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* First-line treatment of EGFR-mutant advanced NSCLC with 3rd-generation EGFR tyrosine kinase inhibitors (TKIs)
has shown a median OS of ~3 years,"? with an estimated real-world 5-year survival of <20%2 Serial brain MRIs were required for all patients

Primary endpoint of progression-free
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Approximately 25%-40% of patients do not receive second-line therapy,* indicating a need for improved Key Eligibility Criteria Stratification Factors Amivantamab + Lazertinib survival (PFS) by BICR per RECIST v1.1:
Z I I V I I I first-line treatments Locally advanced or + EGFR mutation type ; (n=429; open-label) « Amivantamab + lazertinib vs osimertinib
metastatic NSCLC

. . . - . . L .. L (Ex19del or L858R) Endpoints reported in this presentation?:
| - 7-9 2 P .
Amivantamab is an EGFR-MET bispecific antibody with immune cell-directing activity,” and lazertinib is a T e G - Asian race (yes or no) O:;S';et:tl'm(;bd) Intracranial PFS (icPFS)
; blinde:

-~ i 10,11 ;
[} [ ] [ ] 3rd-generation EGFR TKI advanced disease « History of brain Intracranial DoR (icDoR)
I n I rS — I n e - m u a n At a median follow-up of 22.0 months, amivantamab + lazertinib significantly improved PFS vs osimertinib in the Documented EGFR metastases (yes or no)
first-line setting (HR, 0.70; 95% confidence interval [Cl], 0.58-0.85; P<0.001) in MARIPOSA™® Ex19del or L858R

Focus of this presentation Intracranial ORR (icORR)
ECOGPS0or1

2:2:1 Randomization

L Time to treatment discontinuation (TTD)
— At the first interim OS analysis, a trend in OS was seen favoring amivantamab + lazertinib vs osimertinib Time to subsequent therapy (TTST)

A d d N S ‘ : I ‘ ® (HR, 0.80; 95% Cl, 0.61-1.05; P=0.11)"> Lazertinib monotherapy arm was included to PFS after first subsequent therapy (PFS2)
assess the contribution of components i
V a n C e [ ] Amivantamab + lazertinib was recently approved by the FDA for first-line treatment of patients with common Overall survival

EGFR-mutant advanced NSCLC™

Here, we report longer-term follow-up (median: 31.1 months) of amivantamab + lazertinib vs osimertinib

Longer Follow-up of the
Results Figure 4: TTD® PFS2
IVI A R I P O S A S t u d icPFS * Amivantamab + lazertinib significantly reduced the risk of 2nd disease
1004 progression or death by 27% (Figure 7)

* MARIPOSA required serial brain imaging for all patients, which provides robust
evaluation of gNs outcomes ane . P — ?—yea[’ Ian?m.etl)rk PFS2 was 57% for amivantamab + lazertinib vs 49%
or osimertini

* Amivantamab + lazertinib showed a favorable trend in icPFS with sustained
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Median follow-up: 311 mo (95% CI)
Ami + laz 26.3 mo (22.3-30.4)
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Figure 2: icPFS?
- N N N . N N PR HR, 0.80 (95% Cl, 0.68-0.96); P=0.014"
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Months Median PFS2

Median follow-up: 31.1mo (95% Cl)

Ami + laz NE (36.0-NE) Osimertinib

Osi 32.4 mo (29.3-NE)
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No. at risk
Ami +laz 429 379 358 31 289 264 238 219 178 124 85 38 10
Amivantamab + Osi 429 405 381 314 279 255 231 196 146 96 66 34 10
lazertinib

o
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toxicty or death.

after first subsequent therapy (%)

HR, 0.73 (95% Cl, 0.59-0.91); P=0.004"

Patients who were progression-free

Median icPFS H lazertinib: Osi, osimertinv; TTD, T T T T
Median follow-up: 31.1mo (95% CI)

T T
Ami + 1 24.9 mo (20.1-34.7) 3 15 18 21 24 27 30 338
mi + laz .9 mo (20.1-34.
Osi 22.2 mo (18.4-26.1) TTST No. at risk Months

HR, 0.82 (95% CI, 0.62-1.09); P=0.165" * Amivantamab + lazertinib had significantly longer TTST (Figure 5) Ami+loz 420 402 385 372 359 345 323 303 261 20 142 94
. . .. Osi 429 416 408 389 359 323 303 276 236 186 15 72
T T — Fewer patients at the 3-year landmark on the amivantamab + lazertinib arm

s 8 12 8 " z‘th 24 started a subsequent therapy versus osimertinib (45% vs 32%)
lonths tamab; C, lazertinib; NE, not estimable; O¢ duent therapy.
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Patients who were
progression-free intracranially (%)
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or death, whichever accurred first.

Key Takeaway

No. at risk

Amivantamab + lazertinib is US Food and Drug Administration (FDA) Amiclez 76 l64 180 1B w2 10 %9 88 o Figure 5: TTST* Updated OS Analysis

Osi 173 164 150 140 123 107 94 79
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approved for first-line epidermal growth factor (EGFR)-mutant non-small
cell lung cancer (NSCLC) and is improving long-term outcomes vs e
osimertinib, based on its multitargeted mechanism and blocking of
EGFR and mesenchymal epithelial transition (MET) receptors with

immune cell-directing activity icDoR
* Intracranial objective response rate (icORR) was 77% for both arms
. * However, amivantamab + lazertinib demonstrated greater durability of
Conclusions response, with improved icDoR vs osimertinib (Figure 3)

* A strong OS trend favoring amivantamab + lazertinib was observed (Figure 8)
— OS curves separate early and widen over time favoring amivantamab +
lazertinib, with 61% of patients alive at 3 years vs 53% with osimertinib
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Amivantamab + . .
lazertinib Figure 8: Updated OS Analysis®
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X " The MARIPOSA study is ongoing, and a prespecified final OS analysis
Median TTST L with formal statistical testing will be conducted in the future
Median follow-up: 31.1 mo (95% CI) Osimertinib
Wy

Ami + laz 30.0 mo (26.3-36.0)

osi 24.0 mo (22.5-26.2)
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HR, 0.77 (95% Cl, 0.65-0.93); P=0.005"
After longer follow-up (median: 31.1 months), data continue to favor first-line Figure 3: icDoR* T
amivantamab + lazertinib over osimertinib with a promising overall survival (OS) e 2w Muﬂhs 24
trend (hazard ratio [HR], 0.77; P=0.019) in patients with EGFR-mutant advanced NSCLC + Amivantamab + lazertinib, 77% (95% C1, 70-83) No. at risk
. . . . . e * Osimertinib, 77% (95% Cl, 71-83) Ami+laz 429 398 3n 349 325 308 280 256 234

— OS curves separate early and widen over time, favoring amivantamab + lazertinib 0si 420 41 380 358 326 202 266 240 208
— 61% of patients receiving amivantamab + lazertinib were alive at 3 years vs

53% for osimertinib
— This analysis was requested by health authorities and had nominal alpha spen

A P-value of <0.00001 was required for statistical significance

Patients who have not initiated
a first subsequent therapy (%)

Median 0S
Median follow-up: 311mo  (95% CI) Osimertinib

Ami + laz NE (NE-NE)
Osi 37.3 mo (32.5-NE)
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Amivantamab
IaT:rl:i:i:ma ’ HR, 0.77 (95% Cl, 0.61-0.96); P=0.019"
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Patients who are surviving (%)
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Paronychia prophylaxis

Any

chemo Skin moisturization

Patients (%)*
1 randomization
(N=180% US, EU,

LATAM, APAC)

ettt 5o pesp 5 18 21 24 27 30 33 36
Median icDoR H . N Months
Median follow-up: 311 mo ?sl.:; Iél)ho First Subsequent Therapy No. at risk
Ami + laz NE (21.4 mo-NE) * Among patients with progressive disease who discontinued treatment, the Osi 429 416 409 373 353 331 310 285 224 145 91 45
H H He 0 Osi 24.4 mo (22.1-31.2) J . N .
First-line amlvaptamab * Iaze:rtlnlb showed redu?ed risk of central nervous system - Osimertinib proportion of patients that went on to receive subsequent therapy was similar tmbifpeses ron ssen),
(CNS) progression and sustained CNS control with more durable responses B Lo ] between arms (amivantamab + lazertinib: 72% vs osimertinib: 74%; Figure 6) s o i
= I3-yee:cr. |r.1|;racran.|a| p;g)g;)e(s;g);-frefgi/u)WIVd (icPFS) was double for amivantamab + 18 21 30 — The majority of patients who discontinued study treatment received COCOON Trial
azertinib vs osimertini o VS 167 Months second-line therapy, with chemotherapy being the most common
— Amivant b+l tinib sh daf ble trend for int ial durati f No2t & : e . * The COCOON Trial aims to reduce dermatologic adverse events associated
mivantamab + lazertinib showed a favorable trend for intracranial duration o Al 80 122 0 s 43 ® subsequent therapy class in both arms he COCO i dermat
response (icDoR; not estimable [NE] vs 24.4 months) oOsi 144 130 56 44 25 " with first-line amivantamab + lazertinib (Figure 9)
_ ) _ _ _ _ S— Figure 6: First Subsequent Therapy . .
Post-progression outcomes (time to treatment discontinuation [TTD], time to 3 Figure 9: COCOON Trial
subsequent treatment [TTST], and progression-free survival after subsequent A Any : T cemonton T N Bane s
therapy [PFS2]) were significantly improved with first-line amivantamab + i i L (a2%) . = Osimertiniblother third-generation Tkls " metssationSoLs Lok once wooky Prophylectic anibiaics iyt
lazertinib vs osimertinib TTD ey OIVEGE " dvanoed dntasn ke oot é. demaogcres
. - L * Documented EGFR Exi9del " T2 woeksafter itation

The MARIPOSA study is ongoing, and a prespecified final OS analysis with formal * Amivantamab +lazertinib demonstrated significantly longer TTD vs s Single-agent chemotherapy + 10/VEGFi - £G0G PS score of Oor 240mg QD Reertin reaement in
statistical testing will be conducted in the future osimertinib (Figure 4) = VEGFialone Stesin s R Averss

e Ami + laz (n=111 Osi® (n=173 e atol oot (=50)

lazertinib (40% vs 29%) i 1az (07110 oF (n=173) e
e mestigeto and apkaly iones teatmont

Ami+laz 429 404 390 375 363 343 327 307 245 173 12 51
= Single-agent chemotherapy or LB58R Oral lazertinib 12 weeks after it
— More patients remained on treatment at 3 years with amivantamab + Other o BT ) Arm B: amivantamab + lazertinib + standard
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