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This presentation contains forward -looking statements that involve substantial risks and uncertainties. All statements other tha n statements of historical facts contained in this presentation, 
including statements regarding our future financial condition, results of operations, business strategy and plans, and object ives of management for future operations, as well as statements 
regarding industry trends, are forward -looking statements. In some cases, you can identify forward -looking statements by termino logy such as ƒanticipate,Ɠ ƒbelieve,Ɠ ƒcontinue,Ɠ ƒcould,Ɠ 
ƒestimate,Ɠ ƒexpect,Ɠ ƒintend,Ɠ ƒmay,Ɠ ƒplan,Ɠ ƒpotentiallyƓ ƒpredict,Ɠ ƒshould,Ɠ ƒwillƓ or the negative of these terms or other similar expressions.

We have based these forward -looking statements largely on our current expectations and projections about future events and trend s that we believe may affect our financial condition, results 
of operations, business strategy and financial needs. These forward -looking statements are subject to a number of risks, uncerta inties and assumptions, including, among other things: the 
success, cost and timing of our product development activities and clinical trials; our expectations about the timing of achi eving regulatory approval and the cost of our development programs; 
our ability to obtain funding for our operations, including funding necessary to complete further development and commerciali zation of our product candidates; the commercialization of our 
product candidates, if approved; our plans to research, develop and commercialize our product candidates; our ability to attr act collaborators with development, regulatory and 
commercialization expertise; our expectations regarding our ability to obtain and maintain intellectual property protection f or our product candidates; future agreements with third parties in 
connection with the commercialization of our product candidates; our ability to maintain, expand, protect and enforce our int ellectual property portfolio; our ability to operate our business 
without infringing, misappropriating or otherwise violating the intellectual property rights of third parties; the size and g row th potential of the markets for our product candidates, and our 
ability to serve those markets; the rate and degree of market acceptance of our product candidates; regulatory developments i n the United States and foreign countries; our ability to contract 
with third -party suppliers and manufacturers and their ability to perform adequately; the success of competing therapies that ar e or may become available; and our ability to attract and retain 
key scientific or management personnel. These risks are not exhaustive. New risk factors emerge from time to time and it is n ot possible for our management to predict all risk factors, nor can 
we assess the impact of all factors on our business or the extent to which any factor, or combination of factors, may cause a ctual results to differ materially from those contained in, or implied by, 
any forward -looking statements. You should not rely upon forward -looking statements as predictions of future events. Although we believe that the expectations reflected in the forward -
looking statements are reasonable, we cannot guarantee future results, levels of activity, performance or achievements. Excep t as required by law, we undertake no obligation to update 
publicly any forward -looking statements for any reason after the date of this presentation.

In addition, statements that ƒwe believeƓ and similar statements reflect our beliefs and opinions on the relevant subject. These statements are based upon information available to us as of the 
date of this presentation, and while we believe such information forms a reasonable basis for such statements, such informati on may be limited or incomplete, and our statements should not be 
read to indicate that we have conducted an exhaustive inquiry into, or review of, all potentially available relevant informat ion . These statements are inherently uncertain and investors are 
cautioned not to unduly rely upon these statements. 

More information about the risks and uncertainties faced by Forty Seven is contained under the caption ƒRisk FactorsƓ included in the companyƐs periodic filings with the Securities and 
Exchange Commission at www.sec.gov. Forty Seven disclaims any intention or obligation to update or revise any forward -looking st atements, whether as a result of new information, future 
events or otherwise.
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o Unique scientific heritage: Founded by Irv Weissman and colleagues at Stanford University based on a decade of work 
identifying the CD47 -SIRP pathway as a novel macrophage immune checkpoint 

o Rich pipeline of macrophage -directed therapies for oncology and transplant indications

o Great progress with magrolimab (formerly known as 5F9), the leading CD47 targeting antibody:

Å Positive proof of concept and demonstrated clinical activity that de -risks the program

Å Well -tolerated in >290 patients allowing for multiple combination treatments (including earlier lines)

Å Two potential accelerated approval pathways for MDS and DLBCL

Å Robust IP with priming dose strategy differentiating from all other anti -CD47 agents

o Additional Pharma collaborations fosters expansion of DLBCL indications

Å AstraZeneca/Acerta Pharma collaboration 

Å Genentech collaboration expansion 

o Lonza initiating magrolimab BLA preparations in close alignment with single arm clinical approaches

o Advancing novel SIRPaand cKIT targeting antibodies towards IND and potential Pharma collaborations 

o Cash through Q1 2021

Building a Leading Immuno -Oncology Company Focused on
Macrophage Checkpoint Therapies
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Macrophages are the primary first responders:

o Innate immune cell -type abundant in most tumors  

o Phagocytose cells displaying abnormal ƒeat meƓ signals, including cancer cells, virally 
infected cells, and dead or dying cells

o Recruit, activate, and present cancer cell antigens to T cells

Targeting Macrophages Leverages the Innate Immune System in the 
Fight Against Cancer

T cells Macrophages

Immune System Targeted Adaptive immune system Innate immune system

Percentage of Tumor Infiltrating Immune Cells 10-20% 1 20-40% 1

Cell-Surface Checkpoints and their Receptors PD-1/PD -L1, CTLA-4 CD47/SIRPʰ

Applicability to Tumor Targets Target limited Not target limited

Dependency
Requires antigen presentation 
by innate immune cells

Works independently and can 
recruit adaptive immune cells

1 Gentles and Alizadeh, Nature Medicine 2015.



Magrolimab is a Novel Macrophage Immune Checkpoint Inhibitor 
Targeting CD47 Control mAb : No Phagocytosis

Anti -CD47 mAb : Phagocytosis

Magrolimab

ê/^® {kë
signal

SIRP

CD47
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Macrophages
Cancer cells

o Magrolimab enables macrophages to phagocytose cancer cells by blocking the binding of the ƒdonƐt eat meƓ signal CD47 to its 
receptor SIRPʰ

o Normal cells are not phagocytosed as they do not express ƒeat meƓ signals, except for aged red blood cells

o Additional external ƒeat meƓ signals can be provided by cancer-specific antibodies



Advancing Pipeline Creating Multiple Opportunities

Drug Candidate/Focus Discovery Preclinical Phase 1 Phase 2
Registrational 

Trial
Clinical 

Collaborators
Worldwide Rights

Magrolimab
Anti -CD47 
Antibody 

MDS/AML

NHL: 
DLBCL/FL

Solid Tumors:
Colorectal/
Ovarian/
Bladder

FSI-189
Anti -SIRPh Antibody 

FSI-174
Anti -cKIT Antibody 
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Oncology / Non -Oncology

HSC Transplantation

*Expansion arm of ongoing NHL: magrolimab + Rituximab trial

CRC: Magrolimab + Cetuximab 

Ovarian: Magrolimab + Avelumab

Bladder: Magrolimab + Atezolizumab

Rest of World
Japan, Taiwan, South Korea 
and other ASEAN countries

NHL: Magrolimab + Rituximab

DLBCL: Magrolimab + Rituximab + Acalabrutinib

DLBCL: Magrolimab + Rituximab + Atezolizumab

DLBCL: Magrolimab + Rituximab + Gem/Ox* 

MDS: Magrolimab + Azacitidine

AML: Magrolimab + Atezolizumab

AML: Magrolimab + Azacitidine
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Magrolimab in MDS/AML
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Myelodysplastic Syndrome (MDS) Represents a High Unmet Need Disease

Epidemiology:
o The U.S. annual incidence of MDS is 14,600 1 with estimated prevalence ranging between 60,000 ƍ170,000 2

o ~16,000 ƍ28,000 3 patients are on drug therapy in 2018
o MDS is associated with significant morbidity with 25% of patients with highest risk progressing to 

AML within a year 4

Current Treatment Options:
o Limited treatment options exist, most patients (~80% 5) receive only supportive care including transfusions 

and growth factors
o Treatments are stratified by prognostic risk scoring (IPSS -R), with only 3 approved therapies currently: 

azacitidine , decitabine and lenalidomide
o Unmet need exists for a new disease -modifying treatment
o No new drugs approved since 2006

Opportunities for Magrolimab + Azacitidine in MDS:
o Initial targeted population is 1st Line Intermediate to Very High Risk by IPSS -R
o Potential to expand into Relapsed/Refractory and Lower Risk populations
o Potential to increase treatment rates with more effective therapies that have disease -modifying activity

1Surveillance, Epidemiology, and End Results (SEER) program estimates in MDS for 2019
2Cogle et al. CurrHematolMaligRep 2015
3Kantar Health CancerMPact® Patient Metrics (available from www.cancermpact.com, accessed 1 June 2019), and Decision Resources.
4National Cancer Center Network (NCCN) MDS Guidelines Version 2. 2019
5Company estimate
IPSS-R: Revised International Prognostic Scoring System
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Anti -Leukemic Activity is Observed with Magrolimab Monotherapy 
and in Combination with AZA in AML and MDS

Response assessments per 2017 AML ELN criteria and 2006 IWG MDS criteria; Patients with at 
least one post-treatment response assessment are shown 
ά-έ ƴƻǘ ŀǇǇƭƛŎŀōƭŜ

2 patients not shown due to missing values 

<5% blasts imputed as 2.5%

Best Overall 
Response

R/R 
AML/MDS

Magrolimab
mono N=10 

1L 
AML

Magrolimab
+AZA
N=14

1L 
MDS

magrolimab
+AZA
N=11

ORR 1 (10%) 9 (64%) 11 (100%)

CR 0 5 (36%) 6 (55%)

CRi 0 2 (14%) -

PR 0 0 0

MLFS/
marrow CR

1 (10%) 2 (14%)
4 (36%)

2 with marrow 
CR+HI

Hematologic 
improvement (HI)

- - 1 (9%)

SD 7 (70%) 5 (36%) 0

PD 2 (20%) 0 0

o Magrolimab monotherapy has an ORR of 10% in r/r AML/MDS
o Magrolimab+AZA has an ORR of 100% in MDS, 64% in AML which compares favorably to AZA 

monotherapy ORR Median time to response is more rapid (1.9 months) than AZA alone

Patient
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Magrolimab+AZA
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Deep Responses Seen in Patients Treated with Magrolimab + Azacitidine

CONFIDENTIAL

Minimal residual disease (MRD) was evaluated by multiparameter flow cytometry
Hematologic improvement (HI-E, HI-P, HI-N) defined per 2006 IWG MDS criteria
Cytogenetic response defined per 2003 and 2006 IWG criteria; NE: not reached
*Cytogenetic responses shown for all responding patients with abnormal cytogenetics at baseline
ά-έ ƴƻǘ ŀǇǇƭƛŎŀōƭŜ
Data cut May 10, 2019

Parameter 
1L AML
N=14

1L MDS
N=11

RBC transfusion 
independence

9/14 (64%) -

Complete cytogenetic 
response in responders*

2/7 (29%) 3/7 (43%)

MRD negativity in 
responders

3/9 (33%) 2/10 (20%)

Median duration of 
response (months)

NR
(0.03+ ƍ

8.3+)

NR
(0.5+ ƍ
4.3+)

Median follow -up 
[range] (months)

3.8 (1.9 ƍ
10.3)

3.7 (2.5 ƍ
6.8)

Time on therapy (months)
P
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Magrolimab+AZA treated patients

* underwent transplant

*
*

*
*

*
HI

HI

Hematologic improvement HI

HI

o No responding patient has relapsed or progressed on magrolimab + AZA
o Multiple patients have improved responses over time
o MRD negativity has been observed (time to MRD negativity ranged from 1.7 to 6.1 months)
o 5/20 (25%) of responding patients have successfully received an allogeneic stem cell transplant
o The longest patient in response is in CR 9+ months on therapy and ongoing 
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Anemia

Blood bilirubin increased

Red blood cell agglutination

Neutropenia

Thrombocytopenia 

Infusion related reaction

Fatigue

Nausea

ALT increased

Febrile neutropenia

Infections

Frequency (%)

Grade 1

Grade 2

Grade 3

Grade 4

0 20 40 60 80 100

Anemia

Neutropenia

Thrombocytopenia/

platelet count decreased

Red blood cell agglutination

Nausea

Fatigue

ALT increased

Infusion related reaction

Febrile neutropenia

Infections

Frequency (%)

Grade 1

Grade 2

Grade 3

Grade 4

*

Magrolimab Alone or in Combination with Azacitidine is Well 
Tolerated

o No MTD reached with magrolimab alone or in combo; magrolimab+AZA profile consistent with AZA 
monotherapy

o Treatment discontinuation due to AE occurred in only 1/46 (2%) of patients
o No significant cytopenias , infections, or autoimmune AEs occurred (most patients cytopenic at baseline)

Magrolimab Monotherapy (N=10) Magrolimab + AZA (N=36)

Treatment -related AEs to magrolimab and/or AZA

TRAEs >10҈ όƳƻƴƻύΣ җ мл҈ όŎƻƳōƻύΣ AEs of interestare shown; All patients dosed with magrolimabare 
shown

11
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Registration Strategy for Magrolimab + Azacitidine in Higher Risk MDS
Single arm registration path discussed in an FDA Type B 
Meeting in May 2019

o FDA feedback indicates support for a single arm 
registrational trial of magrolimab + azacitidine in 1 st line MDS 
(Intermediate to Very High Risk) based on CR+PR with 
durability of response 

o Anticipated sample size of 91 patients with 6 months efficacy 
and 12 months safety follow -up

o FDA recommended a Special Protocol Assessment (SPA) to 
finalize key parameters

Registration plan
o Expand current trial, with weekly dosing, to 91 patients to 

accelerate acquisition of 12 month safety data

o Start second trial of 91 patients with 2 week dosing
Å Explores more convenient regimen
Å Align with FDA on trial elements with SPA

Both studies can potentially serve as registrational trials, 
thereby increasing probability for a successful BLA filing in MDS

Initiate second MDS trial Q1 -2020 
with enrollment completion in 

Q1 2021 
(91 patients every 2 week dosing) 

Expand and complete enrollment of 
existing MDS trial

Q3 2020
(91 patients weekly dosing)

File MDS BLA using combined 
efficacy and safety data

Q4-2021

AML provides an additional opportunity for magrolimab with its favorable safety profile



Magrolimab in DLBCL
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High Unmet Medical Need for r/r DLBCL

Epidemiology:
o US annual incidence of DLBCL is 28,000 1 with ~40,000 to 50,000 2 patients on drug therapy in 

2018
o ~10 to 20% of treated DLBCL patients are on later lines of therapy (3rd line +) 2,3

o Median Overall Survival = 6.3 months 4

Current Treatment Options:
o Patients with r/r DLBCL with Ư 2 prior lines of therapy have limited treatment options 
Å ~50 to 80% 3 of patients are estimated to be CAR -T ineligible due to medical ineligibility, 

progressive/proliferative disease, and/or inability to gain access to the therapy 
Å Substantial drop off in efficacy in patients with >2 prior lines of therapy

1. Surveillance, Epidemiology, and End Results (SEER)
2. Decision Resources, and CancerMPact® Patient Metrics (Kantar Health). Available from www.cancermpact.com. Accessed 13 June 2019.
3. Company estimates
4. Crump et al. Blood 2017 (SCHOLAR-1)
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Baseline Response at 8 weeks

PET scan

FL Patient (CR)

o 66F with FL 

o Ten prior therapies, bulky disease

o Complete response at 8 weeks

o 21M with primary refractory DLBCL

o 4 prior lines with no response to any 
prior therapy

o Partial response at 8 weeks

DLBCL Patient (PR)

Baseline Response at 8 weeks

Clinical Evidence of Magrolimab + Rituximab Efficacy in Patients 
with Refractory Disease
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Response Rates in Phase 1b/2 Patients with DLBCL and FL

Patient evaluable for efficacy are shown
Efficacy per Lugano criteria (Chesonet al. 2014)

Subject

o The ORR across all patients is 45% (36% for DLBCL, 61% for indolent lymphoma) per Lugano criteria

o Median time to response is rapid at 1.8 months (range: 1.6 ƍ7.3 months)

Best overall 
response

Total
N=97

DLBCL
N=59

Indolent lymphoma 
(FL N=35, MZL N=3)

ORR 44 (45%) 21 (36%) 23 (61%)

CR 18 (19%) 9 (15%) 9 (24%)

PR 26 (27%) 12 (20%) 14 (37%)

SD 16 (17%) 7 (12%) 9 (24%)

PD 37 (38%) 31 (53%) 6 (16%)

P
e

rc
e

n
t 

C
h

a
n

g
e

 f
ro

m
 B

a
s

e
li

n
e

 (
%

)

Disease Control Rate (CR+PR+SD) = 62% 
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Phase 2 Enrolled CAR-T Ineligible and Heavily Pre -Treated Patients

o The Phase 1b expanded patient population has significant efficacy with magrolimab + rituximab (ORR 48%)

o The Phase 2 population changed to mostly (89%) r/r CAR -T ineligible patients with lower response rates

o Magrolimab + rituximab induces clinical activity (ORR 38%) in DLBCL patients with Ư 3 prior lines of therapy

o FDA discussion highlighted heavily pre -treated, Ư 2 prior lines of therapy including CAR-T ineligible

Subject
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Phase 1b

Phase 2

DLBCL patients

Tumor control rate = 47% 

+ Higher than 100%
Best Overall 

Response
Phase 1b

N = 21 (%)
Phase 2

N = 38 (%)

Ư 3 Prior Lines of 
Therapy

N = 39 (%)

Study 
Patient 

Population

Primary refractory 
disease or r/r to Ư 2 
prior lines of therapy 

Primary refractory 
disease or r/r to Ư 2 

prior lines of 
therapy and 

ineligible for CAR -T 
therapy 

Subgroup analysis 
of combined 
Phase 1b and 
Phase 2 Data

ORR 10 (48) 11 (29) 15 (38)

CR 7 (33) 2 (5) 7 (18)

PR 3 (14) 9 (24) 8 (20)

SD 4 (19) 3 (8) 4 (10)
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Durable Responses Observed in Phase 1b Patients Treated with Magrolimab + 
Rituximab

o Phase 1b: median DOR not reached: DLBCL (median follow up of over 13.8 mo), FL (median follow up 
21 mo)

o DLBCL: 2 patients converted from PR to CR, 1 SD ongoing 24+ mo

o FL: 1 patient converted from PR to CR, 1 PR ongoing 20+ mo

o Phase 2: median follow up is 3.7 mo

FL ςPh1b with Long-term Follow-up

These plots show data from 7 Phase 1b patients as of May 2019 from Advani et al., NEJM 2018

Median DOR Not reached

Range 6.2 ς27.6+ mo

Median follow-up 21 mo

Progressive disease Partial response Complete response

Weeks on Treatment
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1These plots show data from 15 Phase 1b patients as of May 2019, includes patients treated at magrolimab �p���������P�J���N�J
6 patients treated at 45 mg/kg in Ph1b not shown given early follow -up. 

Progressive disease
Stable disease

Partial response
Complete response

Median DOR Not reached

Range 3.6 ς23.8+ mo

Median follow-up 13.8 mo1

Weeks on Treatment
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