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Disclaimer

#ll statements contamed herein other than statements of historical fact, including statements regarding our future results of operations and financial position,
our business strategy and plans, and our objectives for future operations, are forward-looking statements, The words “believe,” “may” “will” “estimate”
“continue,” “anticipate,” “intend,” “expect,” and similar expressions are intended to identify forward-looking statements. We have based these forward-looking
satements largely on our current expectations and projections about future events and trends that we beleve may affect our financial condition results of
operations, business strategy short-term and long-term business operations and objectives, and financal needs. Our potential to sustain our relationship with
MD Anderson revolves around the continued collaboration and capitalzing on intellectual property resulting from sponsored research. The feasibility and
promptness of our clinical trials are influenced by regulatory stipulations from entities like the US Food & Drug Administration (FDA) and their global
counterparts. As such, all of our trials, including the MIRACLE trial, are subject to timely, future filings with and feedback, allowance, approvals, etc. from the FDA
and their global counterparts. The implications of global events, such as the conflict in Ukraine, the COMID-19 pandemic, and prevalent supply chain challengas,
play a role in our forward-looking statements. Additonally, our ongoing need for financing, fueling our clinical trial and product development initiatives, Securing
regulatory approvals in essential markets, and sourcing cost-effective drug solutions are core to our forward-looking statements. Furthermore, our commitments
comcerning intellectual property licenses the potential efficacy of our drug candidates, market reception, potential product liabiltizs, and the emerging
competitive landscape are also fundamental to our forward-looking statements. Any reference related to cardiotoxicity or the lack thereof conceming Annamycin
is based on our experts opinion as detailed in our filings, from time to time, with the SEC. Our dependencies on third-party manufacturers. strategies for
establishing business collaborations, the defense of our intellectual property rights our plans for fostering company growth, and the imperative to retain key
executive personnel also guide our projections. It is not possible for our management to predict all risks, nor can we assess the impact of all factors on our
business or the axtent to which any factor, or combination of factors, may cause actual results to differ materially from those contained in any forwardJooking
statements we may make, In light of these risks, uncertainties, and assumptions, the future events and trends discussed in this presentation may not ococur, and
actual results could differ maverially and adversely from those anticipated or impled in the forward-fooking statements Mom detailed information about
Moleculin is set forth in our filings with the Securities and Exchange Commission. Investors and security holders are urged to read these documents free of
charge on the SEC's website at http://www.sec.gov. Data related to currently active trials of Maleculin are preliminary and subject to change until a final Clindzal
Study Report is publishad
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Recent Developments

* Accelerates Planned Unblinding Data Readout for MB-108 MIRACLE
Phase 3 Pivotal Trial for Annamycin in Combination with Cytarabine
(AnnAraC) for the Treatment of R/R/ AML to H2 2025

* Received Institutional Review Board Approval for MB-108 MIRACLE
Phase 3 Pivotal Trial

* Announced Q3 Earnings, Updated MB-106 Preliminary Data and
MIRACLE Site Recruitment

* Appoints Dr. Von Hoff, a Leading Expert in Pancreatic Cancer to MBRX's
Scientific Review Board
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AnnAraC Performance in 2" Line AML

CR 50%
CRc  60%
Durability 8+ months

0OS ~11 months

MRD Neg  78%
BMT  20%

It is widely recognized that the majority of 2L AML patients are
underserved by available approved therapies and that better
options are needed for this unmet need. These performance
numbers are significantly better than any therapy every approved
for use in 2L AML. (See MB-106 data in following slides)



Our Team

7 FDA Approvals

2 Big Pharma Exits

Moleculin
14 Clinical Trials

$ - Million in Recent
*~ Management Investment
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Program

Annamycin
Next-Gen
Anthracycline

WP1066
STAT3
Inhibitor

WP1122
Anti-metabolite

Indication

R/R AML

5TS Lung Mets

Adult GBEM

Pediatric Brain

Tumors

GBM; Virology

Technology Portfolio

Fhase 1

Miracle: Adaptive Phase

rials Active: Alt

Phase /

Pivotal Initiating

Dosing; P1B/2

NU IIT with Radiation Active; P2

IIT P2 Ready

Phase 3
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Current Market Cap Creates Opportunity

* Investors focused on targeted therapies, yet Venetoclax (a Anthracyclines Used In:

chemotherapy) created far more value over last 5 years e Y

* For 50+ years anthracyclines have remained the bedrock
treatment for many cancers

* Annamycin appears to be safer and more effective than Lymphomas = 70%
currently prescribed anthracyclines

* Enables increase in both dosage and number of cycles
* Fills an unmet need for more than half of AML patients
= Potential uses extend far beyond AML into other cancers

AML patients = 50%

Childhood cancers = 60%




Annamycin Attributes

No vesicant activity
(safer to handle and

Developed in
administer)

collaboration with | / L.
and licensed from Composition
MD Anderson - of Matter

ALY  Avoids Cross Sy

Significantly lower

Non- g Resistance /" inddence (10%)of
Cardiotoxic plopRie e D(C0:

with currently prescrnibed y 1[‘.[)9:'.}
_ : anthracyclines, Ara-C and d D
fero cardiotoxdcty per independent A

expert (284 subjects reviewed to date)

Venetodax in
preclinical models

Patents treated up to S FOA lifetime
max for Dox MCE with orphan
Enables repeated cycles More potent than drug and fast track
and consolidation DOk i most: tumor / status
models
Ngtes 1) Qurrger Candigiogy Rrcew, Ansheagvgiing Card ooty Prganieeoy, PRECgeness and Treaormeey, Mo Vokows 3o Rvmens Repe Refergnond from Canoer. 2003 Jun LFTELI8E68TH
CofgEder et Silre if Satest treated with Sémdrubicn: B retridpective Iepylll of thiee et Seiset 304, Whaiey Fi, Ewer AL PADD: 126TI00; 1] Prelimnay o il ifndies frem Maiecule; data -‘%M-D-LEIZUI.!H
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2024 | 2027 2028 | 2029
Enrollment Enrollment Final Accelerated Approval
Begins Ends Data on Primary Endpoint
>

H MIRACLE (2™ line, 3 arm, n=" MIRACLE (2™ line, 2 arm, n=244)

Enrollment
Begins

Breakthrough
Designation

MIRACLE2 (3™

3™ line trial and secondary
endpoints (05, DoR) for
., label expansion
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Part A Acceleration

10

2024

Enrollment
Begins

2025

If initial unblinding results
in an optimum dose
selection, 3™ arm may be

dropped

Unblinded
Data
Readout
45

+30 Patients (1:1)

Breakthrough
Designation

2026

Unblinded

Data
Readout
+30-45

+45 Patients (1:1:1)

DMC review to confirm

dose for Part B and
ethics of control arm




Change to Protocol Explained

» Allows unblinding at 45 subjects for evaluation of primary endpoint, safety
and tolerability

* |f at that point, it is apparent that one or the other of the two Annamycin
doses (190 mg/m2 or 230 mg/m?2) is considered “optimum,” we will
discontinue the non-optimum dosage arm and complete Part A with only 75
patients in total

* |f not, we will continue Part A to 90 patients and determine “optimum” dose
at that point

* |t is possible that the Data Monitoring Committee could conclude at the end
of Part A that the response rate of the control arm (HiDAC + placebo) as
compared with the response rate of either of the Annamycin arms suggests
that continuation of the control arm into Part B would be unethical
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Approved Therapies are Successful for Only ~40% of AML
Patients?

Daunorubicin | Venetoclax Targeted

{+ Ara-C) (+ Azacitidine) Therapy

Regimen [ 743 | WVenhAza Gene-Targst,
. Fit Patients Unfit Elderly 55%-65%

Cvaes SUb-population ™ iggegy (50%) Eligible

Remission e o o s Durable CR% ..

= All AML benefit? 14% 15% 7%

. TN N e L
ne=- [argeat # |

| =ML

Critical |
characteristics

Positive Cutcome

Motes: 1 Management estimates; 2 hetof relapse, Management eiDmate, varies cepending on fudy, 3. W of AMIL popul ®=on susta RINE CRIrae FOLTE DUTIOME 'Wiai -:%M'ULEE-UL!H
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MB-106 (Annamycin + Ara-C (AnnAraC); n=22)

- : ‘g 2 & 3
Line of Therapy All Lines (1% = 7%) Line Combined
Subjects E-m!ua::-'éa'fz 29 4 1 10 i 14
Ve I l
Subjects Evaluable Not 1
Dosad Per Protocol 2 0 1 1 : 1
- Ye 1
M) ""g‘fﬁg:;;"f 67.5 (19-78) se5(1969) | 71 (53 -78) : 69.5 (53-78)
i 1
Complete Remiss |
bt 8 (36%) 2 (50%) : 5(50%) 6 (43%)
- 1
Completa Remission
Composite (CRC) 9 (41%) 2 (50%) : 6 (60%) : 7 (50%)
Partial Response (PR) 2 0 : 1 | 2
CRc Relapsed To Date 5 1 1 4 : 4
BMT To Date 4 1 : | 3
- —

PR f N S RABARE =rm B e TR N s e e 11 -5 i R AR AMNE w8 R
gias 1) Uats o MWIB-IUG are mr in{ent 1o treat Subjects whng had emcacy oetrmengd (nell)r 2] Lala from ME- UG are prelmingry and subpect o

change: and 3) Ralapses include 1 death due to pneunania (unrelated to drug
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Durability, MRD, Prior Therapies

Days 100 200 300 400 600 ! Therapy )} MRD : ! BMT
I 11 1
1 1 @ I I ® : i
i
2 I (@ 11 e N
|
3 I @[ 0 1]
I i I
4 I : ® :
1
I i | 1
> ~8 months median ! @ I @ : I
’ durability and climbing § .E ': @
1
78% MRD negative '® @)! ® | ! @
[ i I
: N © 50% of CRs bridged to [ @ : L
o EEE— BT i (el e
I . I I e
.: Durability of Remission ’ = Continuing ﬂzPriur Lines of Therapy E E _E %"I E n‘? g : E
@) subject relapsed, likely due to cessation of treatment due to infection, Continues with F/U :_ g!0 : I : :.

o Subject died from infection/PD o Progressive disease (PD)
1) MBI06 data are prefiminany and subject to change until a Cinical Study Report is published, 2) MRD testing is not standand batwean sites.,
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MB-106 Response by Genotype and Mutation

Q31 CHRM

89% (n=9) of CRc responses Sl HHE]’:

came from subjects with RUNX1/1T1

“generally poor prognosis SFIB1
cytogenetics and mutations”

30f3 ASXL1

Annamycin appears to be 8 u o

“genotype/mutation agnostic” LS ol

iDH2

OofD IDH1

I 0 of2 P53

Neone/Mot tested

T L& 5 4 3 2 1

Mote — n=20; Some subjects had multiple mutations or abnormalities, hence totals of treatmeant failuras (TF), partial remissions
(PR} or composite complete remissions (CRc) do not equal totals for each response category — TF's/PR's, or CRc's; Data are
anecdotal only and not intended to indicate statistical significance. Not all mutations Subjects were tested
-E%',HHLEEHI.IH



AML Clinical History

Phase 1: MB-104

1B

MONCOTHERAPY
100-120 mpfim=

Phase 1/2: MB-105
MONOTHERAPY

Phase 1/2: MB-106
COMBINAT KON THERAFY

MN=T

17% CRi {at suboptirmal dosing)
Dosing limited by FDA Lifetime
Anthracycline Dose (LTHRWAL)
Trial location — US

Well-tolerated in the study population
Lirited to low doses

Morphologic leukemia free state was
achieved in one subject in the 120 mg/fm?
cotwlt

Demonstrated safe dosing within FOA-
mandated limitations for anthracycline
exposLIre

M=20 .
Median lines of prior therapy = 4 #
Median age of 240 mg/m? (RPD2) .
cohort = 65 years -
80% ORR in 240mg/m? Cohort (N=5) L
Trial location - Poland *
Key Findings

Positive cormelation betweon response .
rate and dose *

-

Regulatory Significance

Demonstrated safe dosing beyond FDA (and  +
EMA) limetations for cumulative

anthracycline exposure and early efficacy as
single agent

M =22 all lines (0-6), N =10 (2™ line)
All subjects (N=22) 41% CRe (ITT)
2nd Line N=10, 80% CRc

Priar therapies rangs 0-10

Median age all subjects = 69

Treal location — Poland & talby

345" thempy

Durability: ~8 months and increasing
Early esndience of efficacy in patients
with previous therapy filures

Addition of Cytarabine supported by
compelling preclinical data showing
improvement over Annarmycin monoteraoy

o
i
]
|
ez
L
i

&

Aia 5%, MB-106 data afe prébmafasy and

i
o
4
i
1]
i
[

subact 1 changa.
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Adaptive Trial Design miRQC |_E

Moleculin R/R AML AnnAraC Clinical Evaluation

Annamycin 2 Unblinded
190 mg/m- + Lata Readouts
HilAL

Annamycin Optimum
Dose + HiDAL

Establish

Optimum

Annamycin

Adult R/R AMI
"= Line

HIDA _
il Efficacy L 1:1 Control Arm
Satety HIDAC + placebo
Tolerability (n=150)

*Criteria:

Control Arm

t I-[_'Ill"'l. L+

|,:-|.J| |"iL!| }J

Doses and adaptive design recommended by FDA in end of Phase 1B/2 meeting

Primary Endpoint = CR rate at ~1 month; n subject to statistical review

17 %,'HDLECUL.IH



Project Optimus
Guidance

1B

FDA provided clear written guidance by recommending the

comparison of 190 mg/m? vs. 230 mg/m?

Clinical experience to date shows no significant safety or
efficacy difference between 190 and 230

Initial PK analysis shows no correlation between AUC or C .
and change in dosage from 190 to 230

Corroborates clinical findings

Could reduce potential for future generic competition

FDA is recommending the Sponsor make the choice between
190 and 230 based on totality of data (PK, PD, safety, efficacy)

Moleculin utilizing Data Monitoring Committee to provide
independent review

%HGLET-U LiN



ED24|

Enrollment

Begins

Breakthrough
Designation

15

2027 2028 | 2029
Enrallment Fimal Accelerated Approval
Ends Data on Primary Endpoint

N

MIRACLE (2 line, 2 arm, n=240)

Enrollment
Begins

MIRACLE2 (3™

3™ line trial and secondary
endpoints (05, DoR) for
., label expansion
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The Bar for Approval is Low

Complete Remission (CR)

43%
HIDAC CR rates are well

documented

Annamycin NDA
to be based on

5%

CR rate in 2" line
subjects at ~1
month

n=149 n=15/

L 56 da el [& 130 days}

HiDac L HiDac 2 AmnAraC3d AnndraC 3 AnnaraC 3
Mirres Trial Classic | Trial AlCoamears 2nd = 3rd Lina Znd Ling

1= Mirros Trial, 81% 2 line patients; 17% CR, within 56 days, Konopleva et al, Blood Advances, 26 July 2022, Volume
8, Number 14; 2 — Classic | Trial, 18% CR rate within 120 days, Faderl &t al, J Clin Oncal, July 2012, Velume 30,
Number 20; 3 — MB-106 trial, 50% CR rate for 2" line patients (n=10, within 49 days), 43% CR rate for 27 + 3" line
patients (n=14), and 38% CR rate for all-comers (1# through 7 ling, n=22)
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Potential Accelerated Regulatory Timeline

2025 | 2026 2027 2028 2029
I |

Accelerated Approval
on Primary Endpoint

2024

|
Enrollment DSH Enraliment
Readout Ends

~90 ‘l".r|
It Part A meets high end of
expectations, we may be able to

shorten Part B to single arm
safety only

Breakthrough
Designation Meeting

»E%.HHLEEUI.IH



E.‘.'rr-.':. ] Ft R ABML Anndfual Chrecal Evaluabon

60 sites interested

17 more sites targeted

, ; — Ukraine
47 sites .
ﬁ; - w=—t— Georgia
=
13 sites

“ 5 sites

Site Selection is
Moving Quickly v, ..

-‘%‘-MIJ'.CLILIM



AnnAraC Should Increase 2nd Line AML CRs 2-Fold or More

60.0%

50.0%

40.0%

30.0%

20.0%

10.0%

0.0%

I
I
Aan . 1 so0.0% |
13% of 2L AML Patients Expected to ] [
Achieve CR ! ;
L : I
| | : I
|
I
| i
: |
280 2.3% 1.7% 2.4% I 1_3%: 1
I
I
Gilteritinib Enasidenib Ivosidenib  Olutasidenib Gemtuzumab, AnnAraC |
(Xsopata) (Idhifa)? (Tibsovo) (Rezlidhia) inIntarg}zl (Anna+AraC)? |
(FLT3) (IDH2) (IDH1)? (IDH1)* (cD33) | (2™ Line) |
|

®mCR> M Prevalence Weighted Benefit ®
(CR rate x Eligibility)

L
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Potential Asset Value

N

CR

CRc

AML
Population

Revenue?

Valuation
L) !..:'.-' [

1# Line

3
M

38%
48%

50%
5128M
$1.5B

Exit*

[ uisition of

Celator, 2014)

PR L g Ly g

& FiFv it g bl
B ML BN 5 Ml B LT L

Approved

AbbVie

286
37%

64%

S50%

[ Servier

Idhifa/Tibsovo

199/174

19%/25%

23%/33%
15-23%
~5150M
52B
Exit®

[ierusition of

Agies, 2021)
- ._
T GRS TS

Kura?l

20

35%

ll"- |"| '
.'1 |_,.| 'y

30%*

~51.5B

Market
Cap®

Phase ? Complete

2™ Line

Syndax? r INJ* T Moleculin

57
18%
25%

24%°

~51.98

Market
Cap®

Ziftomenib Revumenib 617 | Annamycin

17 10
24% 50%
47% 60%

30%° 60%

~5.0158

N/A Market
Cap®
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The Full Annamycin Opportunity?

Potential for Significant Upside 4K S
f THBC Lung

Pancreatic Liver

- 13,500 PFS and OS rivaling : - E:El
L lumg

SRV EEE -t 1% line in 4-5* line — &K
STS subjects?® Endometrial Lung

_— 104K

Colorectal
Potental Annusrmyen Liver
Esparesionn Indecations

TOTAL INCIDENCE ™ 104K
Colomectal

~478K Lung

20,000

Acute Myeloid
Leukermia

Initial Annamycin
Target Indications
TOTAL INCIDENCE
~33.0K

20x Growth Opportunity )

20K
Acute Myeloid
Leukemia

13K
SIS lung ——

1K ——
Ustecsarcoma Lung o,
-:%,'HHLECULIH



Financials

Masdaqg: MBRX

~59.4M Cash Balance:

~517.3M Market Cap?
3.0M O/S and 6.1M Shares Fully Diluted

Outstanding®

~32K — 65-day Avg. Daily Trading Vol.>

-%‘-‘IDLECUL.IH



Estimated Regulatory Timeline

ED24| 2025 |

Enrollment Data

E||'L_-H|r'||_._ Readout
45

MIRACLE (2™ line, 3 arm, n=

Breakthrough
Designation

~00)

2026

Data
Readout

2027 2028 | 2029
Enraliment Final Accelerated Approval
Enags Data on Primary Endpoint

N

MIRACLE (2™ line, 2 arm, n=240)

T

Enrollment
Begins

3™ line trial and secondary
endpoints (05, DoR) for

et |BDel expansion
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Upcoming Milestones

MILESTONI

ESTIMATED TIME OF ACHIEVERNENT

Begin contracting with MIRACLE trial sites ZH 2024
First subject treated in MIRACLE trial 1Q 2025
Data Readout (n=45) (safety and overall efficacy review) 2H 2025
Annamycin Data Readout (n="90) unblinded and Optimum Dose set
for MIRACLE trial ZH 2076
AML
Begin enrollment of 3™ line subjects in MIRACLE2 2027
Enrollment ends for 2™ line subjects 2027
Primary efficacy data for 2™ line subjects; Rolling NDA 2028
submission begins
Annamvc]n Final MB-107 Data Readout 2025
Identify Next Phase of Development / Pivotal Program 2025

STS Lung Mets

4
-EF“;'MﬂLEcuuH



9

MIRACLE ;

Moleculin R/R AML AnnAraC Clinical Evaluation

Phase 3 pivotal clinical trial designed to seek accelerated
new drug approval for Annamycin in the treatment of
relapsed or refractory acute myeloid leukemia. Targeted to
begin recruiting in the first quarter of 2025




Appendix




Soft Tissue Sarcoma Mets to the Lungs

MB-107 studied Annamycin

monotherapy in Advanced STS subjects “We don’t expect to see these

with lung metastases™ . . :

kinds of responses in STS patients

AL with lung metastases who have

stopped responding to 1% line

>4 Line (n=) therapy...let alone in 4" line!” STS

Median prior tx =1 KOL

0S5 = ~14 months

Median prior tx =3
0S = ~11 months

* Preliminary results, subject to final clinical study report which is expected to be issued in late 2024 or EarngDEEr
L MOLECULIN



Annamycin: A Next-Generation Anthracycline

Unique new structure:

* |ncorporates key structural elements
of 3 different clinically used
anthracyclines, plus
The 3 -deamination and introduction
of iodine at C-2

Result:
Elimination of cardictoxicity

Overcomes MDH1 resistance
mechanisms
Increased potency
Rapid cellular uptake
Improved tissue and organ distribution
Active against leukemias resistant to:
a) clinically use anthracyclines
b) Ara-C
c) Venetoclax




Annamycin Has Demonstrated Substantially Greater Cardiac
Safety Compared to Approved Anthracyclines

Current Anthracyclines Annamycin

Risk of Cardiac Event

mg/m¥
850

600

Zero

Cardiotoxicity

”’“T

\/Q/\ CH;OH | ‘window .
\/\ﬂ/ Avoids multdrug
resistance

Risk of Heart Failure HO ] fﬂunﬁl:

550
450

oo Car o CHmsnig, S vy dommogrem oy Cpemiasgr 8, P i FrlsSgirtedl b T-amt v Wy oas g iv2 3 et a3 s Bafyrymiy s bemem Oove o 2008 aum LIT(13] 1ETR o
foviid Bwtl P A A R T A e S S i St el il S U B B B eaies PR Bt B RS DINETIOE By it St po® P Bilae sk !ﬂ%”ﬂLEf—UL”‘
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FDA Recommended Model Shows Annamycin’s Lack

of Cardiotoxicity

% of Mice with Heart Lesions

100 4
50
il
g
&0
50
A}
an
20

25

10

o

0

SUEA T Sl

G weeakly IV inpchons

l .-I

Contnal (wl LT ] Free L-Annarmy cin

‘; I
5 d —_— 2
. ]
20 30 i &0 ] 40

10 weskly 1V injechons

The gold standard

preclinical Bertozolli model for
measuring cardiotoxicity

shows Annamycin is effectively
non-cardiotoxic when compared
with doxorubicin.

Free Annamycin (APl only) is
substantially less cardiotoxic than
doxorubicin and L-Annamycin (as
formulated) is essentially non-
cardiotoxic.
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Annamycin Shown Effective Against both
Cytarabine and Venetoclax Resistant Cell Lines

MOLM-13 MOLM-13
Cytarabine resistant Venetoclax resistant

e i B
- ¥ Tz I - = 8 &
100 g;j?‘rt!**' i 100 *"l-‘r. - SR B
o g =3 <3
z L-._ & ANH, LTI R & ANN, 17nM
= 50 B & VIX, MM = g A % a VTN, 1000 yM
£ 3 ¥ ARAC, »1000 M = v, ¥ ARAC, 74nM
& k. & i [ | v
a ® . -y
i 4 2w @ i s g
1 I ] ] L} 1 L} L] I L}
1 10 100 1000 10000 1 10 100 1000 10000

concentrations, nM concentrations, nM

The Cytarabine and Venetoclax resistant phenotypes of MOLM-13 cell ine were count and platied in two 96-wells
plate, Bx1(F cells in 190 wl of complete RPMI media each well. Starting from 1 puM, ten serial dilutions at 1:2 factor
were added (10 ul) to the cells. After 72h under treatment. viability was evaluated with resazurin and data were

aphPadt
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Bone

Annamycin Synergizes with ARA-C in Increasing Survival in p53-null, FLT3 mutated AML

Analysis of Minimal Residual

Disease (MRD)
L-AMNN L-ANMN+ ARA-C
Day 36 Day 36
2
e
b
]
E
=
a
g
=R
L5
L)
"]
=
=
—

Percent survival

100

50

Model (AML-mTurqoise2)

Miedia P s vishicle P s ARAC P s L-ANN
wurvival

wirhitle 14 0.6

17 (1] il
45 <000 ] pea i i}

=8 (000 <00 <[} ]
& Vehicle

= L-ANN 4 mg/kg l

- ARA-C 50 ma/kg

= L-ANN + ARA-C

0 10 20 30 40 50 60 70 80 90 100 110 120 130

Time, days
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Performance of AML Therapies in 2" Line

CLAVELA: International Randomized Phase Il Study of Elacytarabine Versus Investigator
Choice in Patients with Relapsed/Refractory Acute Myeloid Leukemia

381 Elacytarabine Therapies compared:

R/R AMI (compared with) * high-dose » low-dose cytarabine
subjects 7 different NCCN cytarabine (HIDAC) * hypomethylating agents
MDJE D MEC » hydroxyurea

recommended therapies . FLAG/ELAG-Id3 « supportive care
L -, i Ll ||_..\_- 2 Ldie

There were no significant differences in OS (3.5 v 3.3 months), response rate
(CR = 15% v 12%) between the elacytarabine and control arms, respectively.

There was no significant difference in OS among any of the investigator’s choice
regimens.

-%umrcuuu



Annamycin Demonstrates Efficacy in STS Lung Metastases
(MB-107) - As Reported in Feb 2024

Demonstrated Stable Disease After Demonstrated Improvement with Dose < 330 mg/m?
Two Treatment Cycles and Fewer Prior Therapies

All Subjects Preliminary MB-107 Summary as of Sep 23, 2004

1 moe o = 100% 100% 100%:

* Madwn PFS 2.3 2 T O H‘ EI‘ m m‘

Median 0514 10,7 T mem or it £ LF. A
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All technology licensed from MD Anderson
¢ Cancer Center (MDACC)

Global (7| \\
Network M (‘g Supports continuing preclinical research on our
technology at MDACC close to S1M per year

Active contractors in US, EU and Asia for drug

o
ilﬂl;? production and distribution as well as for clinical
trial management

Past & current externally funded trials — MD
‘ Anderson Cancer Center; Emory University, Aflac
El Cancer & Blood Disorders Center, Children’s
Healthcare of Atlanta; Northwestern University
(NIH & BrainUp); Madame Curie Institute (Poland),
and others in discussion
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