0-2
* Creatinine

* Nograde =2

Key eligibility
criteria:

ineligible
NDMM

clearance
>40 mL/min

peripheral
neuropathy or
grade >2
neuropathic
pain

Stratification factors
ISS (1 vs Il vs 111)
Region (EU vs other)
Age (<75 vs 275 years)
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ALCYONE Study Design

VMP X 9 cycles (n = 356)

Bortezomib: 1.3 mg/m? SC

Cycle 1: twice weekly

Cycles 2-9: once weekly
Melphalan: 9 mg/m? PO on Days 1-4
Prednisone: 60 mg/m? PO on Days 1-4

D-VMP X 9 cycles (n = 350)

Daratumumab: 16 mg/kg IV
Cycle 1: once weekly
Cycles 2-9: every 3 weeks

-+

Same VMP schedule

e Cycles 1-9: 6-week cycles
e Cycles 10+: 4-week cycles

Follow-up
for PD and
survival

D
Cycles 10+

16 mg/kg IV

Every
4 weeks:
until PD

Primary endpoint:

*« PFS

Secondary endpoints:

* ORR

* >VGPR rate

e >CRrate

* MRD (NGS; 107)
* OS

* Safety

Statistical analyses

* 360 PFS events: 85% power for
8-month PFS improvement?

ECOG, Eastern Cooperative Oncology Group; ISS, International Staging System; EU, European Union; SC, subcutaneously; PO, orally;
IV, intravenously; D, daratumumab; PD, progressive disease; PFS, progression-free survival; ORR, overall response rate; VGPR, very good partial 30

response; CR, complete response; MRD, minimal residual disease; NGS, next-generation sequencing; OS, overall survival.

28-month PFS improvement over 21-month median PFS of VMP.




Baseline Characteristics (ITT; N = 706)

D-VMP VMP
(n =350) (n =356)

Age
Median (range), years 71.0 (40-93) 71.0 (50-91)

Distribution, n (%)

<65 years 36 (10) 24 (7)

65-74 years 210 (60) 225 (63)

>75 years 104 (30) 107 (30)
Male, n (%) 160 (46) 167 (47)

Race, n (%)
White 297 (85) 304 (85)
Other 53 (15) 52 (15)

ECOG performance status,? n (%)

0 78 (22) 99 (28)
1 182 (52) 173 (49)
2 90 (26) 84 (24)

ITT, intent to treat. 31
3ECOG performance status is scored on a scale from 0 to 5, with 0 indicating no symptoms and higher scores indicating
increasing disability.



Patient Disposition

Cycles 1-9 Cycles 1-9 Cycles 10+
 Median (range) follow-up: 27.8 (n = 354) (n =346) (n=278)

(0'39-2) months Patients still on treatment, n (%) 0 0 194 (56)2
* At the clinical cutoff date of June Patients who discontinued
12, 2018, all patients had either study treatment, n (%) 118 (33) 68 (20) 84 (30)

discontinued or completed 9

Reason for discontinuation, n (%
treatment cycles of VMP (%)

. . P ive di 47 (13 23 (7 69 (25
194 (56%)? of patients in the D- Bl (13) (7) (25)
VMP arm continue to receive Adverse event 34 (10) 18 (5) 5(2)
daratumumab monotherapy Death 3 (2) 11 (3) 7(3)
Noncompliance with study drug 15 (4) 10 (3) 2 (<1)
Physician decision 7 (2) 0 0
Withdrawal by subject 6 (2) 2 (<1) 1 (<1)

Other 1(<1) 4 (1) 0



Efficacy: PFS
 Median (range) follow-up: 27.8 (0-39.2) months

24-mo? 30-mo?

- 100 Daratumumab monotherapy
o 80 - D-VMP
Y Median:
S not reached
5 60
@)
£ ________________________________________________________________________________________
E _
a0 40
> =
z 20 — %"L@-e-@) VMP
a HR, 0.43 Median:
& (95% Cl, 0.35-0.54; P <0.0001) 19.1 mo
0 T T T T T T T T T T T
0 3 6 9 12 15 18 21 24 27 30 33 36 39
. Months
No. at risk
VMP 356 304 277 262 245 206 169 127 102 59 27 5 0 0
D-VMP 350 322 312 298 292 265 243 220 203 138 73 31 9 0

57% reduction in the risk of progression or death in patients receiving D-VMP

HR, hazard ratio; Cl, confidence interval. 33
2Kaplan-Meier estimate.



Sex
Male

Female

Age
<75 years
275 years

Race
White
Other

Region
Europe
Other

Baseline renal
function (CrCl)
>60 mL/min

<60 mL/min

Efficacy: PFS in Prespecified Subgroups

D-VMP VMP
Median Median

n (mos) n (mo) HR (95% Cl)
160 30.9 167 189 o4 0.50 (0.37-0.68)
190 NE 189 198 @ | 0.38 (0.28-0.52)
246 NE 249 19.0 . 0.41 (0.32-0.53)
104 322 107 20.1 O | 0.51 (0.34-0.75)
297 NE 304 19.3 U 0.46 (0.37-0.58)
53 NE 52 189 e+ i 0.32(0.17-0.58)
289 NE 295 19.1 (I 0.47 (0.38-0.60)
61 NE 61 19.0 e+ ! 0.28 (0.15-0.52)
200 NE 211 191 @4 0.45 (0.34-0.60)
150 NE 145 189 14 ! 0.42 (0.30-0.59)

f T } |

0.0 1.0 2.0

Favor D-VMP Favor VMP

D-VMP prolonged PFS across all subgroups analyzed

Baseline hepatic
function
Normal
Impaired
ISS staging
|
1l
1l

Type of MM

1gG

Non-lgGaP
Cytogenetic risk

High risk

Standard risk
ECOG performance
status

0

1-2

NE, not evaluable; CrCl, creatinine clearance. 2Patients with measurable disease in serum.

95% of non-IgG patients were IgA.

D-VMP VMP
Median Median
n (mo) n (mo) HR (95% Cl)
301 NE 303 194 @ ! 0.45 (0.36-0.57)
46  NE 52 135 reH ! 0.41 (0.23-0.72)
69 NE 67 247 re | 0.47 (0.28-0.79)
139 NE 160 183 1 0.43 (0.31-0.60)
142 NE 129 182 e 0.43 (0.31-0.60)
207 NE 218 185 o1 | 0.41 (0.31-0.54)
82 309 83 213  re—! 0.58 (0.38-0.89)
53 19.2 45 18.0 —e-—  0.78 (0.49-1.26)
261 NE 257 189 & 0.34 (0.26-0.45)
78 NE 99 201 ieH ! 0.39 (0.25-0.62)
272 NE 257 188  ie4 ! 0.45 (0.35-0.58)
f T— I
1.0 2.0

0.0

Favor D-VMP Favor VMP
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Efficacy: ORR®

 Median duration of response: not reached in D-VMP versus 21.1 months in VMP

P <0.0001
100 - |

ORR =91%
90 A - -

80 - 22 ORR =74%

>CR: 5 .
b

45% >CR:

%07 23 25% 18

50 A

70 -

ORR, %

>VGPR:
50%

40 A >VGPR:

73%P

=

30 A

20 A

10 ~

0 -

D-VMP (n = 350) VMP (n = 356)
EPR ®VGPR ~CR =sCR

Significantly higher ORR, 2VGPR rate, and 2CR rate with D-VMP;

>2-fold increase in sCR rate with D-VMP

PR, partial response; sCR, stringent complete response.
3ITT population. P <0.0001. P values were calculated using the Cochran—Mantel-Haenszel chi-square test. 35



Efficacy: MRD? (NGS; 10~ Sensitivity Threshold)

* Median (range) follow-up: 27.8 (0-39.2) months

100 :
P <0.0001 ™~
c .,
30 - g 80 - %h%::.- - .
27% d W s, D-VMP MRD negative
3 Sl >69-@59 \/MP MRD negative
25 - D-vmp [llPrimary . 4, i,
>
|:|Updated = %-Q ;
. = . A D-VIMIP MRD positive
© VMP -Prlmary 2 P
g [CJupdate s
o 2
£ 15 2 Q
S < 20 “@oe® VMP MRD positive
[
S
S 10 1 7% 0 — T T T T T T T T T T T 1
0 3 6 9 12 15 18 21 24 27 30 33 36 39
Months
5 A No. at risk
VMP MRD negative | 25|25 25 25 25 24 24 23 20 12 6 2 0 O
DVMP MRD negative [ 96|96 96 95 93 92 8 84 77 57 28 14 2 O
0 - T VMP MRD positive 331 279 252 237 220 182 145104 82 47 21 3 0 O
D-VMP (n = 350) VMP (n = 356) D-VMP MRD positive 254 226 216 203 199 173 154 136 126 81 45 17 7 O

Deepening MRD-negative rate with longer follow-up for D-VMP

Lower risk of progression or death in all MRD-negative patients
 ~4-fold higher MRD negativity achieved with D-VMP

36

aAssessed at time of confirmation of CR/sCR and, if confirmed, at 12, 18, 24, and 30 months after first dose.



Definition of PFS During Next Line of Therapy (PFS2)

Experimental arm x

Randomization

* PFS2is the time from randomization to disease progression on first subsequent anti-cancer
therapy or death, whichever occurs first
— Recommended surrogate endpoint for OS?

— Demonstrates whether the PFS benefit of an experimental therapy is sustained during the subsequent line
of therapy

1. European Medicines Agency, Science Medicines Health. 2017. https://www.ema.europa.eu/documents/scientific-guideline/guideline-evaluation-

anticancer-medicinal-products-man_en-0.pdf. Accessed October 9, 2018. 37
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Efficacy: PFS22

 Median (range) follow-up: 27.8 (0-39.2) months

100
[
.S
a
© Z 80
% ©
S o
Q 5
*§~5 60
O
2 c
s — _
= 40
D D
s <
£ S 20— _
7 (Unstratified HR, 0.59; )
o 95% Cl, 0.43-0.82; P = 0.0013
0 T T T T T T T T T T T
0 3 6 9 12 15 18 21 24 27 30 33 36 39
. Months
No. at risk
VMP 356 323 308 294 285 275 264 244 213 123 62 21 4 0
D-VMP 350 327 323 317 310 300 290 280 265 172 90 38 9 0

Based on PFS2 results, we project better survival outcomes with D-VMP vs VMP

apatients who did not progress on study treatment before death or progression on subsequent line of therapy were counted as a PFS2 event. ®Kaplan- 38
Meier estimate.



Safety: TEAEs During DARA Monotherapy (Cycle 10+)

Hematologic, n (%)
Anemia
Neutropenia
Nonhematologic, n (%)
Upper respiratory tract infection
Bronchitis
Viral upper respiratory tract infection
Cough
Diarrhea
Arthralgia
Back pain
Influenza
Pyrexia

Pain in extremity

TEAE, treatment-emergent adverse event.

All-grade (25%)
(n=278)

18 (7)
13 (5)

43 (16)
29 (10)
27 (10)
23 (8)
20 (7)
20 (7)
18 (7)
16 (6)
14 (5)
13 (5)

10 (4)
5(2)

2 (<1)
3 (1)
0
0
0
0
2 (<1)
2 (<1)

Grade 3/4
(n=278)

39



Conclusions

D-VMP significantly improves PFS with longer follow-up
— 57% reduction in the risk of progression or death
—  PFS benefit extended to patients 275 years of age

e D-VMP induces deep and durable responses that continue to improve on daratumumab
monotherapy, including ~4-fold higher MRD-negativity rate compared with VMP

* Longer use of daratumumab monotherapy following D-VMP is tolerable
e Based on PFS2 results, longer survival outcomes are projected with D-VMP vs VMP

Positive MAIA data reported for D-Rd vs Rd in transplant-ineligible NDMM: PFS HR of 0.56 (P
<0.0001)!

Along with MAIA findings, these results support addition of daratumumab to a standard-

of-care regimen in transplant-ineligible NDMM

1. Facon T, et al. ASH 2018. Abstract LBA-2.

D-Rd, daratumumab/lenalidomide/dexamethasone; Rd, lenalidomide/dexamethasone. 40
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Progression Free Survival of D-VMP versus VISTA VMP Based on
Naive Comparisons (A) or After Matching (B).

1007

801

601

401

20

% surviving without progression

Unadjusted comparison: HR, 0.56 (95% Cl, 0.42-0.73; P<0.0001)
Adjusted comparison: HR, 0.57 (95% Cl, 0.42-0.75; P<0.0001)

No. at risk
ALCYONE D-VMP 350

VISTAVMP 344

I I T 1

I
5 10 15 20 25

Months
316 295 179 47 5
269 202 99 36

ALCYONE D-VMP
Median: not reached

VISTA VMP
Median: 20.7 months

100
c
0
¢ 80-
(o)}
o
S 40 ALCYONE D-VMP
3 Median: not reached
£
3 40 VISTAVMP
(o)}
g Median: 20.6 months
z 201
- Unadjusted comparison: HR, 0.52 (95% Cl, 0.38-0.71; P<0.0001)
X Adjusted comparison: HR, 0.50 (95% Cl, 0.36-0.68; P<0.0001)
O T T T T 1
0 5 10 15 20 25
No. at risk Mantis
ALCYONE D-VMP 281 252 235 145 38 5
VISTAVMP 281 218 164 78 26 4

PFS, progression-free survival; D-VMP, daratumumab/bortezomib/melphalan/prednisone; VMP, bortezomib/melphalan/prednisone; HR, hazard ratio;
Cl, confidence interval.

Poster 3550: Comparative Efficacy and Safety of Daratumumab in Combination With Bortezomib, Melphalan, and
Prednisone (D-VMP) in ALCYONE Versus Bortezomib, Melphalan, and Prednisone (VMP) in VISTA in Newly Diagnosed
Multiple Myeloma (NDMM) Patients Using Propensity Score Matching (PSM)
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Markedly Improved Safety Profile of D-VMP Versus VISTA VMP
Based on Unmatched and Matched Comparisons

Table 3. All-grade and Grade 3/4 TEAEs of Interest in Unmatched and Matched Grade 3/4 hematologic AEs, n(%)
D-VMP—-treated and VISTA VMP-treated Patients Anemia 55(15.9) 62(18.2) 46 (16.6) 51(18.4)
Unmatched? Matched? Thrombocytopenia 119 (34.4) 127 (37.4) 98 (354) 104 (37.6)
D-VMP VISTA VMP D-VMP VISTA VMP Neutropenia 138 (39.9) 136 (40.0) 108 (39.0) 112 (40.4)
e — (n =346) (n=340) (n=277) (n=277) Grade 3/4 nonhematologic AEs, n (%)°
All-grade hematologic AEs, n % N —p——
P v 5(1.4)* 44.(12.9) 3(1)* 37 (13.4)
Anemia 97 (28.0)* 147 (43.2) 81(29.2)* 120 (43.3) neurOpathV
Thrombocytopenia 169 (48.8) 178 (52.4) 137 (49.5) 142 (51.3) Diarrhea 9 (2.6)" 25(7.4) 933) 17 (61)
Neutropenia 172 (49.7) 165 (48.5) 136 (49.1) 138 (49.8) Pyrexia 2(0.0) 10 (29) 2(07) 7@2.5)
All-grade nonhematologic AEs, n (%) Nausea 3(09)" 14.(41) 2(0.7) 10(3.6)
i Infections 80 (23.1) 66 (19.4) 66(23.8) 49 (17.7)
E‘Zﬁ’;’:sar a'];ensory 98(283)*  151(44.4) 78 (28.2)* 125 (45.)
. .U?per. respiratory tract 7 (2.0) 4(12) 5(1.8) 4(1.4)
Diarrhea 82 (23.7)* 157 (46.2) 71(25.6)* 129 (46.6) infection
Pyrexia 80 (23.1) 99 (291) 67 (24.2) 78 (28.2) Pneumonia 39(11.3) 28(8.2) 32 (11:6) 22(79)
Nausea 72(20.8)* 164 (48.2) 56 (20.2)* 130 (46.9) Grade 3/4 infusion-related reaction, n (%)°¢ 17 (4.9)* 0 15 (5.4)* 0
Infections 231(66.8)  234(688) | 187(67.5) 183 (66.1) Second primary cancer,” n (%) 823 22(6:5) 5(1.8)" 17 (61)
u 3 TEAE, treatment-emergent adverse event; D-VMP, daratumumab/bortezomib/melphalan/prednisone; VMP, bortezomib/melphalan/prednisone;
s pper respiratory tract 9] (26 3)* 30 (8 8) 80 (28 9)* 24 (8 7) AE, adverse event; IRR, infusion-related reaction.
infection ’ : ’ : *P<0.05.
3Statistical testing conducted using Cochran-Mantel-Haenszel test.
: bIRRs related to daratumumab were reported in ALCYONE, whereas the VISTA study reported bortezomib-related IRRs.
Pneumonia 3 (15'3) 6 (16'5) 46 <1 6'6> 43 (15'5) “Different criteria were used to report AEs in ALCYONE and VISTA.” In ALCYONE, AEs that progressed initially from grade 3 or 4 to grade 5 were
i ) i o ” " included in the proportion of grade 3/4 AEs reported.” In VISTA, only TEAEs with the highest severity of grade 3 or 4 were reported.’
All grade infusion-related reaction, n (/o) 96 (27-7) 4 (1 .2) 80 (289) 4 (1 ~4) 9The assessment of secondary primary malignancies was conducted at different follow-up time points.

Poster 3550: Comparative Efficacy and Safety of Daratumumab in Combination With Bortezomib, Melphalan, and
Prednisone (D-VMP) in ALCYONE Versus Bortezomib, Melphalan, and Prednisone (VMP) in VISTA in Newly Diagnosed
Multiple Myeloma (NDMM) Patients Using Propensity Score Matching (PSM)
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CONCLUSIONS

4 This PSM analysis demonstrates that ALCYONE D-VMP
significantly improves efficacy compared to VISTA VMP

— These findings confirm the observations of ALCYONE
in which D-VMP demonstrated superiority versus VMP
in terms of PFS and ORR, using a modified bortezomib
dosing schedule in both treatment arms’

— As reflected in the HRs, the improvement of efficacy
is similar to what was demonstrated within the
ALCYONE study’

4+ Arecent matched adjusted treatment comparison of
studies using a modified VMP dosing schedule versus the
VISTA VMP regimen demonstrated similar efficacy and a
potential reduction in the rates of peripheral neuropathy,*
supporting the use of the modified bortezomib dosing
schedule for VMP

4 Taken together, these findings suggest that the lower
intensity VMP dosing schedule used in ALCYONE did not
negatively impact the efficacy of D-VMP when compared
to VMP as used in VISTA, while also mitigating incidence of
peripheral neuropathy, a TEAE frequently associated with
bortezomib

Poster 3550: Comparative Efficacy and Safety of Daratumumab in Combination With Bortezomib, Melphalan, and Prednisone
(D-VMP) in ALCYONE Versus Bortezomib, Melphalan, and Prednisone (VMP) in VISTA in Newly Diagnosed Multiple Myeloma
(NDMM) Patients Using Propensity Score Matching (PSM)
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INTRODUCTION

4 Indirect, naive comparisons of FIRST and ALCYONE studies may introduce bias due to
differences in study design and populations

4 As no randomized controlled studies have directly compared D-VMP to other relevant
treatment regimens in NDMM patients who are transplant ineligible, a network meta-analysis
(NMA) was conducted to compare D-VMP against other available treatments; however, the
reliability for comparing OS data was limited by the following factors™:

— At16.5 months of follow-up, median OS was not reached in ALCYONE, and the immaturity of
the ALCYONE OS data limited relative efficacy analyses

— A comparison of the 4 MP trials that serve as a bridge to key approved comparators
(Rd and MPT) investigated in FIRST indicated that although all 4 trials of MP showed

similar median PFS (15.2-22.0 months), large differences in median OS were observed
(31.0-43.1 months)

4+ To overcome the potential sources of bias faced in the NMA, an unanchored matching-adjusted
indirect treatment comparison (MAIC) was conducted to assess relative OS and PFS differences
between D-VMP and Rd continuous, Rd 18, and MPT in patients with NDMM who are
transplant ineligible

— An MAIC can be used to make indirect comparisons when no pairwise comparison is available

— In an MAIC, individual patient characteristics from 1study are weighted to match observed
characteristics in the comparator treatment arm, allowing weighted outcomes to
be determined

Poster 3551: A Matching-adjusted Indirect Treatment Comparison of Daratumumab- Bortezomib-Melphalan-
Prednisone Versus Lenalidomide-Dexamethasone Continuous, Lenalidomide-Dexamethasone 18 Months, and
Melphalan-Prednisone-Thalidomide
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Naive Comparisons of OS Results were all in Favor of D-VMP
Versus Comparator Treatments, and all OS Hrs for D-VMP were
Improved After the MAIC

Table 2. Results of the Naive Comparison and the MAIC of D-VMP Versus Rd Continuous/

Rd 18/MPT
Naive comparison MAIC
oS PFS oS PFS
HR (95% CI) HR (95% CI) HR (95% CI) HR (95% CI)

D-VMP versus 0.88 (0.62-1.27)  0.65 (0.50-0.83) | 0.68 (0.44-1.06) 0.66 (0.50-0.87)
Rd continuous P=0.51 P <0.001 P=0.086 P=0.003

) 0.78 (0.55-111)  0.66 (0.52-0.85) | 0.60 (0.39-093) 0.69 (0.52-0.91)
D-VMP versus Rd 18 P=016 P=0.001 P=0.02 P=0.008

) 0.68 (0.48-0.95) 0.63 (0.49-0.80) | 0.53 (0.35-0.81) 0.64 (0.48-0.85)
BRG] P=0.024 P <0.00] P=0.003 P=0.002

Statistically significant results are shown in bold.

MAIC, matching-adjusted indirect treatment comparison; D-VMP, daratumumab plus bortezomib/melphalan/prednisone; Rd continuous, lenalidomide/dexamethasone
given in 28-day cycles until disease progression; Rd 18, lenalidomide/dexamethasone given for 18 cycles; MPT, melphalan/prednisone/thalidomide; OS, overall survival;
PFS, progression-free survival; HR, hazard ratio; Cl, confidence interval.

Poster 3551: A Matching-adjusted Indirect Treatment Comparison of Daratumumab- Bortezomib-Melphalan-
Prednisone Versus Lenalidomide-Dexamethasone Continuous, Lenalidomide-Dexamethasone 18 Months, and

Melphalan-Prednisone-Thalidomide
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CONCLUSIONS

This MAIC analysis showed a significant OS benefit
for D-VMP compared to Rd 18 and MPT and a trend
favoring D-VMP versus Rd continuous in patients
with NDMM who are transplant ineligible

The results of the MAIC also suggest that D-VMP
provides consistent and statistically significant
PFS benefit relative to Rd continuous, Rd 18, and
MPT in this patient population

This analysis supports a previously conducted
NMA," which showed an improvement in PFS with
D-VMP over a number of treatment regimens in
the frontline setting

One potential limitation is that OS results may
be influenced by superior subsequent therapies
available for patients treated in the more recent
ALCYONE trial: however, this is unlikely as
relatively few patients have experienced disease
progression, and OS data remain immature at the
time of this analysis

Poster 3551: A Matching-adjusted Indirect Treatment Comparison of Daratumumab- Bortezomib-Melphalan-
Prednisone Versus Lenalidomide-Dexamethasone Continuous, Lenalidomide-Dexamethasone 18 Months, and
Melphalan-Prednisone-Thalidomide
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CASSIOPEIA: Method

Phase Ill daratumumab + bortezomib, thalidomide, dexamethasone (D-VTD) vs VTD
Frontline treatment for patients who are candidates for autologous stem cell transplant (ASCT)

Sponsored by the French Intergroupe Francophone du Myelome (IFM) in collaboration with the
Dutch-Belgian Cooperative Trial Group for Hematology Oncology (HOVON)

2 Part Study
— Part 1: D-VTD vs VTD alone; 6 cycles; primary endpoint of stringent Complete Response

— Part 2: All responders re-randomized to receive either maintenance treatment with dara
[once per 8 weeks, 16 mg/kg] or observation only, primary endpoint of PFS

1,085 patients (intent to treat)



CASSIOPEIA: Topline Results

Primary endpoint: stringent Complete Response (sCR) 100 days post-transplant

First part of study met primary endpoint

— 28.9% D-VTD

— 20.3% VTD.

— Odds ratio of 1.60 (95% Cl: 1.21 —-2.12. p< 0.001)

Safety profile consistent with known safety profile of VTD regimen used in patients receiving ASCT
and the known safety profile for daratumumab
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CASTOR Study Design

Key eligibility D-Vd (n = 251) D only Primary
criteria Daratumumab (16 mg/kg IV) Every endpoint
. RRMM Every week: Cycles 1-3 4:.' Elj:rk q + « PFS
21 prior line of - Every 3weeks: Cycles 4-8 e Secondary
therapy = ‘i :1.3mg/m- SC, Days 1, 4, 8, 1 of endpoints
« Prior bortezomib | |} Cycles1-8 . .TTP
exposure, but not | | S d: ZO nle F'I:Z‘i,.-"l‘-.x‘, Days1,2, 4,5 8,9 1,12 . OS
refractory 2| S - ORR, VGPR, CR
3 Vd (n - 247) - MRD
V:1.3mg/m?SC, Days 1, 4, 8, 11 of - Timeto
Cycles1-8 response
d:20 mg PO/IV, Days1,2, 4,5, 8,9, 11, 12 - Duration of
of Cycles1-8 response

« Cycles 1-8: repeat every 21 days
« Cycles 9+: repeat every 28 days

REMM, relapsed or refractory multiple myeloma; D-Yd, daratumumaby’ bortezomib/dexamethasone; I, Intravencushy; ¥V, bortezomib; SC, subcutaneously; d, dexamethasone;
PO, orally; Vd, bortezomib/dexamethasone; 0, daratumumak; Obs, observation; PFS, progression-free survival, TTR, time to disease progression; O5, overall survival;
ORR, overall response rate; VGPR, very good partial response; CR, complete response; MRD, minimal residual dissase.
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Daratumumab-Vd Maintained Significant PFS and ORR Benefit

A. ITT population B. 1-3 prior lines C. Cytogenetic risk D. 1prior line
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PFS, progression-free survival; ITT, intent-to-treat; 1PL, 1 prior line of therapy; HR, hazard ratio; Cl, confidence interval; D-Vd, daratumumab/bortezomib/dexamethasone;
Vd, bortezomib/dexamethasone; std, standard.
*Kaplan-Meier estimate.
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Deep and Durable Responses and Maintained MRD Neg

Table 2. Response and MRD-negative Rates Overall and in Patients With 1PL

ITT/Response-evaluable 1PL
D-vd vd D-vd vd
Response,’ n (%) (n=240) (n=234) Pvalue (n=19) (n =109) Pvalue
ORR 203 (85) 148 (63) <0.0001 109 (92) 81(74) 0.0007
2CR 72 (30) 23(10) <0.0001 51(43) 16 (15) <0.0001
sCR 23(10) 6(3) 17 (14) 5(5)
CR 49 (20) 17 (7) 34 (29) 11 (10)
2\/GPR 151 (63) 68 (29) <0.0001 1 (77) 46 (42) <0.0001
VGPR 79 (33) 45(19) 40 (34) 30 (28)
PR 52 (22) 80 (34) 18 (15) 35(32)
MRD neg_;ativity (1075)® (n=251) (n=247) (n=122) (n=113)
n (%) 35(14) 4(2) <0.000001 24 (20) 3(3) 0.000025
%Lé)sia)jnne(ctl%l\)/lRD negativity 8 (3) 0 7(6) 0

MRD, minimal residual disease; 1PL, 1 prior line of therapy; ITT, intent-to-treat; D-Vd, daratumumab/bortezomib/dexamethasone; Vd, bortezomib/dexamethasone;

ORR, overall response rate; CR, complete response; sCR, stringent complete response; VGPR, very good partial response; PR, partial response; MRD, minimal residual disease.
*Response-evaluable population.

®|TT population.

“Sustained MRD negativity for 212 months.
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PFS 2
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No New Safety Signals Identified

Table 3. Most Common (220% of Patients) and Grade 3/4 (25% of Patients) TEAEs

All grades Grade 3/4
D-vd vd D-vd vd
TEAE, n (%) (n=243) (n=237) (n=243) (n=237)
Hematologic
Thrombocytopenia 145 (60) 105 (44) 112 (46) 78 (33)
Anemia 71(29) 75(39) 38 (16) 38 (16)
Neutropenia 48 (20) 23 (10) 33(14) 11 (5)
Lymphopenia 32 (13) 9(4) 24 (10) 6 (3)
Nonhematologic
Peripheral sensory neuropathy 121 (50) 90 (38) 11 (5) 16 (7)
Upper respiratory tract infection 85 (35) 43 (18) 6(3) 1(0.4)
Diarrhea 86 (35) 53 (22) 94) 3(1)
Cough 71(29) 30 (13) 0 0
Constipation 54 (22) 38 (16) 0 2(0.8)
Fatigue 55 (23) 58 (25) 12 (5) 8(3)
Back pain 53(22) 24 (10) 6 () 3(1)
Pneumonia 38 (16) 31(13) 25(10) 24 (10)
Hypertension 24 (10) 8(3) 16 (7) 2(0.8)

TEAE, treatment-emergent adverse event; D-Vd, daratumumab/bortezomib/dexamethasone; Vd, bortezomib/dexamethasone.
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CONCLUSIONS

In this updated analysis with more than 3 years of median follow-up,
D-Vd maintained significant PFS and ORR benefit in RRMM patients

The greatest benefit was observed in patients with 1PL

— Patients with 1PL demonstrated longer PFS with D-Vd versus Vd
regardless of prior treatment with lenalidomide (HR, 0.30) or
bortezomib (HR, 0.22)

Responses were deep and durable, and treatment with D-Vd allowed
for higher rates of sustained MRD negativity versus Vd alone

No new safety signals were reported with D-Vd with longer
follow-up

In conclusion, these data suggest that D-Vd should be
administered to patients with RRMM after their first relapse,
regardless of prior lenalidomide or bortezomib exposure
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POLLUX Study Design

Key eligibility D-Rd (n = 286) Primary
criteria Daratumumab 16 mg/kg IV endpoint
« RRMM Every week in (.Z\/cles 1-2 « PFS
« 21 prior line Ever\/ iweel;s in (tZ\TcPI;s 3-6 Secont.iary
oftherapy very 4 weeks unti endpoints

Lenalidomide 25 mg PO . TTP
Days 1-21 of each cycle until PD
Dexamethasone 40 mg PO?

- Prior lenalidomide
exposure, but
not lenalidomide

« ORR, VGPR, CR

RANDOMIZE

Lenalidomide 25 mg PO « MRD (NGS)
Days 1-21 of each cycle until PD .05

Dexamethasone 40 mg PO
Every week until PD

Cycles: 28 days

RRMM, relapsed or refractory multiple myeloma; D-Rd, daratumumab/lenalidomide/dexamethasone; IV, intravenously; PD, progressive disease; PO, orally; Rd, lenalidomide/
dexamethasone; PFS, progression-free survival; TTP, time to disease progression; ORR, overall response rate; VGPR, very good partial response; CR, complete response;
MRD, minimal residual disease; NCS, next-generaticn sequencing; OS, overall survival.

20n daratumumab dosing days, dexamethasone 20 mg was administered on the day of the infusion, and 20 mg was administered the day after the infusion.

Poster 1996: Three-year Follow-up of the Phase 3 POLLUX Study of Daratumumab Plus Lenalidomide and Dexamethasone
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Daratumumab-rd Significantly Prolonged PFS Compared to Rd
Median PFS Reached at 44.5 Months

ITT 1PL
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Daratumumab-Rd Produced Significantly Deeper Responses
Including Sustained MRD Neg Compared to Rd
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ORR, overall response rate; MRD, minimal residual disease; CR, complete response; VGPR, very good partial response; D-Rd, daratumumab/lenalidomide/dexamethasone;
Rd, lenalidomide/dexamethasone; PR, partial response; sCR, stringent complete response.
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Daratumumab-Rd Significantly Prolonged Time to Next Therapy
Compared to Rd

42-mo PFS2 rate?
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PFS2, progression-free survival on the subsequent line of therapy; D-Rd, daratumumab/|enalidomide/dexamethasone; Rd, lenalidomide/dexamethasone; HR, hazard ratio;
Cl, confidence interval.
“Estimated.

Figure 5. PFS2.
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No New Safety Signals Identified

Table 2. Most Common Any-grade (225% of Patients) and Grade 3/4 (5% of Patients) TEAEs

Any grade Grade 3/4
D-Rd Rd D-Rd Rd
TEAE, n (%) (n=283) (n=281) (n=283) (n=281)
Hematologic
Neutropenia 179 (63) 135 (48) 157 (56) 17 (42)
Anemia 111 (39) 14 (47) 50 (18) 60 (21)
Thrombocytopenia 87 (31) 88 (31) 42 (15) 44 (16)
Lymphopenia 19 (7) 17 (6) 16 (6) 12 (4)
Febrile neutropenia 18 (6) 8(3) 18 (6) 8(3)
Nonhematologic
Diarrhea 165 (58) 105 (37) 28 (10) 1 (4)
Upper respiratory tract infection 121 (43) 78 (28) 5(2) 5(2)
Fatigue 110 (39) 87 (31) 19 (7) 12 (4)
Cough 99 (35) 42 (15) 1(0.4) 0
Nasopharyngitis 96 (34) 59 (21) 0 0
Constipation 93 (33) 76 (27) 3(1) 2(0.7)
Muscle spasms 84 (30) 60 (21) 3(1) 4 (1)
Nausea 82(29) 51(18) 6(2) 2(0.7)
Insomnia 76 (27) 63(22) 6(2) 4(1)
Pyrexia 73 (26) 40 (14) 9(3) 7(3)
Back pain 71(25) 57 (20) 8(3) 5(2)
Pneumonia 71(25) 46 (16) 43 (15) 28 (10)
Cataract 54 (19) 33(12) 17 (6) 12 (4)
Hypokalemia 51 (18) 31(11) 17 (6) 9 (3)
Hypophosphatemia 20(7) 14 (5) 14 (5) 8 (3)

TEAE, treatment-emergent adverse event; D-Rd, daratumumab/lenalidomide/dexamethasone; Rd, lenalidomide/dexamethasane.
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CONCLUSIONS

After >3 years of median follow-up, D-Rd continued to provide
a significant PFS benefit and higher rates of deeper responses
versus Rd alone in patients with RRMM

— Median PFS for D-Rd was reached (44.5 months)

— D-Rd did not negatively impact outcomes of subsequent
therapy

— D-Rd achieved a 6-fold increase in the rate of MRD
negativity versus Rd

— D-Rd achieved a higher rate of sustained MRD negativity
compared with Rd, suggesting that continued D-Rd
treatment allows for maintenance of MRD-negative status

No new safety signals were observed following a median of
34 months of D-Rd exposure

These updated data continue to support the use of D-Rd in
patients with RRMM after first relapse
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POLLUX and CASTOR Produce High and Sustainable MRD Neg.

Table 2. Rates of Sustained MRD-negativity Status

POLLUX CASTOR

Sustained MRD D-Rd Rd D-vd vd
negativity (107°), n (%) (n=286) (n=283) P value® (n =251) (n=247) Pvalue®

ITT

Sustained 26 months® 47 (16.4) 2(0.7) <0.0001 22 (8.8) 3(1.2) 0.0001

Sustained =12 months* 37 (12.9) 1(0.4) <0.0001 8(3.2) 0 0.0074
xCR, n 159 64 72 23

Sustained =6 months® 47 (29.6) 2(3.1) <0.0001 22 (30.6) 3(13.0) 0.1115

Sustained 212 months© 37 (23.3) 1(1.6) <0.0001 8 (1.1) 0 0.1922

MRD, minimal residual disease; D-Rd, daratumumab/lenalidomide/dexamethasone; Rd, lenalidomide/dexamethasone; D-Vd, daratumumab/bortezomib/dexamethasone;
Vd, bortezomib/dexamethasone; ITT, intent-to-treat; CR, complete response.

P value was calculated with the use of the Fisher exact test.

®Defined as MRD negative and confirmed by 6 months apart without MRD positivity in between.

‘Defined as MRD negative and confirmed by 212 months apart without MRD positivity in between.
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MRD Negativity Leads to Prolonged PFS and OS
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RMRD pos?t!ve 268B4191167146131 114 99 89 80 73 66 59 56 48 16 4 0 VdMRD Dos"t[\"e MW7BIBTOB BN B 653221000 PFS, progression-free survival; OS, overall survival; MRD, minimal residual disease; ITT, intent to treat; Rd, lenalidomide/dexamethasone; D-Rd, daratumumab/lenalidomide/
D-Rd MRD positive 199 T79162152146135124 11510796 88 85 77 71 6427 5 0 D-VdMRD positive 21618016312610490 78 61 56 49 41342818 7 1 0 dexamethasone; Vd, bortezomib/dexamethasone; D-Vd, daratumumab/bartezomib/dexamethasone.

Poster 3272: Evaluation of Sustained Minimal Residual Disease (MRD) Negativity in Relapsed/Refractory Multiple
Myeloma (RRMM) Patients (Pts) Treated With Daratumumab in Combination With Lenalidomide Plus
Dexamethasone (D-Rd) or Bortezomib Plus Dexamethasone (D-Vd): Analysis of POLLUX and CASTOR
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CONCLUSIONS

DARA-based combination regimens enable a significantly higher proportion
of patients to achieve deep and durable responses of 2CR and sustained MRD
negativity at 10~°

— It has been shown that DARA-treated patients with 1 prior line of therapy

have shown a higher rate of sustained MRD negativity,” and we anticipate
a greater magnitude of benefit in patients after first relapse

Based on the depth of response achieved and the disconnect between CR and
long-term efficacy, assays that define the disease state with greater precision
and sensitivity, compared with traditional methods, are needed”

The ability to reach sustained MRD negativity is associated with prolonged
PFS and OS

— Pooled MRD and sustained MRD data from POLLUX and CASTOR confirmed
the findings from the individual studies

These findings suggest that achieving sustained MRD negativity should be a
treatment goal for patients with RRMM

Poster 3272: Evaluation of Sustained Minimal Residual Disease (MRD) Negativity in Relapsed/Refractory Multiple
Myeloma (RRMM) Patients (Pts) Treated With Daratumumab in Combination With Lenalidomide Plus
Dexamethasone (D-Rd) or Bortezomib Plus Dexamethasone (D-Vd): Analysis of POLLUX and CASTOR
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Poster 1995: Subcutaneous Daratumumab in Patients With Relapsed
or Refractory Multiple Myeloma: Part 2 Safety and Efficacy Update of
the Open-label, Multicenter, Phase 1b Study (PAVO)
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PAVO Study Design

Key eligibility - dooi
criteria Part1: Group1(n=38) Group 2° (n =45) ?gma:zi:egAglgfs
- RRMM with MD : DARA-MD: 1,200 mg DARA-MD: 1,800 mg Ct\r:culge 3 Day 1
measurable rHuPH20: 30,000 U rHuPH20: 45,000 U . Safety
disease
« 22 prior lines of Part 2: Group 3 (n=25) .
therapy concentrated DARA SC: 1,800 mg Secondary endpoints
. Naive to co-formulation rHuPH20: 30,000 U " ORR
anti-CD38 therapy - CR

RRMM, relapsed or refractory multiple myeloma; MD, mix and deliver; DARA, daratumumab; rHuPH20, recombinant human hyaluronidase PH20;
SC, subcutaneous; C,,qn trough concentration; ORR, overall response rate; CR, complete response.
*Crrough ©N Cycle 3 Day 1in Group 1supported dose selection for Group 2. The study evaluation team reviewed safety after Cycle 1and pharmacokinetics

after Cycle 3 Day 1for each group.

Poster 1995: Subcutaneous Daratumumab in Patients With Relapsed or Refractory Multiple Myeloma: Part 2 Safety
and Efficacy Update of the Open-label, Multicenter, Phase 1b Study (PAVO)




Subcutaneous Daratumumab — Known Safety Profile — Fewer
Infusion Related Reactions

IRRs
4 Theincidence and severity of IRRs were low with DARA SC

4 Among the 25 patients receiving DARA SC, 4 (16%) patients reported IRRs
— Patient 1: hypertension (grade 3), chills (grade 2), dyspnea (grade 2)
— Patient 2: allergic rhinitis (grade 1)
— Patient 3: sneezing (grade 1)

— Patient 4: hypertension (grade 3)

4 The majority of IRRs occurred on Day 1 of study treatment (83%), with 1 patient
experiencing an IRR on Day 57 (17%)

4 No discontinuations due to IRRs were observed

Injection-site Reactions
4 Few injection-site TEAEs (investigator-reported) were observed with DARA SC

— Induration, erythema, injection-site discoloration, and hematomas were observed
(n=1each)

4 Measurable erythema (24%) and measurable induration (4%) at the injection site were
reversible within 1 hour

— Erythema was measured for all injections regardless of attribution as a TEAE

Poster 1995: Subcutaneous Daratumumab in Patients With Relapsed or Refractory Multiple Myeloma: Part 2 Safety
and Efficacy Update of the Open-label, Multicenter, Phase 1b Study (PAVO)
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Response Rates in The DARA SC 1,800-mg Cohort Deepened with

Longer Follow-up

ORR =52%

12.0 months

H PR M VGPR
60 —
ORR =52%
50 H
ORR =44%
40
S
30 -
@)
20 +
10 H
0
4.6 months 6.5 months
Median follow-up
ORR, overall response rate; DARA, daratumumab; SC, subcutaneous; PR, partial response; VGPR, very good partial response.

and Efficacy Update of the Open-label, Multicenter, Phase 1b Study (PAVO)

Poster 1995: Subcutaneous Daratumumab in Patients With Relapsed or Refractory Multiple Myeloma: Part 2 Safety
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Cycle 3 Day 1 C, ., Following SC or IV Administration of

1,500
=
E
T~
o
-
c
2 1,000
i
: T
Q
W]
c
S N
2 500 - °
. -

0 -
| | I |
DARA DARA-MD DARA-MD DARA SC
16 mg/kg V2 1,200 mg 1,800 mg 1,800 mg
DARA, daratumumab; C,, ., trough concentration; SC, subcutaneous; IV, intravenous; MD, mix and deliver.
*From GENSO1 and SIRIUS.

Poster 2006: Pharmacokinetics (PK) of Subcutaneous Daratumumab in Patients With Relapsed or Refractory (RR)
Multiple Myeloma (MM): Primary Clinical Pharmacology Analysis of the Open-label, Multicenter, Phase 1b Study

(PAVO)
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CONCLUSIONS

Daratumumab co-formulated with rHuPH20 (DARA SC)
enables dosing over 3 to 5 minutes

DARA SC was well tolerated
— The IRR rate with DARA SC was 16%

* IRR rates for daratumumab 16 mg/kg IV range from
45% to 56% in RRMM®'21317-1®

High clinical response rates that continued to deepen with
longer follow-up were observed with DARA SC

Median PFS was 12.3 months in all-treated patients and
11.7 months in double-refractory patients

A detailed pharmacokinetic analysis from Part 1and Part 2
of the study are presented separately (Clemens et al,
ASH 2018; Abstract #2006)

These data informed the 4 ongoing phase 3 studies of
DARA SC 1,800 mg

— COLUMBA (DARA SC vs daratumumab IV: NCT03277105)

— AQUILA (smoldering multiple myeloma, single-agent
DARA SC; NCT03301220)

— APOLLO (DARA SC + pomalidomide/dexamethasone;
NCT03180736)

— ANDROMEDA (amyloidosis, DARA SC + bortezomib/
cyclophosphamide/dexamethasone [CyBorD] vs CyBorD
alone; NCT03201965)

Poster 1995: Subcutaneous Daratumumab in Patients With Relapsed or Refractory Multiple Myeloma: Part 2 Safety
and Efficacy Update of the Open-label, Multicenter, Phase 1b Study (PAVO)
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* Genmab

DuoHexaBody ™-CD37
Novel Ab Format Targeting CD37, a Known Target for B Cell Malignancies

DuoBody Format HexaBody Format DuoHexaBody Format

3\,,.

* Bispecific IgG1 with an E430G
hexamerization-enhancing mutation
in IgG Fc domain

« DuoHexaBody-CD37 targets two
non-overlapping epitopes on CD37

target cell

DUAL EPITOPE TARGETING HEXAMERIZATION CDC INDUCTION
* In pre-clinical settings DuoHexaBody-
CD37 induces potent anti-tumor

complement

4 b P A

activity through superior complement- ! MAC
dependent cytotoxicity (CDC) and CD37 L
potent antibody-dependent cell- e
mediated cytotoxicity (ADCC) . .

%”ﬁg :
e TAY




* Genmab

DuoHexaBody-CD37 Targets B Cell Lymphomas

A CD37 expression B o
Cytotoxicity human whole blood
Z7-1384 E Strong cytotoxicity (70-100%)
OCILLV19 W Moderate cytotoxicity (40-69%)
4 Low cytotoxicity (10-39%)
SU-DHL-87 B No cytotoxicity (0-9%)
JVM-134
JVM-24 1
Jeko-1 4 1 c
o
WIL-2S : =
RC-K8 2
. ©
Wien-133 4 1 <
OCl-Ly7
Raji
WSU-DLCL2
U-2932
SU-DHL-4
Daudi
1 1 1 1
RI-1 & NS N N NG
T T T T T T 0@ 0@, 'Q(\ OQ,
0 1 2 3 5 Q A & e‘b
CD37 molecules/cell (x10°) é@)

» DuoHexaBody-CD37 induced potent CDC across a broad panel of lymphoma cell lines expressing various levels of

CD37 (Panel A).
= In whole blood, DuoHexaBody-CD37 depleted B cells, but not other leukocyte populations. B cells were the highest -

expressors of CD37 (Panel B)



* Genmab
DuoHexaBody-CD37
Anti-tumor Activity in NHL and CLL Xenograft Models
A Daudi-luc B JVM-3

- 250000~ Burkitt's lymphoma 25001 CLL
S 2000004 £ 2000-
= £
% 1000001 2 o004 DuoHexaBody-CD37 was
£ 50000- 2 effective at inhibiting
- 0- tumor growth in 3 different

T —————————-—n Oy xenograft models at levels

0 7 14 21 28 35 42 49 56 63 70 0 7 14 21 28 35 42 g

C Day Day as low as 0.1 mg/kg
DOHH-2
800- B cell lymphoma ~+ DuoHexaBody-CD37 0.1 mg/kg
— 1+ DuoHexaBody-CD37 1 mg/kg
£ 600+ - DuoHexaBody-CD37 10 mg/kg
E - |sotype control
o 4007 ¥ Treatment
g
= 200+
0 7 14 21 28 3542 49 56 63 70 77 84 91 83

Day



DuoHexaBody-CD37

““Genmab

Treatment Results in Potent Tumor Cell Lysis in Variety of B Cell
Malignancies - More Potent than CD20 Antibodies

1004 =
[ | ] [
oy O % o
? 60 . @
> n
1
40- n
X
20' [
0

0 T T T T T T

B-NHL CLL FL MCL DLBCL MZL

Ex Vivo evaluation of tumor cell lysis following
DuoHexabody-CD37 treatment (10 ug/ml)

*xx%x P=0.0002
**+* pn<0.0001

DuoHexaBody-CD37 Rit Ofa Obi

Ex Vivo evaluation of tumor cell lysis in
samples from patients previously treated with a
CD20 antibody.
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* Genmab

Summary for DuoHexaBody-CD37

N O
* Novel antibody format engineered by Genmab -
bispecific DuoHexaBody

 Demonstrates potent in vitro and in vivo B cell targeting S

« Aiming for IND in 2019 @
» Posters presented at ASH meeting: )
* Abstract # 4170 \
i

« Abstract #4179
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* Genmab

DuoBody®-CD3xCD20 (GEN3013)

CD3e on T cells CD20 on B cells
- onall T cell subtypes - on pre-B cells to plasmablasts
- part of the T cell receptor - Expressed on a wide variety of
- crosslinking induces T cell B cell malignancies

activation - Avalidated therapeutic target

clone;
huCACAQO

DuoBody-CD3xCD20
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DuoBody-CD3XCD20
T cell Activation and Cytotoxicity Across B Cell Tumor Lines

Cytotoxicity
A cpa*Tcells
1004
:E- 80
Q
% 60
[=]
2 401
by
® 209 I Y
04 !;.. : L L J L J [ ]

104 104 102 100

Ab concentration (ng/mL)
B cps*Tcens
100+
804
60-
40
20+
0-

% cytotoxicity

i

106 10+ 102 10°
Ab concentration (ng/mL)

o= 1h
-+ 8h

% CD69" CD8" cells

Activation (CD69*)

cD4*cDe9*
100
80-
60
40 v
20{
0 o ——0—oc—0—0

1 1 1 1 1
106 104 102 100 102
Ab concentration (ng/mL)

cbps*cpbes™
100 v
80
60-
40
v
204 < i
04 o0 —o—0o—0o—0o——0o—=0

10¢ 10+ 102 10° 102
Ab concentration (ng/mL)

3h =+ 6h
24h -%- 48h

* Genmab

Burkitt's lymphom a
(Daudi)

Mantle cell lymphoma
(JEKO-1)

ECg,

0.136 ng/mL
0.91 pM

Antibody concentration

(ng/mL) Antibody concentration (ng/m L)

=®— DuoBody-CD3xCD20 == psAab-cD3xctrl

Diffuse large B CellLymphoma
(R1-1)

ECg,

0.113 ng/mL
0.75 pM

50

0

Antibody concentration

(ng/mL)

=k— bsAb-ctrixCD20

DuoBody-CD3XCD20 results in potent T cell (CD4 and
CD8) activation and cytotoxicity of tumor B cells (Daudi)

DuoBody-CD3XCD20 induced potent tumor cell lysis

across a panel of B cell tumor lines.

DuoBody-CD3XCD20 also induces tumor cell regression

In a variety of B cell xenograft models.
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DuoBody-CD3XCD20

Subcutaneous & IV Formats Both Result in B Cell Depletion in Cynomolgus Monkeys

|. peripheral blood after IV treatment
300-

200+

100+~ @eeeess

% of CD19+ B cells
(compared to Pre-dose)

0 14 28 42 56 70
Time (days)

lll. peripheral blood after SC treatment
200+

150

100+

% of CD19+ B cells
9]
?

(compared to Pre-dose)

?

28 42 5 70 84 9
Time (days)

T
0 14

T T
112 126

0.01 mg/kg CD3xCD20
0.1 mg/kg CD3xCD20
1 mg/kg CD3xCD20
10 mg/kg CD3xCD20

0.01 mg/kg CD3xCD20
0.1 mg/kg CD3xCD20
1 mg/kg CD3xCD20
10 mg/kg CD3xCD20
20 mg/kg CD3xCD20

* Genmab

Il. lymph nodes after IV treatment
150-

[ .
o N
9

% CD19 + B cells
[42]
?

(compared to Pre-dose)
-.q
¢

N
7

2

0 14 28 42 56 70 84 98
Time (days)

IV. lymph nodes after SC treatment
200

—
w
?

% of CD19+ B cells
(compared to Pre-dose)
=
T 9

T

T T T T T T T T T T
0 14 28 42 56 70 84 98 112 126 88
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Genmab

Summary DuoBody-CD3XCD20

* DuoBody-CD3XCD20 results in potent CD4 and CD8 T cell activation and
tumor cell cytotoxicity in vitro

* DuoBody-CD3XCD20 reduces in vivo B cell tumor growth in multiple models

* In cynomolgus monkeys, both subcutaneous and IV delivered DuoBody-
CD3XCD20 results in rapid and sustained B cell depletion in the periphery
and the lymph nodes

 DuoBody-CD3XCD20 is being evaluated in FIH clinical trial (NCT 03625037)

 Poster abstract #1664
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““Genmab

An Exciting Future Founded on Innovation and Expertise
Basic Immunological Principles —Technologies & differentiated Products

The power of our immune
system inspires us

We translate this to
practical applications

\}

We are curious to understand
basic immunological principles

Innovative technologies and
differentiated antibody products
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* Genmab

An Exciting Future Founded on Innovation and Expertise
Platform Technology Suite — Expanding Product Pipeline

hexamerization

- New target space, previously inaccessible

Technology Principle Applications
Dual targeting:
DuoBody® Bispecific antibodies - Recruitment (e.g. T cells)
- Tumor heterogeneity
&g& . Enhanced potency:
Target-mediated
® -
HexaBody 5‘ enhanced hexamerization cbC : e . :
- Target clustering, outside-in signaling, apoptosis
ﬂa& : .. N : Dual targeting + enhanced potency
Bispecific antibodies with target-
™ -
DUOHexaBOdy %‘ %‘. mediated enhanced hexamerization cbC : . . :
- Target clustering, outside-in signaling, apoptosis
w& Two co-dependent antibodies with Dual targeting + enhanced potency & selectivity:
HexElect™ W target-mediated enhanced - Co-dependent unlocking of potency
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* Genmab

An Exciting Future Founded on Innovation and Expertise
Future Transformative Medicines in the Clinic

& lisotumab vedotin

* Phll trials, cervical cancer, other solid

/ tumors
* 50:50 Co-development w/ Seattle Genetics

X7

Enapotamab vedotin (HuMax-AXL-ADC)

\ I Phase I/ll study in solid tumors
\_/ « ADC techn. licensed from Seattle Genetics

(e

/

HexaBody-DR5/DR5 (GEN1029)
* Ph I/ll study initiated in Q2 2018

([

G I’OWI n g §__: |« Potential in multiple solid cancers
Clinical / -+  DuoBody-CD3xCD20 (GEN3013)
. * Ph I/ll study initiated in Q3 2018

Pipeline
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* Genmab

An Exciting Future Founded on Innovation and Expertise
2019 IND Candidates

CD40 4-1BB PD-L1 4-1BB
\ } DuoBody-CD40x4-1BB* \ } DuoBody-PD-L1x4-1BB*
 Bispecific antibody targeting CD40  Bispecific antibody targeting PD-L1
and 4-1BB (CD137) and 4-1BB (CD137)
Inert Fc * Potential in solid cancers Inert Fc * Potential in solid cancers

;g\\oﬂf, DuoHexaBody-CD37
SO

e+ * Based on DuoBody & HexaBody
,)mg platformS

» Potential in B cell malignancies

. . o 94
*Developed in collaboration with BioNTech



““Genmab

An Exciting Future Founded on Innovation and Expertise
Building a World-class Team

I~ |

\

]

Developing new
competencies

' .

Strengthening

existing expertise

' -

Recruiting top
talent

95



3eyond:
) Priorities
—

4,

Dr. Jan van de Winkel
President & CEO



* Genmab

Key 2019 Priorities
Building a Robust Differentiated Product Portfolio

Maximize
daratumumab
progress

Optimize ofatumumab
value

Maximize tisotumab
vedotin progress

Strengthen innovative
product pipeline

Targeted Milestones

FDA decision on Phase Il MAIA & CASSIOPEIA multiple myeloma (MM)
submission

Phase |l COLUMBA MM subcutaneous (SC) daratumumab efficacy
analysis

» Phase Il ASCLEPIOS | & Il relapsing multiple sclerosis SC ofatumumab
study completion and reporting

» Phase Il tisotumab vedotin recurrent / metastatic cervical cancer study
enrollment complete by mid year

» Phase Il enapotamab vedotin expansion cohort efficacy analysis

» Phase I/l HexaBody-DR5/DRS5 initial clinical data

» Phase I/l DuoBody-CD3xCD20 clinical data dose escalation cohorts
» File INDs or CTAs for 3 new products
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On Track to Realize Our Vision:

By 2025, Our Own Product has Transformed Cancer Treatment and We
Have a Pipeline of Knock-your-socks Off Antibodies

* Genmab

7 88 e B

Substantial
existing pipeline

* DARZALEX
blockbuster &
growing

» Expansive rapid
development
tisotumab vedotin

* Promising truly
differentiated
products in early
clin. development

Developing new

proprietary next

generation Ab

technologies

* DuoBody &
HexaBody

technologies
validated

* Novel HexElect
antibody platform

Strategic
alliances

* Pipeline expanded
with additional
next-generation
bispecific products

» Supportive of future
advancement

Building world-
class team
» Expanding on

existing broad
expertise

* Building new
capabilities

Well capitalized
for strong
growth

* EXpenses more
than paid for by
growing revenues
marketed products

* Able to invest in
new products &
next generation
technologies
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