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Disclaimer

The material in this presentation (this “Presentation”) regarding IN8bio, Inc. (“we,” “us“ or the “Company”) is for informational purposes only. This presentation contains
forward-looking statements within the meaning of the Private Securities Litigation Reform Act of 1995, that involve substantial risks and uncertainties. All statements, other
than statements of historical facts, contained in this presentation, including statements regarding the timing of initiation, progress and scope of clinical trials for IN8bio’s
product candidates, including INB-100 and INB-400; the potential of INB-100 to treat and increase the cure rates in patients with high-risk or relapsed acute myeloid leukemia
(AML) and other hematologic malignancies; the proposed trial design for INB-400 and IN8bio’s ability to get approval for Arm B and Arm C; and IN8bio’s ability to achieve
planned milestones, including expected data readouts from its trials. The words “may,” “should,” “expects,” “intends,” “plans,” “anticipates,” “believes,” “estimates,”
“predicts,” “potential,” “continue,” and similar expressions are intended to identify forward-looking statements, although not all forward-looking statements contain these
identifying words. The Company may not actually achieve the plans, intentions, or expectations disclosed in these forward-looking statements, and you should not place
undue reliance on these forward-looking statements. Actual results or events could differ materially from the plans, intentions and expectations disclosed in these forward-
looking statements. In addition, the forward-looking statements included in this presentation represent the Company's views as of the date of this presentation. The Company
anticipates that subsequent events and developments will cause its views to change. However, while the Company may elect to update these forward-looking statements at
some point in the future, it specifically disclaims any obligation to do so. These forward-looking statements should not be relied upon as representing the Company's views as
of any date subsequent to the date of this presentation.

Certain information contained in this presentation relates to or is based on studies, publications, surveys and other data obtained from third-party sources and the Company’s
own internal estimates and research. While the Company believes these third-party sources to be reliable as of the date of this presentation, it has not independently verified,
and makes no representation as to the adequacy, fairness, accuracy or completeness of any information obtained from third-party sources. In addition, all of the market data
included in this presentation involves a number of assumptions and limitations, and there can be no guarantee as to the accuracy or reliability of such assumptions. Finally,
while we believe our own internal research is reliable, such research has not been verified by any independent source.
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Our Mission — CANCER ZERO

We believe CANCER ZERO can be a reality

We challenge the status quo by designing
gamma-delta (y8) T cells that can both

protect the immune system and target
solid tumor cells

We are committed to durable outcomes to
give people’ s lives back!
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Harnessing the Power of Gamma-Delta (y6)

Synergistic Immunotherapy

Unique Platform

We are using y6 T cell therapy in
a differentiated way, focusing on
synergistic combinations

Approach based on biology
unique to y6 T cells

Most comprehensive in the
industry, with proprietary genetic
engineering and cell-type specific
manufacturing capabilities

Platform to be applied across
multiple indications

Robust Pipeline

Most advanced and deepest y6 T
cell pipeline targeting multiple
oncologic indications

3 clinical stage candidates
- INB-100 in GBM

- INB-200 in leukemias

- INB-400 in GBM

2 preclinical platforms, with
multiple planned INDs over the
next three years

- INB 410 - allogeneic in GBM

- INB 300 - non-signaling CAR-T
- INB 500 - iPSCs

Multiple clinical milestones in 2023
- INB-100 in GBM
- INB-200 in leukemias

Experts in y6 T cell development

Team’s acumen and experience
have significantly de-risked our
CMC processes and procedures

Successfully advanced a novel
approach to the use of gamma-
delta T cells as part of a
synergistic immunotherapy
approach

Recognized leaders with seminal
contributions to development
and manufacturing of y6 T cells

Seasoned management team
with strong drug development
expertise

Cells with

Ambitious Company

First to bring genetically
modified y6 T cells into the clinic

Pursuing rigorous science to
achieve better patient outcomes

Standing up for patients with
limited to no treatment options

Working to achieve “Cancer
Zero” the complete removal of
cancer cells in patients

Nasdaq: INAB

Cash of $27.6M as of Sept. 30,
2022 to fund company through
key clinical milestones into 3Q
2023

With our knowledge and experience we are aiming to achieve our mission of Cancer Zero




IN8bio Cell Therapy Thesis

IN8bio’s three-pronged approach to targeting cancers:

Durability Tolerability Heterogeneity

INbio



Robust Pipeline with Multiple Near-Term Clinical Readouts

Product Candidate

INB-200

INB-100

INB-400

INB-410

INB-300

INB-500

Approach

DeltEx CRCT*

DeltEx Allo

DeltEx CRCT
Auto

DeltEx CRCT
Allo

Non-signaling
CAR-T

iPSC gamma-
delta T cells

* CRCT = Chemotherapy Resistant Cell Therapy

INbio

Initial Indication

Glioblastoma
(GBM)

Leukemia

GBM
(front-line)

GBM
(relapsed and
front-line)

Solid Tumors

TBD

Stage of Development

Preclinical Phase 1

Phase 2

Phase 3 Next Anticipated Milestone(s)

Complete enrollment of Cohort 3 with clinical
updates expected throughout 2023

Long-term follow-up in 2024

Complete enrollment and determine maximum
tolerated dose (MTD) with updated results
throughout 2023

2024: Announce topline results

1H23 site initiations
Initial enroliment by 3Q 2023

2H23: File IND for Allo Phase 1b in relapsed GBM

1H23: Present proof-of-concept data on ns-CAR
platform



Our yé T Cell Therapy Thesis
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Our Unigue Approach to yé T Cell Therapy

First Generation Traditional y& T Cell Therapy IN8bio Synergistic Cancer
Cell Therapy Approach Immunotherapy Zero

Alpha-Beta (ap) T cells ) Bridging the gap between ) Pairing yé T cell therapy

kill cancer cells effectively, the innate and adaptive with chemotherapy has the

BUT toxicities lead to patient immune response, with potential to take a patient

deaths properties of both, over the finish line and
offering: achieve Cancer Zero

Natural Killer Cells v Memory

Effectively kill cancer cells, v Antigen-presenting

with gentler toxicity, BUT cells

concerns around durability of v Favorable toxicity

response profile

v Ability to distinguish
between dangerous
and healthy tissue

IN8bio is harnessing the power of yé T cells by genetically engineering them at scale




vo T Cells are Key to Better Survival

y6 T Cells Observed to Strongly Correlate with Positive Clinical Outcomes

Pan-Cancer: Improved
Overall Prognosis

Pan-cancer
(25 malignancies)

Solid tumors
(non-brain)
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Post-HSCT Improved
Survival

Overall Survival
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Targeting Cancers by Driving Deeper Responses

y6 T cells Genetically Engineered to Survive Chemotherapy Induced Cell Death

Response

Progressive
Disease
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Durable Response

INbio 0

Source: Adapted from Madan et al. Sem in Onc. 2012, Vol 39, No 3 and Ribas et al. Clin Canc Res, 18(2), Jan. 2012



Our DeltEx Platform

Advanced expertise

in ex-vivo, expanded
vé T cells

Significant advantages
over in vivo expansion, for
development of
therapeutic candidates

First-in-class

proprietary yé T cell
engineering

DeltEx Chemotherapy
Resistant Cell Therapy, or
CRCT protects cells to survive
chemotherapy and maintains
natural ability to recognize,
engage and kill cancer cells

Broadly applicable across
multiple solid tumor indications

Advanced next-gen

vé T cell
manufacturing

Automated closed-system
manufacturing —operating at
clinical-scale

Novel iPSC capabilities
provide significant technical
and manufacturing advantages

We believe we have the unique ability to genetically engineer and expand yé T cells at scale
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Manufacturing Primary y& T Cells

« Automated, robust and scalable cell manufacturing that consolidates entire
manufacturing process in a single closed system to reduce risks of contamination

» Allows quick and efficient scaling for clinical trials and commercial capabilities

wis
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IN&bio g.f’;;‘_[
Process Steps: ‘ ~°’

B c # “é. s s
ool s
.4 ¢
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Obtain Preparation of Activation Transduction Expansion Cell separation DeltEx cell ] ] ) )
peripheral blood starting material product Cryopreservation  Patient infusion

Process time: 9-14 days

35 °
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Manufacturing iPSC yé T Cells

Yo T Vo1T-iPSC  VO2T-iPSC
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IN8bio IPSC Derived y6 T Cell Generation

* Dozens of individual yé T-iPSC colonies were obtained,
including both §1T-iPSC and 62T-iPSCs

§ o ¢
* Normal karyotype with G-band Cytogenetic analysis 2 ? siea, ¥
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Successful Genetic Modification of iPSC yé& T Cells

Gene modification &

engineering VE1T-iPSC
VB1T-iPSC Bl (CLTX-MGMT)
Clone selection &
Genotyping
——
Expansion &

Characterization

® . g \
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Gene-modified Vo1T-iPSC
iPSC derived V61 T cell (CLTX-MGMT)
(CLTX-MGMT)
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| ! o0 Der& y‘es i ‘Illng Tumor Cells



wo Factors to Developing a yoé T Cell Therapy

Hematological Cancers

o °
I N 8 blo Source: IN8bio, image created with Shutterstock and biorender.com



Overcoming Challenges to Targeting Solid Tumors

Acute Lymphocytic Leukemia Glioma
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E: T Ratio Matters - We Need to Shift the Balance...

Tumor cell Treg Tet Apoptotic tumor cell

Poor prognosis Better prognosis Therapy

Current Opinion in Immunology

GEe @
IN 8 blo Source: Roychoudhuri et al. Curr Opin Imm, 2015, 33:101-111
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IN8bio’s CRCT Approach to Solid Tumor Therapy

Heterogeneous Chemo and Residual Drug-resistant  Effective .
tumor ~ radiation disease immunotherapy therapy@

& treatment P
& L Yo T cell @ + & Re;h
© & Yy dosing
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& e e

¢r i (G
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Surgical Chemotherapy kills Chemo- ™ _,  Expansion of
o . < . .
resection both tumor and resistant resistant Tumor progression
immune cells selection tumor cells and patient death
- Chemotherapy () Chemoresistant tumor cell G
© Tecells # Chemo-induced killing

Tumor cells @ T, cell or MDSC

= Chemoresistance A Upregulated stress antigens
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TMZ Increases NKG2D-L Expression

DDR is a biological process that can detect and eliminate resistant cells and cancer stem cells

Versus: Chemo-resistant GBM lines

F 3

400
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200 100
0 ]
0 1 24 0 1 2 4 o 1 2 4 8 24
200
ULBP-1 ULBP-3

150

Increase in stress ligand
expression on U87 cell
line following 100 UM
TMZ (3 experiments)
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Y

n-fold expression

(DMSO control = 1)

Versus: Glioma stem-like cells

n.d.

0
MICA MICB ULBP1 ULBP2 MICA MICB ULBP1ULBP2

T98G U251MG

Source: IN8bio, Lamb et al. Plos One, (2013) Vol 8., Issue 1, Held-Feindt et al. Histochemistry and Cell Biology, (2018) 149: 2019-233; https://doi.org/10.1007/s00418-018-1633-5
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INB-200
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he Leading yé T Cell Program for Solid Tumors

INB-200: Single-center, single and multiple dose trial of autologous, DeltEx CRCT gamma-delta T cells in
combination with maintenance TMZ following surgical resection

Fixed dose level (DL) of CRCT in a 3+3 design:

1. N =3 (up to 6) patients, single dose of 1 x 107 cells (DL1)
& Treatment Arms 2. N =3 (up to 6) patients, three doses of 1 x 107 cells, one dose every 28 days (DL2)
3. N =3 (up to 6) patients, six doses of 1 x 107 cells, one dose every 28 days (DL3)*

Surgical resection followed 6 weeks induction 6 cycles maintenance

) Treatment Regimen & Timing by apheresis TMZ + radiation TMZ + CRCT*

» Safety
* Maximum tolerated dose (MTD) of CRCT in two dose frequencies

@ Primary Endpoints

* Time to progression

@, secondary Endpoints » Overall survival
* Biologic response
’ COMPREHENSIVE
@ Site O'NEAL&NER &ENer HEERSINK

mA THE UNIVERSITY OF ALABAMA AT BIRMINGHAM

INbio



Pursuing Treatment in GBM: Following the Biology

The biology shows us the multiple
advantages of y6 T cells in the solid
tumor setting, particularly in
glioblastoma, where patients have
very limited available treatment
options.

As we move towards allogeneic The advantage of going into the brain
cell therapy in the solid tumor is that it is one of three organ centers
setting it simplifies the challenges in the body historically considered
around dealing with host-versus- immune-privileged.

graft (HvG) effect and the

persistence of the delivered cells.

The brain offers a separate compartment
that allows direct delivery of cells through
a catheter directly to the site of the tumor,
increasing E:T ratio and reducing the
variable of cell trafficking.

In neuro oncology, the

standard of care, Temodar,

is lymphodepleting in itself.

We don’t have to bring in a
separate lymphodepleting protocol
such as Flu/Cy.




Standard of Care Hasn’t Changed in 18 Years!

ORIGINAL ARTICLE

Radiotherapy plus Concomitant and Adjuvant Temozolomide for
Glioblastoma

Roger Stupp, M.D., Warren P. Mason, M.D., Martin J. van den Bent, M.D., Michael Weller, M.D., Barbara Fisher, M.D., Martin ).B. Taphoorn, M.D., Karl Belanger, M.D., Alba A.
Brandes, M.D., Christine Marosi, M.D., Ulrich Bogdahn, M.D., Jurgen Curschmann, M.D., Robert C. Janzer, M.D., et al., for the European Organisation for Research and
Treatment of Cancer Brain Tumor and Radiotherapy Groups and the National Cancer Institute of Canada Clinical Trials Group*

N =573

Median age 56 (range 19-71)
PS 2 only 12%
RT+TMZ median OS 14.6 months

RT+TMZ median PFS 6.9 months (95% CI 5.8-8.2)

« MGMT methylated 10.3 months
* MGMT unmethylated 5.3 months

INbio

The NEW ENGLAND
JOURNAL of MEDICINE

ORIGINAL ARTICLE

Short-Course Radiation plus Temozolomide in Elderly Patients with
Glioblastoma

Ch.B., Ryo Nishikawa, M.D., J. Gregory Cairncross, M.D., Wilson Roa, M.D., David Osoba, M.D., John P. Rossiter, M.B., B.Ch., et al., for the Trial Investigaters*

N = 562

Median age 73 (range 65-90)
PS1-54%; PS2-23%
RT+TMZ median OS 9.3 months
RT+TMZ median PFS 5.3 months

« MGMT methylated 7.9 months
« MGMT unmethylated 4.8 months

Source: NEJM 2005; 352:987-996 DOI: 10.1056/NEJM0a043330; NEJM 2017; 376:1027-1037 DOI: 10.1056/NEJMoa1611977

James R. Perry, M.D., Normand Laperriere, M.D., Christopher |. O'Callaghan, D.V.M., Alba A. Brandes, M.D., Johan Menten, M.D., Claire Phillips, M.B., B.S., Michael Fay, M.B.,
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Treatment Emergent Adverse Events in > 1 Subject (n=8)

WBC decreased
ALC decreased

ANC decreased

Platelet count decreased
Nausea

Vomiting

Constipation

Anorexia
Asthenia/lethargy/fatigue
Headache

Fever/pyrexia

Urinary tract infection
Seizures

Sepsis

Hydrocephalus
Dehydration

Incision site pain

INbio

25%
12.5%

50%
25%
25%
25%
50%
37.5%
50%

12.5%
12.5%
12.5%

12.5%
12.5%
37.5%

*As of December 31, 2022; Early trial results are not indicative of future results, including the outcome of this trial.

12.5%
12.5%

12.5%
37.5% 12.5%
12.5%

12.5%
12.5%
12.5%

No CRCT-related toxicity
No DLT’s to date

Majority of toxicities are grade 1
or?2

Unrelated SAE’s of seizures,
UTI, cardiac arrest, pulmonary
embolus, temporal cyst
drainage, dysarthria

No treatment-related deaths

3 unrelated deaths due to
cardiac arrest, sepsis from a
pancreatic cyst and pulmonary
embolus

Repeat dosing DOES NOT
demonstrate change in toxicity
profile to date

26



Demographics and Efficacy

Age / Dose TMZ Maint. PFS
Subject Cytogenetics Cycles Response OS (mos)
Sex level . (mos)
Received
001 6s8/m | 'PH-WT, MGMT- 1 5 SD 8.3 15.6
unmethylated
003 74/F | IDH-WT, MGMT- 1 6 SD 11.9 17.7
methylated
004 21/F IDH-WT, MGMT- 1 3 SD 7.4 9.6
unmethylated
007 74 /\ | IPH-WT, MGMT- 2 2 Unevaluable - 5.1
unmethylated
009 3o /M | IPH-mutant, MGMT- 2 12 SD 18.9+ Alive
unmethylated
011 56/F | 'PH-WT, MGMT- 2 6 SD 14.8+ Alive
methylated
IDH-WT, MGMT- 8.7
014 73/F ’ 2 5 SD 8.7 Died without
unmethylated :
progression
015 73/ M IDH-WT, MGMT 3 5 SD 7.1 Alive
methylated

(02)

*As of December 31, 2022; Early trial results are not indicative of future results, including the outcome of this trial.

All Cohort 1 and 2
patients exceeded
median PFS of 6-7
months

Of 8 treated, 3 remain in
follow-up

First two patients to
receive 3 repeat doses
crossed 1-year PFS

5 deaths:

* 2 due to PD (003 and
004)

» 3 unrelated deaths:
sepsis (001), cardiac
event (007),
pulmonary embolus
(014)
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INB-200: Long-Term Durability Observed

Clinical Results to Date

+ 8 patients treated
* no DLTs, no CRS or ICANs
« all treated patients exceeded median progression free survival (PFS) as per NEJM data”

A B
101-001 [ S S  0-h not of PO’ o nfusion
4.8 months 10 months
101-003 -_
7.9 months 13.5 months B Cohort
L8]
101-004 I B comor>
) 5.3 months
Q @ Cohort3
O  101-007 ‘ﬁ_ Death not of POD* or infusion
LICJ 4.8 months ‘* Apheresis
£ 101-000 | e Y ). R Startradation ™2
o 5.3 months 12.7 months . DRI y5 T cell infusion
Q2
3> 101011 _ A stavle disease
2] 10.3 menths
B wriabomaity
101014 [ N ) S 0 ot of POD of fusion @  Gonfimed progression
4.8 months
— Study continuation
101015 RO OEOEnOEN@EE  »  Lccomeningeal relapse in distal spine B o
7.9 months ty
1 Expected median PFS"
0 20 40 60 80 100 120 140 160 180 200 220 240 260 280 300 320 340 360 380 400 420 440 460 480 500 520 540 560 580 600 620 |  Expected median 03"
Surgery / Catheter Study Duration (Da
Placement dy (Days)

5.5 4 Note: *POD = progression of disease; As of December 31, 2022; Source: A NEJM 2005; 352:987-996 & 352:997-1003 DOI: 10.1056/NEJM0a043330, DOI: 28
Io 10.1056/NEJM0a043331; NEJM 2017; 376:1027-1037 DOI: 10.1056/NEJMoa1611977; Early trial results are not indicative of future results, including the outcome of this trial.



v6 T Cells Infiltrating and Persisting in Tumor Tissue

001= Primary GBM

‘001 — Re-resection

é Source: * UAB and IN8bio 29
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An Allogeneic Therapy to Reduce Leukemic Relapse

INB-100: Single-center, dose-escalation trial of DeltEx Allo gamma-delta T cells post-haploidentical HSCT

Single, ascending dose levels in a 3+3 design:

1. N =3 (up to 6) patients, single dose of 1 x 108 cells/kg
2. N =3 (up to 6) patients, single dose of 3 x 10° cells/kg
3. N =3 (up to 6) patients, single dose of 1 x 107 cells/kg

£ Treatment Arms

Fludarabine +

[} Treatment Regimen & Timing °y°'°phosgr(‘;”;;de +IBE= HSCT*

INB-100 infusion within
7 days after

Haploidentical

engraftment

*Neutrophil engraftment is ~15-20 days following HSCT

Safety
Maximum tolerated dose (MTD) of DeltEx Allo gamma-delta T cell infusion
Dose limiting toxicity (DLT)

@ Primary Endpoints

Q Secondary Endpoints

Rate of acute and chronic graft versus host disease (aGVHD), relapse, and overall survival

@ ] THE UNIVERSITY OF KANSAS
Site
CANCER CENTER

IN8bio .



IN&bio

Potential to Provide Protection During a Vulnerable Period

Gamma-Delta T Cell Expansion + Activation (EAGD) for Prophylaxis Against Leukemic Relapse

Host Immune o
Cells -
-
-~
7’
7/
/
HSCT Derived / Immune
erive | Reconstitution
Immune Cells Y3 T Cell I
Infusion /
Haplo CD34+ /
infusion /
Prep regimen - gt
Day 8 -7 6 -5 -4 -3 -2 1 0 1 2 3 4 5 10 20 40 60 80 100 180
I I | I | f
FLU/CY CY  Total body cY EAGD T cell (activated
) . irradiation gamma-delta T cells)
Yt hantamia \ } infusion - Graft 2
MMF = Mitoxantrone, methotrexate, and 5-fluorouracil Y

EAGD T cell
manufacturing
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The Hopkins Protocol

HLA-Haploidentical Bone Marrow Transplantation for
Hematologic Malignancies Using Nonmyeloablative
Conditioning and High-Dose, Posttransplantation
Cyclophosphamide

Leo Luznik,"™ Paul V. ’Donnell, ™™ Heatber 7. Synions,” Allen R. Chen," M. Susan Leffell,”
Mavianna Zaburak,! Ted A. G‘{J{J/{‘_}',z'3 Steve Piantadosi,! Michele K//z'tp,j Richard F. Ambinder,’!

Carol Ann F I[{ﬂ;f Willian: Matsui,’ Javier Bolarios-Meade,” Tvan B{u‘rf*/]u,tjum.'rbrm D. Powell,’!
Elizabeth Hr.'rrmgmn,z Sandy Warnock,? Mary Flowers,>? Robert A. Br{J(l\'ljy,I Brenda M. Sandmaier,™’
Rainer F. Stord,>’ Richard §. j{Jllf‘.\',I Ephraim . Fuchs'

! Sidney Kimmel Comprehensive Cancer Center at Johns Hopkins, Baltimore, Maryland; 2 Fred Hutchinson Cancer
Research Center, Seattle, Washington; and *Un iversity of Washington School of Medicine Seattle, Washington

Correspondence and reprint requests: Ephraim J. Fuchs, MD, 488 Bunting-Blaustein Cancer Research Building, 1650
Orleans Street, Balumore, MD 21231. (e-mail: fuchsep@jhmi.edu).

*These authors contributed equally to this work.
Received November 17, 2007; accepted March 16, 2008

ABSTRACT

We evaluated the safety and efficacy of high-dose, posttransplantation cyclophosphamide (Cy) to prevent graft
rejection and graft-versus-host disease (GVHD) after outpatient nonmyeloablative conditioning and T cell-
replete bone marrow transplantation from partially HLA-mismatched (haploidentical) related donors. Patients
with advanced hematologic malignancies (n = 67) or paroxysmal nocturnal hemoglobinuria (n = 1) received Cy
50 mg/kg i.v. on day 3 (n = 28) or on days 3 and 4 (n = 40) after transplantation. The median times to neutrophil
(>500/pL) and platelet recovery (>20,000/uL) were 15 and 24 days, respectively. Graft failure occurred in9 of 66
(13%) evaluable patients, and was fatal in 1. The cumulative incidences of grades II-IV and grades III-IV acute
(aGVHD) by day 200 were 34% and 6%, respectively. There was a trend toward a lower risk of extensive chronic
GVHD (¢cGVHD) among recipients of 2 versus 1 dose of posttransplantation Cy (P = .05), the only difference
between.thase groups. The cumulative incidences of nonrelapse mortality (NRM) and relapse at 1 year were
15% an{l 51%, respectively. Actuarial overall survival (OS) and event-free survival (EFS) at 2 years after trans-
plantatiGee=wtre 36% and 26%, respectively. Patients with lymphoid malignancies had an improved EFS com-
pared to those with myelogenous malignancies (P = .02). Nonmyeloablative HLA-haploidentical BMT with
posttransplantation Cy is associated with acceptable rates of fatal graft failure and severe aGVHD or ¢cGVHD.
© 2008 American Society for Blood and Marrow Transplantation
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Status of Patients Currently on Study

Dose | Age/ Cvtogenetics Treatment Related Morphologic CR
Level | Sex ytog Safety Events Duration (mos)

High-risk AML trisomy 8+

54/

002 1 female and del7; FLT3 TKD, 7+3+ldasanutlin Gr.2 skin GvHD- resolved 31.9+
DNMT3A
Gr.2 Gl GvHD and Gr.2 skin
45/ High-risk AML trisomy 8+ GvHD
e L female and del7: IDH2 75 Remains on Jakafi for skin 2008
GvHD
006 1 66/ AClElesEel AL Sy TR 743 Gr.2 GvHD-resolved 17.8+
male ASXLA1
007 1 o FlelEpsee Ml & 1= Pembrolizumab Gr.2 skin GvHD-resolved 3.5+
male ASXL1
) Induction E1910, blincyto,
009 2 (rsngal/e [P)R_MA.II_‘?’LA pgi_g;tated, inotuzumab x2 cycles, 1.4+
’ CAR-T with Tecartus
010 p |2 Relapsed AML Y scny 1.2+
female venetoclax x7 cycles

cin @ 34
IN 8 bl 0 *As of December 9, 2022; Early trial results are not indicative of future results, including the outcome of this trial.



INB-100: Long-term Durability of Responses

Clinical Results to Date

+ 6 patients treated
* no DLTs, no CRS, ICANs or GvHD of grade 3 or greater
+ Two of three patients surpassing 2 years and one patient passing 1 year remaining in morphological complete remission

1 year 2 years 3 years

101-002

I
|
|
|
|
101-003 :
g ! I | [ Cohort1
— | | |
© ! 1 I I B cohort2
£ 1o1-000 | . ! ' N
I.ﬁ ! 1 | A Remission
! 1 1 |
% 1 : : : (L Cytogenetic Abnormality
101-007
9 # : 1 : . EAGD Infusion
re) 1
|
U=J o " : : : . 60- and 100-day safety
1 ‘ : : : * No Grade 3+ aGvHD
|
1 : : : — Study Continuation
101-010 ) > : : : W o Study
! 1 1 |
——t T A e E A S T T T T L | | R —
-14 -7 0 1420 60 100 4 6 8 10 12 14 16 18 20 22 24 26 28 30 32 34 36
G (Days) (Months)
% Study Duration

Patients surpassed 2 years without leukemic relapse

\5E ° 3 5
IN 8 blo *As of December 9, 2022; Early trial results are not indicative of future results, including the outcome of this trial.



INB-400 & INB-410
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Moving Towards Allogeneic Therapies for Solid Tumors
Allogeneic and Autologous DeltEx CRCT

INB-400 & INB-410 Overview INB-410 Treatment Protocol

* INB-400 autologous IND clearance
received in 2H 2022

d o
R——= Break
« Site initiation has begun i
Surgical Resection Daily
) ) Catheter Insertion Radiation + TMZ
» Developing INB-410, our allogeneic DeltEx x 6 weeks
CRCT product candidate with IND for o
Phase 1b expected in 2H 2023 o , " DRI cels
- . {2 ; 2147 \
o .I‘ Ky @ @ “@‘ Il ‘j’ i 3/
» Based on clinical data from INB-100 to- ., = __, ﬁ% — . -
date, we anticipate a low risk of gamma- - ‘“ Pl oL N .

. ey 3 S =l (Multiple Doses) 9.6 of aach |
delta T cells driving severe dose-limiting | ..,, e oycle /
acute GvHD 1 T s DRI Chemotherapy Resistant \

Apheresis ::%’: Gamma-Delta T Cells % ‘ "/lvmz-naw
J ' of each cycle
: DeltEx DRI
. ; DeltEx DRI
Further asseSS|lnglautoIogous DeltEX .CRCT Manufacturing TR ity 56 )
product potential in the GBM population (6 cycles q 28 days)
IN8bio
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Proposed Clinical Trial Design for INB-400 / INB-410

» Arm A: Newly diagnosed Auto DRI T cells + 150mg/m? IV/PO TMZ C1 and
200mg/m? C2-6 TMZ g28days o :
Primary

Endpoint:

* N=40

« Phase 1: MTD

+ Arm B*: Relapsed GBM pts — Arm B: 9 mos

Allo DRI T cells with 150mg/m? IV TMZ Expansion if + i REiE
. o cells wi mg/m .
* Recurrent GBM pts = on D1 g28 days o resu":s in = - Arms Aand C:
* N=6 -« N=34 IE6I[PLE 12 mos OS rate
* Treatment: 6 doses of L —

1x107 cells with . _

150mg/m2 IV TMZ on * Arm C*: Newly diagnosed GBM pts Secondary

D1 g28days x 6 cycles - « Allo DRI T cells +150mg/m? IV/PO TMZ — Endpoints:
C1 and 200mg/m?2 C2-6 TMZ 928 days « PFS. ORR. TTP

I ¢ N=40 safety

5% °
IN 8 blo *Arm B and C subject to additional IND for allogeneic drug product (INB-410) as per FDA Guidance for Industry updated Nov. 2022, IND expected in 2H 2023 38




A Unigue CAR-T Platform that Spares Healthy Tissue

ns-CAR y6-T cell ns-CAR y&-T cell

Novel Non-Signaling y6 CAR-T Platform (ns-CAR)

NKG2D

NKG2D
Anti-X CAR Anti-X CAR
X - antigen NKG2D
ligand

X - antigen

G BM+ C LTX Normal+ C LTX X+ normal cell X+ cancer cell

CTX stains tumors but not healthy tissue 1 1
ns-X-CAR y5-T cell ns-X-CAR y6-T cell

* ns-CAR platform lacks CD3z signaling domain

* Multiple recognition domains can be utilized:
» Peptides such as chlorotoxin (CLTX) that bind glioma and
numerous other solid tumor cancers with limited binding to ez At AR AntiX CAR
healthy tissues(" X - antigen X-mntigen

+ Traditional CAR targets utilizing ScFv against antigens that may
be co-expressed on healthy tissues

-
I N 8 b | o (1) Dardevet et al., Toxins (Basel), 2015 Apr; 7(4): 1079-1101 and Cancer Res November 1 1998 (58) (21) 4871-4879 No Kill Specific Kill
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Multiple Near-Term Anticipated Milestones Across Pipeline

2022

@ INB-200 - Phase 1 data in GBM

@ INB-100 - Phase 1 data in leukemia

@ INB-400 — FDA Cleared IND for
Phase 2 trial in GBM (autologous)

Cash of ~$27.6M

(as of September 30, 2022) provides runway
into 3Q23, through key clinical milestones

INbio

2023

INB-100
INB-200
INB-400

INB-300

INB-200
INB-410

2024

INB-410

INB-400

INB-200
INB-100

Additional Phase 1 data in leukemia
Additional Phase 1 data (cohorts 2) in GBM

First patient enrolled in Phase 2 trial in GBM (autologous), Preclinical data in
new solid tumor indication

Preclinical data demonstrating proof-of-concept of ns-CAR platform

Topline Phase 1 data in newly diagnosed GBM
Submit IND for Phase 1b trial in relapsed GBM (allogeneic)

FPD in Phase 1b trial in relapsed GBM (allogeneic) with initial
safety data

Initial Phase 2 data in front-line GBM (autologous)

Long-term follow-up in newly diagnosed GBM

Topline Phase 1 data in leukemia with long-term follow-up
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Deep Experience Across Development and Biotechnology

William Ho Lawrence
Co-Founder, Lamb, PhD
President and Chief Co-Founder and
Executive Officer Chief Scientific
Officer
3 3 i i
Patrick Trishna
MccCall, CPA Goswami, MD
\ Chief Financial Chief Medical Officer
Officer
Kate Rochlin,
PhD
Chief Operating
Officer

+3, AlephPoint Capital AstraZenecac? Bankof America %7

uuuuuuuuuuuuuuu

COWEN  CURRDIGM G o peloitte.  \ /

O’'NEAL &NEFENTR

LIS 111 UNIVERSITY OF ALABAMA AT BIRMINGHAM

[Y17) NEW LEAF VENTURE
IS PARTNERS

INbio

Palmetto Health USC

MEDICAL GROUP

() GILEAD

PiperJaffray.

IN8bio’s team has deep experience in cell therapy
& oncology expertise:

. Diverse leadership team brings extensive background in oncology discovery,
business insights, franchise creation, product development, regulatory affairs,
and commercialization

. Business development and licensing expertise across biopharmaceutical and
biotechnology companies. Founding of a private healthcare investment fund
and management of public investments and cross-over portfolio at leading
healthcare venture capital firm, New Leaf Venture Partners

. Specialization in transplantation immunology and recognized innovation in the
field of y6 T cells

. Leadership of Curadigm’s spin-out from Nanobiotix and platform collaborations
and partnerships

. Proven and measurable successes in bringing high profile candidates to market
including Stemline, Immunomedics and Gilead Sciences

CATALYST

BIOSCIENCES CHUBB

ONE 4%

1CS

B ¥TAGENICS

% Immunomedics Iil Medimmune

UNIVERSITY OF

SOUTH CAROLINA

._,%%

”

TURNS?

BIOL

Sitemline
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IN8bio Key Advisors

Board of Directors

Alan S. William Emily Luba x Peter Travis
Roemer Ho Fairbairn Greenwood lal J., Brandt Whitfill,
Chairman CEO Member Member "!?ﬁ Member MPH
| Member
Scientific Advisory Board

Bianca Bruce Dieter Marcela o Michael
Santomasso, Levine, PhD Kabelitz, Maus, MD, Siraj Ali, MD, Bishop,
MD, PhD, L University of MD, PhD PhD PhD MD
MSKCC Pennsylvania University of Mass General EQRXx .

Kiel Hospital UChicago

¥, AlephPoint Capital Asmm CAPrIAL, e w gﬁexgpt O azitra BankofAmerica /,}/

@IUIS

1 L] HARVARD
[_E‘ epocrates | QLEQs FoMNDATION TN

Y19 NEW LEAF VENTURE | NewYork-Presbyterian s y @
Iil" PARTNERS —lIlwUrlivcrsi'.y}—bspww‘ny;s:\umbiundmnc” * Nexlmmune !:lwnm,\u!cgl;l .':eiqhn

INbio

MASSACHUSETTS
GENERAL HOSPITAL

Bios/Partners

ROIVANT )

TRANSCEND

Memorial Sloan Kettering
Cancer Center

@

o CuraGen Dana-Farber | g; i

catraY  CIFYET COWEN @ oo
e e &

s
!‘LEE;'?..':!‘.!:E%'W \’ MOVANG % Penn @ P ﬁzer K PHARMASSET

TMUN TT Y CHICAGO UTILITY \_’erily Yale

DEPARTENT OF MEGICINE therapeutics

44



Harnessing the Power of Gamma-Delta (y6)

Synergistic Immunotherapy

Unique Platform

We are using y6 T cell therapy in
a differentiated way, focusing on
synergistic combinations

Approach based on biology
unique to y6 T cells

Most comprehensive in the
industry, with proprietary genetic
engineering and cell-type specific
manufacturing capabilities

Platform to be applied across
multiple indications

Robust Pipeline

Most advanced and deepest y6 T
cell pipeline targeting multiple
oncologic indications

3 clinical stage candidates
- INB-100 in GBM

- INB-200 in leukemias

- INB-400 in GBM

2 preclinical platforms, with
multiple planned INDs over the
next three years

- INB 410 - allogeneic in GBM

- INB 300 - non-signaling CAR-T
- INB 500 - iPSCs

Multiple clinical milestones in 2023
- INB-100 in GBM
- INB-200 in leukemias

Experts in y6 T cell development

Team’s acumen and experience
have significantly de-risked our
CMC processes and procedures

Successfully advanced a novel
approach to the use of gamma-
delta T cells as part of a
synergistic immunotherapy
approach

Recognized leaders with seminal
contributions to development
and manufacturing of y6 T cells

Seasoned management team
with strong drug development
expertise

Cells with

Ambitious Company

First to bring genetically
modified y6 T cells into the clinic

Pursuing rigorous science to
achieve better patient outcomes

Standing up for patients with
limited to no treatment options

Working to achieve “Cancer
Zero” the complete removal of
cancer cells in patients

Nasdaq: INAB

Cash of $27.6M as of Sept. 30,
2022 to fund company through
key clinical milestones into 3Q
2023

With our knowledge and experience we are aiming to achieve our mission of Cancer Zero
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