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Investing in our securities involves a high degree of risk. Below is a summary of material factors that make an investment in our
securities speculative or risky. Importantly, this summary does not address all of the risks that we face. Additional discussion of
the risks summarized in this risk factor summary, as well as other risks that we face, can be found under the heading “ Item 1A.
Risk Factors ” below. * Our ability to grow our company is dependent upon the commercial success of CABOMETYX in its
approved indications and the continued clinical development, regulatory approval, clinical acceptance and commercial success
of the cabozantinib franchise in additional indications. * If we are unable to obtain or maintain coverage and reimbursement for
our products from government and other third- party payers, our business will suffer.  Pricing for pharmaceutical products,
both in the U. S. and in foreign countries, has come under increasing attention and scrutiny by federal, state and foreign national
governments, legislative bodies and enforcement agencies. Initiatives arising from this scrutiny may result in changes that have
the effect of reducing our revenue or harming our business or reputation. * The timing of the entrance of generic competitors to
CABOMETYX and legislative and regulatory action designed to reduce barriers to the development, approval and adoption of
generic drugs in the U. S. could limit the revenue we derive from our products, most notably CABOMETY X, which could have
a material adverse impact on our business, financial condition and results of operations. * We may be unable to expand our
discovery and development pipeline, which could limit our growth and revenue potential. « Clinical testing of cabozantinib for
new indications, or of our other new product candidates, such as zanzalintinib, is a lengthy, costly, complex and uncertain
process that may ultimately fail to demonstrate sufficiently differentiated safety and efficacy data for those products to compete
in our highly competitive market environment. « The regulatory approval processes of the U. S. Food and Drug Administration
and comparable foreign regulatory authorities are lengthy, uncertain and subject to change, and may not result in regulatory
approvals for additional cabozantinib indications or for our other product candidates, such as zanzalintinib, which could have a
material adverse impact on our business, financial condition and results of operations. * Our profitability could be negatively
impacted if expenses associated with our extensive drug discovery, clinical development, business development and
commercialization activities grow more quickly than the revenues we generate. * Our clinical, regulatory and commercial
collaborations with major companies make us reliant on those companies for their continued performance and investments,
which subjects us to a number of risks. For example, we rely on Ipsen Pharma SAS (Ipsen) and Takeda Pharmaceutical
Company Limited (Takeda) for the commercial success of CABOMETY X in its approved indications outside of the U. S., and
we are unable to control the amount or timing of resources expended by these collaboration partners in the commercialization of
CABOMETYX in its approved indications outside of the U. S. In addition, our growth potential is dependent in part upon
companies with which we have entered research collaborations, in- licensing arrangements and similar business development
relationships. « We are subject to healthcare laws, regulations and enforcement, as well as laws and regulations relating to
privacy, data collection and processing of personal data; our failure to comply with those and other laws could have a material
adverse impact on our business, financial condition and results of operations. * Data breaches and other cybersecurity incidents
impacting our information technology operations and infrastructure could compromise our intellectual property or other
sensitive information, damage our operations and cause significant harm to our business and reputation. * If we are unable to
adequately protect our intellectual property, third parties may be able to use our technology, which could adversely affect our
ability to compete in the market. * The loss of key personnel or the inability to retain and, where necessary, attract additional
personnel could impair our ability to operate successfully. * Our goals and disclosures related to environmental, social and
governance matters subjects us to risks, including risks to our market perception and stock price. BASIS OF PRESENTATION
We have adopted a 52- or 53- week fiscal year policy that generally ends on the Friday closest to December 3 1st. Fiscal year
2621-2024 ended-Deeember31-, 202+:-which was a 53- week fiscal year 2622, ended Deeember36-on January 3 , 20222025
; fiscal year 2023 , which was a 52- week fiscal year, ended on December 29, 2023; and fiscal year 2624-2022 swilt-, which
was a 52- week fiscal year, end-ended on January3-December 30 , 2625-2022 . For convenience, references in this report as of
and for the fiscal years ended January 3, 2025, December 29, 2023 and December 30, 2022, and-Deeember29,2023-are
indicated as being as of and for the years ended December 31, 2024, 2023 and 2022 and-2623-, respectively. In fiscal year 2624
2025, the annual perlod w1ll end on aﬂd-quaﬁeﬂy—peﬂed—eﬂdmg—.l anuary 3—2 %925—2026 afe—and w1ll be a 53-52 - week fiscal
year and-a v § seat-years- PART I [tem 1.
Business. Overv1ew Exelixis, Inc. (Exe11x1s we, our or us) is an oncology company 1nn0vat1ng next- generatlon medlcmes and
combination regimens at the forefront of cancer care. We Fh s d §
eommeretalizationresourees;we-have produced four marketed pharmaceutlcal products two of Wthh are formulatlons of our
flagship molecule, cabozantinib —We-eentinte-to-evelve-, and we are steadily advancing and evolving our product pipeline
portfolio, including our lead investigational asset, zanzalintinib, currently the focus of an extensive late- stage clinical
development program. With a rational and disciplined approach to investment, we are lcveraging our tvestments;
internal experience and expertise , and the strength of strategic partnerships , to targetidentify aﬁ—and e*paﬂdmg—faﬂge
pursue opportunities across the landscape of scientific modalities, including

differentiated-pipeline-ofsmall molecules and, biotherapeutics and sinelading-antibody- drug conjugates (ADCs). Sales related
to cabozantinib account for the majority of our revenues. Cabozantinib is an inhibitor of multiple tyrosine kinases, including
MET, AXL, VEGF receptors and RET and has been approved by the U. S. Food and Drug Administration (FDA) and in €9-67
other countries: as CABOMETY X ® (cabozantinib) tablets for advanced renal cell carcinoma (RCC) (both alone and in




combination with Bristol- Myers Squibb Company’ s (BMS) nivolumab (OPDIVO ®)), for previously treated hepatocellular
carcinoma (HCC) and for previously treated, radioactive iodine (RAI)- refractory differentiated thyroid cancer (DTC); and as
COMETRIQ ® (cabozantinib) capsules for progressive, metastatic medullary thyroid cancer (MTC). For physicians treating
these types of cancer, cabozantinib has become or is becoming an important medicine in their selection of effective therapies.
The other two products resulting from our discovery efforts are: COTELLIC ® (cobimetinib), an inhibitor of MEK approved as
part of multiple combination regimens to treat specific forms of advanced melanoma and marketed under a collaboration with
Genentech, Inc. (a member of the Roche Group) (Genentech); and MINNEBRO ® (esaxerenone), an oral, non- steroidal,
selective blocker of the mineralocorticoid receptor (MR), approved for the treatment of hypertension in Japan and licensed to
Daiichi Sankyo Company, Limited (Daiichi Sankyo). See “ — Collaborations and Business Development Activities — Other
Collaborations. ” Fhe-year2023-2024 was our seventhreighth consecutive year of annual profitability; it featured growth in net
product revenues of approximately +6-11 % year- over- year as a result of increased sales of our cabozantinib products in the U.
S., supplemented by an approximately 22-12 % year- over- year increase in royalties earned pursuant to collaboration
agreements with our ex- U. S. partners. We plan to continue leveraging our operating cash flows to advance a broad array of
diverse biotherapeutics and small molecule programs for the treatment of cancer, as well as to support ongoing company-
sponsored and externally sponsored trials evaluating cabozantinib. The-predueteandidatesfurthestFurthest along in our
pipeline is are=zanzalintinib, a novel, potent, sext-third - generation oral tyrosine kinase inhibitor (TKI) that targets VEGF
receptors, MET and the TAM kinases (TYRO3, AXL and MER) . Our zanzalintinib program includes a series of ongoing
and planned pivotal trials to explore its therapeutic potential in colorectal cancer (CRC), RCC, non- clear cell (ncc)
RCC, squamous cell cancers of the head and neck (SCCHN) and neuroendocrine tumors (NET), as well as earlier- stage
trials. Our other pipeline programs in phase 1 development each have best- in- class potential and include: X1.309, a
small molecule inhibitor of USP1, which has emerged as a synthetic lethal target in the context of BRCA- mutated
tumors ; and-XB662-- XB010 , an ADC consnstmg of a monomethyl aurlstatln E ﬂe*t-—geﬂeraﬁeﬂ—&ssue—fae’eer—( F-MMAE )
payload conjugated to —targeting ; pose a hamam-monoclonal antibody

(mAb) agarnst—’PF—t-hat—ts—eenjﬂgated-te-targetlng the tumor antlgen 5T4; aﬂ—and auﬂst&&n—based—nﬁefetubt&m—XL@S a
small molecule inhibitor of PKMYT1 MIHpastead- Our-We complement our internal drug discovery and development
efforts by are-supplemented-threugh-in- licensing investigational oncology assets or obtaining options to acquire other
investigational oncology assets from third partres if they demonstrate eV1dence of Cllnlcal success. Examples afe—of thls
approach 1nclude XL309 a-ehin stag best—t—¢ e hteh-has

h 0 FROLS; nd ADU 1805 a chnrcal stage and potentrally best- in-
class mAb that targets SIRPq. Exehxrs Marketed Products CABOMETYX and COMETRIQ As detailed below,
CABOMETYX and COMETRIQ have been approved to treat patients with various forms of cancer by the FDA for the U. S.
market, the European Cemmisston-Medicines Agency (EE-EMA ) for the European Union (EU) markets-- market and the
Japanese Pharmaceuticals Ministry-of Health; Fabour-and Welfare-Medical Devices Agency ( MHEW-PMDA ) for the
Japanese market, as well as by comparable regulatory authorities across other markets worldwide. ProductIndicationApproval
DateRegimenMajor MarketsCABOMETY X ® (cabozantinib) Renal Cell Carcinoma (RCC) Patients with advanced RCC who
have received prior anti- angiogenic therapyApril 25, 2016MonotherapyU. S. Advanced RCC in adults following prior VEGF-
targeted therapySeptember 9, 2016MonotherapyEUPatients with advanced RCCDecember 19, 2017MonotherapyU. S. First-
line treatment of adults with intermediate- or poor- risk advanced RCCMay 17, 2018MonotherapyEUPatients with curatively
unresectable or metastatic RCCMarch 25, 2020MonotherapyJapanFirst- line treatment of patients with advanced RCCJanuary
22,202 1Combination with nivolumabU. S. First- line treatment for patients with advanced RCCMarch 31, 2021Combination
with nivolumabEUPatients with unresectable or metastatic RCCAugust 25, 2021 Combination with
nivolumabJapanHepatocellular Carcinoma (HCC) HCC in adults who have previously been treated with sorafenibNovember 15,
2018MonotherapyEUPatients with HCC who have been previously treated with sorafenibJanuary 14, 2019MonotherapyU. S.
Patients with unresectable HCC that has progressed after cancer chemotherapyNovember 27,
2020MonotherapyJapanDifferentiated Thyroid Cancer (DTC) Adult and pediatric patients 12 years of age and older with locally
advanced or metastatic DTC that has progressed following prior VEGF receptor- targeted therapy and who are RAI- refractory
or ineligibleSeptember 17, 2021 MonotherapyU. S. Adult patients with locally advanced or metastatic DTC, refractory pr not
eligible to RAI who have progressed during or after prior systemic therapyMay 3, 2022MonotherapyEUCOMETRIQ ®
(cabozantinib) Medullary Thyroid Cancer (MTC) Patients with progressive, metastatic MTCNovember 29, 2012MonotherapyU.
S. Adult patients with progressive, unresectable locally advanced or metastatic MTCMarch 25, 2014MonotherapyEU In 2024,
2023 ;-and 2022 and2024-, we generated $ 1, 809. 4 million, $ 1, 628. 9 million ;-and $ 1, 401. 2 mithenand-$+-0773
million, respectively, in net product revenues from sales of CABOMETYX and COMETRIQ Outside the U. S., we rely on
collaboration partners for the commercialization of our cabozantinib products; Ipsen Pharma-SAS-Hpsen)is responsrble for all
territories outside of the U. S. and Japan, and Takeda Pharmaeentieal-CompanyEimtted-(Takeda)-is responsible for the
Japanese market. In 2024, 2023 r-and 2022 ard2624-, we carned $ 166. 9 million, $ 148. 5 million yand $ 121. 4 mitheomand-$
+65—+-million, respectively, of royalties on net sales of cabozantinib products outside of the U. S. For additional information on
the terms of our collaboration agreements with Ipsen and Takeda, see “ — Collaborations and Business Development Activities
— Cabozantinib Commercial Collaborations. ” Renal Cell Carcinoma- CABOMETYX is a Leading TKI Treatment Option for
Patients with Advanced RCC CABOMETYX has become a standard of care for the treatment of patients with suffering-from
advanced RCC, and a growing number of these patients have been or will be treated with CABOMETYX. In 2623-2024 ,
approximately 32-33 , 786-200 patients with advanced kidney cancer required systemic therapy in the U. S., with over 21, 000
patients receiving first- line treatment. Since CABOMETY X was first approved, we have deployed our Medical Affairs and
Commercial teams to educate physicians about CABOMETYX. We believe that the commercial success of CABOMETYX is




attributable to the strength of the clinical data reflected in its FDA- approved labeling for advanced RCC. The indications for
the treatment of advanced RCC in the CABOMETYX label are based on the results of the METEOR, CABOSUN and
CheckMate- 9ER clinical trials. In July 2015, we announced positive results of METEOR, a phase 3 pivotal trial comparing
CABOMETYX to everolimus in patients with advanced RCC who have experienced disease progression following treatment
with at least one prior VEGF receptor inhibitor. These results formed the basis for the-FDA Zs-approval in April 2016, following
which CABOMETYX became the first single- agent therapy approved in the U. S. for previously treated advanced RCC to
demonstrate statistically significant and clinically meaningful improvements in three key efficacy parameters in a global pivotal
trial: overall survival (OS); progression- free survival (PFS); and objective response rate (ORR). To date, CABOMETYX
remains the only single- agent therapy to have achieved these clinical results in previously treated advanced RCC. In October
2016, we announced positive results from CABOSUN, a randomized, open- label, active- controlled phase 2 trial conducted by
the Alliance for Clinical Trials in Oncology (the Alliance), comparing cabozantinib with sunitinib in patients with previously
untreated advanced RCC with intermediate- or poor- risk disease. These results formed the basis for the-FDA Zs-approval in
December 2017 of CABOMETYX for previously untreated patients with advanced RCC . For s-and-fer-this patient population,
CABOMETYX is the only approved single- agent therapy to demonstrate improved PFS compared with sunitinib, a first-
generation TKI that was the previous standard of care. CABOMETYX has also demonstrated positive clinical results in
combination with immune checkpoint inhibitors (ICIs), most notably in CheckMate- 9ER, an open- label, randomized,
multinational phase 3 pivotal trial evaluating CABOMETYX in combination with nivolumab versus sunitinib in patients with
previously untreated, advanced or metastatic RCC. Results from CheckMate- 9ER demonstrated that the combination of
CABOMETYX and nivolumab doubled PFS and ORR and reduced the risk of disease progression or death by 40 % compared
with sunitinib and formed the basis for the-FDA 2s-approval of the combination in January 2021 as a first- line treatment of
patients with advanced RCC. At feur-five years of follow- up, the CheckMate- 9ER results continued to show superior PFS and
ORR in patients treated with CABOMETY X in combination with nivolumab over sunitinib, regardless of risk classification (as
determined by International Metastatic Renal Cell Carcinoma Database Consortium scores). Superior OS was also observed in
patlents treated Wlth the combmatlon These updated results will be neluding-datashowinghealth-related-quatity—ot—tife

e v were-featured in an oral presentation at the American Society of Clinical
Oncology (ASCO) %924—Gen1t0ur1nary Cancers Symposmm in January-February 2624-2025 (ASCO GU 2025) . In addition,
the National Comprehensive Cancer Network (NCCN), the nation” s foremost non- profit alliance of leading cancer centers, has
included the combination of CABOMETY X with nivolumab in its Clinical Practice Guidelines for Kidney Cancer as a Category
1 preferred option for the first- line treatment of patients with clear cell RCC across all risk groups, and as a Category 2A other
recommended option for first- line neceRCC nen—eteareel-REE-. The NCCN also lists single- agent CABOMETYX as a
recommended regimen for patients with previously treated advanced clear cell RCC, supporting CABOMETY X’ s position in
the RCC treatment landscape across lines of therapy. In 2623-2024 , in markets outside the U. S., we continued to work closely
with our collaboration partner Ipsen in support of its regulatory strategy and commercialization efforts for CABOMETYX, both
as a single agent and in combination with nivolumab, as well as in preparation for submission of applications for potential
additional approvals of CABOMETYX, and similarly with our collaboration partner Takeda with respect to the Japanese market.
As aresult of the approvals of CABOMETY X and / or the combination of CABOMETY X with nivolumab for RCC indications
in69-67 countries outside of the U. S., including the Member States of the EU, Japan, the U. K., Canada, Brazil, Taiwan, South
Korea, Australia and Hong Kong, CABOMETYX has continued to grow markedly outside the U. S. both in sales revenue and
the number of RCC patients benefiting from its clinical effect. Hepatocellular Carcinoma- CABOMETY X Offers an Important
Alternative for Patients with Previously Treated HCC Liver cancer is a leading cause of cancer death worldwide, accounting for
more than 388-800 , 000 new cases and $88-700 , 000 deaths each year. In the U. S., the incidence of liver cancer has tripled
over the past four decades. Although HCC is the most common form of liver cancer, making up about three- fourths of the more
than 4442 , 686-200 cases of liver cancer estimated to be diagnosed in the U. S. during 2624-2025 , this patient population has

long been underserved Prior to 2017, there-was-only-one-approved-systemie-therapy-therapies for the treatment of HCC —Stnee
fhat—ﬁme,—mu-}t-tp{e—new—t-hefaptes—were appfeved-hmlted in number fhe—U— -S—fer—HG&bet-h—fer—pfeﬂeus}y—tm&e&ted—paﬂems
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companies have since developed new and demonstrably more effectlve theraples for prev10usly untreated patients, including ICI
combination therapies. These new treatment options have improved longer- term outcomes for HCC patients, thereby resulting
in a greater number of them receiving multiple lines of therapy. Thus, the second- and later- line market for HCC therapies has
appearsto-have-grownand-become increasingly competitive, and we believe this trend may continue over the coming years,
with monotherapy CABOMETY X maintaining an important place in the HCC treatment landscape. The FDA *s-approvat
approved efthe HCC indication for CABOMETYX in January 2019 was based on our phase 3 pivotal study, CELESTIAL. The
CELESTIAL study met its primary endpoint, demonstrating that cabozantinib significantly improved OS compared to placebo.
The NCCN has included CABOMETYX in its Clinical Practice Guidelines for Hepatocellular Carcinoma as a Category 1 option
for the treatment of patients with HCC {Chitd—Pugh-ClassA-enly)as a subsequent- line systemic therapy if disease progression
occurs, providing further support for CABOMETYX as an important treatment option for eligible HCC patients. Outside the U.
S., the BEEEEMA ’ s approval of CABOMETYX provided physicians in the EU with a second approved therapy for the second-
line treatment of this aggressive and difficult- to- treat cancer, and approvals from Health Canada and the Japanese MHH=W
PMDA brought a much- needed therapy-treatment option to HCC patients in those countries. In addition to the Member States
of the EU, Japan, the U. K. and Canada, CABOMETYX is also approved for previously treated HCC indications in Brazil,
Taiwan, South Korea, Australia and Hong Kong, among other countries. Differentiated Thyroid Cancer- An Opportunity for
CABOMETYX to Help an Underserved Patient Population Approximately 44, 000 new cases of thyroid cancer will be
diagnosed in the U. S. in 2624-2025 . Differentiated thyroid tumors, which make up about 90 % of all thyroid cancers, are




typically treated with surgery followed by ablation of the remaining thyroid with RAI. Approximately 5 % to 15 % of
differentiated thyroid tumors are resistant to RAI treatment. With limited treatment options, these patients have a life expectancy
of only three to six years from the time metastatic lesions are detected. In December 2020, we announced that COSMIC- 311,
our phase 3 pivotal trial evaluating cabozantinib in patients with RAI- refractory DTC who have progressed after receiving up to
two prior VEGF receptor- targeted therapies, met one of its two primary endpoints, demonstrating a statistically significant
improvement in PES compared with placebo. In Fhese-restltsformed-the-basis-for-the FDAs-apprevaln-September 2021 of,
the FDA approved CABOMETYX for the treatment of adult and pediatric patients 12 years of age and older with locally
advanced or metastatic DTC that has progressed following prior VEGF receptor- targeted therapy and who are RAI- refractory
or ineligible. Since our commercial launch of CABOMETY X in this patient group aperthe FBDA-s-appreval-, we have
established a strong market position for CABOMETY X amongst these previously treated DTC patients. Outside the U. S., our
collaboration partner Ipsen received approval from the EEEEMA in May 2022 for CABOMETYX as a monotherapy for the
treatment of adult patients with locally advanced or metastatic DTC, refractory or not eligible to RAI who have progressed
during or after prior systemic therapy, which followed an approval from Health Canada in April 2022 to market CABOMETY X
for a similar DTC indication. Medullary Thyroid Cancer- COMETRIQ, the First Commercial Approval of Cabozantinib
Estimates suggest that there will be approximately 968-970 MTC cases diagnosed in the U. S. in 2624-2025 , and COMETRIQ
has served as an important treatment option for these patients since January 2013. The FDA *s-apprevat-approved of
COMETRIQ for progressive, metastatic MTC swas-based on our phase 3 trial, EXAM. The EXAM trial met its primary
endpoint, demonstrating a statistically significant and clinically meaningful prolongation in PFS for cabozantinib compared with
placebo. We are continuing to market COMETRIQ capsules for MTC patients at the labeled dose of 140 mg. Exelixis
Development Programs Cabozantinib Development Program Cabozantinib inhibits the activity of tyrosine kinases, including
MET, AXL, VEGEF receptors and RET. These receptor tyrosine kinases are involved in both normal cellular function and in
pathologic processes such as oncogenesis, metastasis, tumor angiogenesis, drug resistance and maintenance of the tumor
microenvironment. Beyond the established clinical benefits of cabozantinib in its approved indications, objective responses have
been observed in patients treated with cabozantinib in additional individual tumor types investigated in early- and late- stage
clinical trials, reflecting the medicine’ s broad clinical potential. We are continuing to evaluate cabozantinib in combination with
ICIs in late- stage clinical trials that we sponsor, along with our collaboration partners raeressREC-and-metastatic-eastration-
resistant-prostate-eaneer(mERPE)-. Independent investigators also conduct trials evaluating cabozantinib through our
Cooperative Research and Development Agreement (CRADA) with the National Cancer Institute’ s Cancer Therapy Evaluation
Program (NCI- CTEP) or our investigator sponsored trial (IST) program. In addition to facilitating label expansion for the
cabozantinib franchise, including petential-our regulatory submissions for cabozantinib to treat retreendeerine-tamorsNET ¥
based on the positive results from the phase 3 CABINET study, data sets from these externally sponsored clinical trials may
also prove valuable by informing our development plans for zanzalintinib. Moreover, our collaboration partners Ipsen and
Takeda have conducted trials in their respective territories through independently- sponsored programs, as well as co- funding
select cabozantinib trials with us. Combination Studies with BMS In February 2017, we entered into a clinical collaboration
agreement with BMS for the purpose of conducting clinical studies combining cabozantinib with BMS’ PD- 1 ICI, nivolumab,
both-with or without BMS’ CTLA- 4 ICI, ipilimumab. Based on the data from CheckMate- 9ER, the first clinical trial conducted
under this collaboration, the FDA approved CABOMETY X in combination with nivolumab on January 22, 2021 , as a first- line
treatment of patients with advanced RCC. In May 2019, we initiated We—eeﬂfmu&te—eva%u&te—bhe—&rp}et—eembmﬁﬁe&ef
eabozantintb-with-ntvolamab-and-ipthmumabinr-COSMIC- 313, a multicenter, randomized, double- blinded, controlled
phase 3 pivotal trial evaluating the triplet combination of cabozantinib, nivolumab and ipilimumab versus the
combination of nivolumab and ipilimumab in patients with previously untreated advanced intermediate- or poor- risk
RCC. Pursuant-Patients were randomized 1: 1 to the experimental arm of the triplet combination ot or agreements-to the
control arm of nlvolumab and 1p111mumab in combination with BMS-matched placebo. In August 2024 , we announced

the applieable-elinteattrial-final analysis for the secondary

endpomt of OS . whlch demonstrated that the experlmental arm did not demonstrate and-- an respensibilityfor-OS benefit
over the control arm. Based payment-ofeosts-foreachtrialis-determined-on atrial-these results and the evolution of the first
- by-line RCC treatment landscape since this study was initiated, we are not pursuing marketing authorization based on
COSMIC - trial-basis-313. Data from the final analysis of OS in COSMIC- 313 will be presented at the ASCO GU 2025 .
For additional information on the terms of the BMS clinical ¢rtal-collaboration agreement, see “ — Collaborations and Business
Development ACthltleS — Cabozantlnlb Development Collaboratlon% — BMS Collaboratlon %S%HG—%—I—}—RG%—MW




ipthimumab-for-the-study-free-of eharge—C ombrnatron Studies with Roche We have also entered into collabor ations with F.
Hoffmann- La Roche Ltd. (Roche) for the purpose of evaluating the combination of cabozantinib and Roche’ s anti- PD- L1

ICI, atezolizumab, diversifying our exploration of cabozantinib combinations with ICIs. COSMIC- 021- Locally Advanced or
Metastatic Solid Tumors. In February 2017, we entered into a master clinical supply agreement with Roche. As part of the
clinical supply agreement, in June 2017, we initiated COSMIC- 021, a large phase 1b study evaluating the safety and tolerability
of cabozantinib in combination with atezolizumab in patients with a wide variety of locally advanced or metastatic solid tumors.
We are the trial sponsor of COSMIC- 021, and Roche is providing atezolizumab free of charge. The study is divided into two
parts: a dose- escalation phase, which was completed in 2018; and an expansion cohort phase, which completed enrollment in
January 2022. Enrollment in the expansion phase of this study included 20 combination therapy tumor expansion cohorts in non-
small cell lung cancer (NSCLC), mCRPC, RCC and various other tumor types. CONTACT trials. Fhe-Informed by the

encouraglng eﬁlcacy and safety data that emerged from COSMIC 021 h&v&beeﬁ—mstrurﬂeﬂtal—m—gtﬂd-rﬁg—etueel-rﬂtea-}

research agreement Wlth Roche in December 2019, pursuant to Wthh the partles co- tunded and undertook three pivotal phase 3
studies evaluating the combination of cabozantinib and atezolizumab. Two of these trials , CONTACT- 01 in advanced
NSCLC and CONTACT 03 in RCC (each sponsored by Roche) d1d not meet thelr respectlve prlmary endpornts +

-y ; gt trely The thlrd trlal CONTACT- 02 is
sponsored by us and eeﬁt—mttes—te—eva-l-uate—evaluates the comblnatron in patlents with mCRPC as described below. For
additional information on the terms of the Roche joint clinical research agreement, see “ —Collaborations and Business
Development Activities — Cabozantinib Development Collaborations — Roche Collaboration. ” CONTACT- 02- mCRPC. In
June 2020, we and Roche initiated CONTACT- 02, a global, multicenter, randomized, open- label phase 3 pivotal trial
evaluating cabozantinib in combination with atezolizumab versus a second novel hormonal therapy (NHT) (either abiraterone
and prednisone or enzalutamide) in patients with mERRPE-and-measurable extra- pelvic mCRPC soft—tissue-disease-who have
progressed after treatment with one prior NHT. CONTACT- 02 is Informed-informed by positive early- stage results from an
mCRPC cohort of COSMIC- 021, as well as by COMET- 1, our earlier phase 3 trial that evaluated monotherapy cabozantinib in
mCRPC. The CONTACT- 02 trial enrolled 575 patients at 275 sites globally, and enrollment was completed in the second half
0f2023. Patients were randomized 1: 1 to the experimental arm of cabozantinib in combination with atezolizumab or to the
control arm of'a second NHT. The two primary efficacy endpoints for CONTACT- 02 are BIRC- assessed PFS per Response
Evaluation Criteria in Solid Tumors (RECIST) v. 1. 1 and OS; key secondary and other efﬁcacy endpornts 1nclude ORR,
prostate spemﬁe antlgen response rate and duratron of response (DOR) 6 d e

primary endpornts demonstratlng a statlstrcally slgnrheant 1mp10vement in PF S fer—t-he—eembm&treﬁ-reg-rmeﬁ—redﬂerﬂg—the-ﬂsk
ef—disws&pﬂagfesﬁeﬂ—er—deaﬂa—by—%—%r(HR 0.65;95 % CI: 0. 50- 0. 84, p 0. 0007) in the predeﬁned —At—a—medﬂnan—fe{-}ew-

ttp—ef—l—4.—3—meﬁths,—mediaﬂ—PF S ¥

populatron ( ﬁ—é@-’/—l e., the first 400 randomlzed patlents ) and aeeerdmg—te—t-he—these Pfesta-te—G&neeledata were
presented at the Amerlcan Society of Clinical Oncology Genitourinary Cancers Symposium in January 2024 Frials
Working-Group-3-evaluationreriteria(RPEWG3)- For At-aprespeeifiecinterimranatysisfor-the second primary endpoint of OS,
the final analysis for CONTACT- 02, which was presented during the GU Tumours Proffered Paper Session: GU
Tumours at the European Society for Medical Oncology Congress in September 2024 (ESMO 2024), showed a trend
toward-improvement-that favored the combination of cabozantinib and atezolizumab but was not statistically significant.
Of note, the trend in OS benefit was consistently observed shewever-in key subgroups , including in patients with liver
metastases —a subgroup of mCRPC patlents w1th the poorest prognos1s in need of new treatment options data—were

§ 0 eshe ote-, and one we the-trial-eontintesto-thenext
phmed—@S—&&a-l-y%ts—&&ﬁe&pated» antlclpate w1ll grow in %9%4—the coming years . The safety profile observed in the trial was
reflective of the known safety profiles for each single agent ;-and as-was sweH-as-consistent with the known tolerability profile
of approved ICI- TKI eembination-combinations regimenused-in this-study-advanced solid tumors . We are-diseussing
continue to evaluate the timing of a potential regulatory submission withto the FDA . Both Ipsen and Takeda opted into
and are co- funding the trial . According to the American Cancer Society, in 2024-2025 ., approximately 299-313 , 000 new
cases of prostate cancer will be diagnosed in the U. S., and ever 35, 000 people will die from the disease #2624~ Prostate
cancer that has spread beyond the prostate and does not respond to androgen- suppression therapies — a common treatment for
prostate cancer — is known as mCRPC. Men diagnosed with mCRPC often have a poor prognosis, which has an estimated
survival of less than one to two years. We believe that cabozantinib in combination with atezolizumab, if ultimately approved by
the FDA for an mCRPC indication, may be a compelling chemotherapy- free treatment option to respond to this significant




unmet need. Trials Conducted through our CRADA with NCI- CTEP and our IST Program Clinical trials conducted with
support from external partners have enabled further expansion of the cabozantinib development program with less burden on our
internal development resources. In October 2011, we entered into a CRADA with NCI- CTEP for the clinical development of
cabozantinib and have extended its term through October 2026. The CRADA reflects a commitment by NCI- CTEP to provide
funding for the broad exploration of cabozantinib’ s potential in a wide variety of cancers, each representing a substantial unmet
medical need. Investigational New Drug (IND) applications for trials under the CRADA are held by NCI- CTEP. NCI- CTEP
also retains rights to any inventions made in whole or in part by NCI- CTEP investigators. However, for inventions that claim
the use and / or the composition of cabozantinib, we have an automatic option to elect a worldwide, non- exclusive license to
cabozantinib inventions for commercial purposes, with the right to sublicense to affiliates or collaborators working on our
behalf, as well as an additional, separate option to negotiate an exclusive license to cabozantinib inventions. Further, before any
trial proposed under the CRADA may commence, the protocol is subject to our review and approval. As reflected by the results
from completed trials and ongoing clinical trials, we believe our CRADA with NCI- CTEP has facilitated and may continue to
facilitate the expansion of the cabozantinib franchise in a cost- efficient manner. A summary of key trials under this
collaboration is provided below. CABINET- NET. The Alliance led the CABINET phase 3 pivotal study under the CRADA
that evaluated cabozantinib versus placebo in patients who experienced progression after prior systemic therapy in two
independently powered cohorts: one for advanced pancreatic NET netreendeerine-tumors-(pNET) that enrolled 93 patients; and
another for extra- pancreatic NET neuroendeerine-tamors-epNET ) , historically referred to as carcinoid tumors) that enrolled
193 patients. Patients in both stadtes-cohorts were randomized 2: 1 to either the experimental arm of 60 mg cabozantinib daily
or placebo, respectively. The primary endpoint for both studies was PFS per RECIST v. 1. 1. In August 2023, enrollment into
the study was stopped, patients were unblinded and those on placebo were offered treatment with cabozantinib due to dramatic
improvements in PFS observed at interim analyses and based upon local investigator assessment. The data from CABINET
demonstrated that cabozantinib substantially prolonged the time to disease progression or death in both pNET (HR: 0. 27; 95 %
CI: 0. 14- 0.49; P < 0. 0001) and epNET (HR: 0. 45; 95 % CI: 0. 30- 0. 66; P < 0. 0001) cohorts, and that the safety profile of
cabozantinib observed in the trial was consistent with its known safety profile. In August 2024, we announced that the FDA
had accepted our SNDA seeking approval for cabozantinib to treat adult patients with previously treated, locally
advanced / unresectable or metastatic, well- or moderately differentiated pNET or epNET, granted standard review in
the U. S., and assigned a Prescription Drug User Fee Act (PDUFA) target action date of April 3, 2025. The medianPFES
-fer—paﬁeﬁfs—w-he-reeewed-FDA also granted orphan drug deslgnatlon to cabozantlmb was—1—1—4—meﬁths—t01 the treatment of

eeheﬁs— Detalled -ﬁ-ndmgs—ﬁnal results from CABIN ET were presented durlng a—the NETs and Endocrlne Tumours Ploﬁered
Paper Session at the ESMO Cengress-in-Oetober2623-2024 and were concurrently published in The New England Journal
of Medicine (NEJM) . We-are-In November 2024, we announced that our SNDA would be discussed at an Oncologic
Drugs Advisory Committee (ODAC) meeting in March 2025; however, in January 2025, we announced that the FDA
had notified us that our SNDA would no longer be the subject of diseussiftg— discussion at an ODAC. At these--- the
ASCO Gastrointestinal Cancers Symposmm in January 2025 (ASCO GI 2025), the Alliance presented results in 116
patients in the epNET cohort with th 9 stor-advanced gastrointestinal NET
showing that cabozantinib was associated with an improvement in PFS compared with placebo in this subgroup of
patients (PFS HR 0. 50 (95 % CI, 0. 28- 0. 88)). In 2024 1, the estimated prevalence of NET in the U. S. -was more than
+2-380 , 000 people are-diagnesed-with-INET-eaeh-year;-and approximately+7-between 161, 000 to 192 , 000 people are living
with the-disease-unresectable, locally advanced or metastatic NET . The number of people diagnosed with NET each year has
been increasing. Most NET take years to develop and grow slowly, but seme-grew-qutekly-eventually all patients with
advanced or metastatic NET will develop refractory and progressing disease . NET can develop in any part of the body as
epNET, but most commonly start in the gastrointestinal (GI) tract or in the lungs. The five- year survival rates for advanced GI-
NET and lung epNET are 68 % and 55 %, respectively. NET can also start in the pancreas as pNET. While less common, pNET
can be more aggressive and the five- year survival rate for advanced pNET is only 23 % . PDIGREE is a phase 3 trial led by
The Alliance that is enrolling 1, 046 intermediate- or poor- risk advanced RCC patients who have a clear cell component
in their tumors. All patients are initially treated with up to 4 cycles of induction ipilimumab combined with nivolumab.
Subsequently, patients are treated based on their response to the induction therapy. Patients achieving a complete
response (CR) continue on maintenance nivolumab, while patients with progressive disease (PD) are switched to
cabozantinib monotherapy. Patients who neither achieve a CR nor develop PD during induction are randomized 1: 1 to
either maintenance nivolumab or nivolumab in combination with cabozantinib 40 mg daily. The primary endpoint is OS,
while PFS, CR rate, ORR and safety are among the secondary endpoints . Pipeline Development Programs- Advancing
Exelixis’ Future Cancer Therapy Candidates To continue growing our pipeline, we are investing heavily in the identification,
exploration and advancement of new molecules that are clinically differentiated with the potential to improve the standard of
care for cancer patients. Several product candidates have progressed into clinical trials, including both small molecules and
biotherapeutics that we have discovered or in- licensed and believe have the potential to treat a variety of cancers. Below are
summaries of our current and planned clinical development activities outside of the cabozantinib franchise. Zanzalintinib
Development Program Zanzalintinib is a novel, potent, sext-third - generation oral TKI that targets VEGF receptors, MET and
the TAM kinases (TYRO3, AXL and MER) implicated in cancer’ s growth and spread, and is our first in- house compound to
enter the clinic following our re- initiation of drug discovery activities in 2017. Zanzalintinib has a pharmacokinetic half- life of
approximately one day, supporting once- daily dosing, which could translate into more effective management of adverse




events and a potentially favorable safety profile compared with other VEGF- receptor TKIs. Taken together with the promising
anti- tumor activity, we believe zanzalintinib is positioned to be a best- in- class VEGF- receptor TKI in a wide range of solid
tumors when used as a monotherapy, as well as in combination regimens. Accordingly, we are evaluating zanzalintinib in a
growing development program that builds on our prior experience with cabozantinib ;whieh-we-believereduees-programrisk
and targets indications with high unmet need . Beyond our We-have-alse-cstablished collaborations and-, we will continue to
explore additional opportunities for novel combinations with zanzalintinib with-the-goal-ofimprovingstandards-ofeare-.
STELLAR- 001- Advanced Solid Tumors. Initiated in 2019, STELLAR- 001 is a multicenter phase 1b /2 clinical trial
evaluating the pharmacokinetics, safety, tolerability and prel1m1nary anti- tumor activity of zanzalintinib ~STEEEAR—06+-was
ittatedHr264+9-and is divided into dose- escalation and expansion phases designed to evaluate zanzalintinib both as a
monotherapy and in combination with atezolizumab in a variety of solid tumors. We previously presented data from STELLAR-
001 during poster sessions at the 2022 ESMO Congress, which demonstrated preliminary clinical activity s-similar to that
observed with cabozantinib, across a range of solid tumors and dose levels, with a manageable safety profile. The phase 2
recommended dose for both monotherapy zanzalintinib and zanzalintinib in combination with atezolizumab was determined to
be 100 mg once daily. Enrollment into the STELLAR- 001 expansion cohorts for clear cell RCC, nceRCC nen—eleareeH-REC-,
hormone- receptor positive breast cancer, nCRPC and eelereetal-eaneerCRC ¥is complete, and we reeently-presented initial
results evaluating monotherapy zanzalintinib in patients with previously treated clear cell RCC during the Oral Abstracts session
at the International Kidney Cancer Symposium (IKCS) in November 2023. At a median follow- up time of 8. 3 months, the
findings demonstrated an ORR of 38 % per RECIST v. 1. 1 for the entire ser—clear cell RCC cohort of 32 patients, including an
ORR of 57 % among the 14 patients who were not previously treated with cabozantinib; the disease control rate was 88 %. The
ORR for the 26 patients who had received prior VEGF receptor- TKIs was 35 %, including responses in four of the 17 patients
(24 %) who had received prior cabozantinib. Preliminary results from a randomized expansion cohort of patients with
metastatic CRC (n =107) from STELLAR- 001 were presented at the ASCO GI 2025. In the overall population, all
efficacy parameters, ORR, PFS and OS, favored the combination of atezolizumab plus zanzalintinib versus zanzalintinib
monotherapy (PFS HR 0. 65 (95 % CI, 0. 42- 0. 99); OS HR 0. 89 (95 % CI, 0. 56- 1. 42)). With median FeHew-follow —up
eontintes-times of approximately 19 months for both arms, the ORR was 7. 4 % vs. 1. 9 %. In a subgroup analysis of
patients without liver metastases (n = 17 in each arm), ORR, PFS and OS also favored the combination of atezolizaumab
plus zanzalintinib versus zanzalintinib monotherapy (PFS HR 0. 37 (95 % CI, 0. 15- 0. 91); OS HR 0. 74 (95 % CI, 0. 27-
2. 04)). In this eohert-subgroup, the ORR as-was well-as-the-othereompleted-eoherts-and-we-17. 6 % vs 5.9 %. We continue
to be encouraged by zanzalintinib’ s emerging safety-tolerability and effteaey-activity profile, both as a monotherapy and in
combination with ICIs. STELLAR- 002- Advanced Solid Tumors. In December 2021, we initiated STELLAR- 002, a
multicenter phase 1b /2 clinical trial evaluating the safety, tolerability and efficacy of zanzalintinib in combination with either
nivolumab, nivolumab and ipilimumab, or a fixed- dose combination of nivolumab and relatlimab, a lymphocyte activation
gene- 3- blocking (LAG- 3) antibody developed by BMS. STELLAR- 002 is divided into dose- escalation and expansion
phases. We have established recommended doses of zanzalintinib for these combination regimens and are exploring them in a
drverse array of solid tumor expansron cohorts 1nclud1ng Clear cell RCC, neeRCC nen—eleareeHReec-, HCC, mCRPC and

. The pfnﬁafy—key efﬁcacy endpornts feﬁﬂ&e—e*pa-nﬁeﬁ-phase

paﬁieu-}aietumeietypes—m—t-he—study— Monotherapy zanzalrntrnrb may also be evaluated to support regulatory requrrements for
dosing and contribution of components. We anticipate initial clinical data readouts from STELLAR- 002 in the first half of

2025. STELLAR- 009- Advanced Clear Cell RCC and Other Solid Tumors. In December 2023, we initiated STELLAR- 009, a
targeted anopen—abelphase 1b /2 trial evaluating the safety, tolerability and pharmacokinetics of zanzalintinib in combination
with AB521, an inhibitor of the-transeriptierrhypoxia- inducible factor - 2 alpha ( HIF- 2 o) developed by Arcus Biosciences,
Inc. (Arcus) . In September 2024 , inpatients-we halted enrollment following the ]Oll'lt decision between us and Arcus to
wind down the study and end our clinical collaboration given the two companies’ differing strategies with advaneed-sotid
t&mers—mel-udmg—elea%eel—l—respect to potentlal TKI HIF comblnatlon reglmens to treat RCC —S%E—I:Iﬁ;—R-—G%—rs—dwrée&

303 CRC. In June 2022 we 1nrt1ated STELLAR 303 a global mult1center randomrzed open label phase 3 prvotal trial
evaluating zanzalintinib in combination with atezolizumab versus regorafenib in patients with metastatic , refractory non-
microsatellite instability- high or non- mismatch repair- deficient CRC whe-have-progressed-after-or-. We announced
completlon of enrollment 1nt0 STELLAR- 303 in August 2024 and prellmmary results are expected in -rnte-lef&nt—te—t-he

-&%S—st&tus—wﬁh—&ppre*m&atel—y—}é@-ef—t-hese——— the second half p&ﬁeﬂts—sheﬁ&ng-ne—eﬂdeﬁee—of hvelemetastases—lﬂls
dependent on study event rates . Patients are betng-randomized 1: 1 to the experimental arm of zanzalintinib in combination
with atezolizumab or to the control arm of regorafenib. Under the amended trial protocol, the primary efficacy endpoint for
STELLAR- 303 is OS in those patients without liver metastases, followed by and-the-keyseeondary-effieaeyendpointis-OS in
the full intent- to- treat population. Additional seeendary-key endpoints include investigator- assessed PFS, ORR and DOR per
RECIST v. 1. 1 in each population. CRC is the third most common cancer and the third- leading cause of cancer- related deaths
in the U. S. According to the American Cancer Society, approximately +53-154 , 000 new cases will be diagnosed in the U. S.
and around 53, 000 people will die from the disease in 2624-2025 . CRC is most frequently diagnosed among people aged 65-
74 and is more common in men and those of Afriean-non- Hispanic American Indian / Alaska Native descent. Nearly a quarter
of CRC cases are diagnosed at the metastatic stage, at which point the five- year survival rate is just 15 %. It has been estimated
that approximately 40- 52 % of metastatic CRC cases exhibit a RAS mutation. STELLAR- 304- Non- Clear Cell RCC. In



December 2022, we initiated STELLAR- 304, a global, multicenter, randomized, open- label phase 3 pivotal trial evaluating
zanzalintinib in combination with nivolumab versus sunitinib in previously untreated patients with advanced nccRCC nen—elear
ee-REE-. The trial aims to enroll approximately 291 patients at approximately 173 sites globally by mid- 2025 . Patients are
being randomized 2: 1 to the experimental arm of zanzalintinib in combination with nivolumab or to the control arm of sunitinib,
respectively. The primary efficacy endpoints for STELLAR- 304 are BIRC- assessed PFS and ORR per RECIST v 1. 1. The
secondary efficacy endpoint is OS. Based on current enrollment status in the trial, the primary endpoint of PFS is expected
to be available in the second half of 2025, dependent on study event rates. Non- clear cell RCC represents about 25 % of
RCC cases 7. Many of the therapies approved for advanced nccRCC are predominately based on data from ccRCC
studies because nccRCC tumors are histologically diverse and rare in occurrence with historically fewertreatmentoptions
avatlable-and-poorer—- poor outcomes eompared-with-eleareeHREE-. STELLAR- 305- Squamous Cell Cancers of the Head
and Neck (SCCHN). In December 2023, we initiated STELLAR- 305, a global, multicenter, randomized, double- blinded phase
2 / 3 pivotal trial evaluating zanzalintinib in combination with pembrolizumab, an anti- PD- 1 ICI developed by Merck & Co.,
Inc. (Merck & Co.), versus monotherapy pembrolizumab in patients with previously untreated PD- L1- positive recurrent or
metastatic SCCHN. The trial aims to enroll approximately $66-600 patients at approximately 215 sites globally and enrollment
is ongoing . Patients will be randomized 1: 1 to receive zanzalintinib in combination with pembrolizumab or placebo in
combination with pembrolizumab. The primary efficacy endpoints for STELLAR- 305 are BIRC- assessed PFS per RECIST v.
1. 1 and OS. Secondary endpoints include investigator- assessed PFS per RECIST v. 1. 1 and ORR and DOR per RECIST v. 1.

1 as assessed by both BIRC and the investigator. SC CHN comprises head and neck cancers that begin in the squamous cells that
line the mucosal surfaces of the head and neck. Accounting for about 90 % of all head and neck cancers, SCCHN is classified by
its location: it can occur in the oral cavity, oropharynx, nasal cavity and paranasal sinuses, nasopharynx, larynx or hypopharynx.
Approximately 50, 000 new cases of SCCHN are diagnosed in the U. S. every year, and SCCHN is more common among men
and people over the age of 50. Depending on the site of the cancer and #he-level of metastases, the five- year survival rate for
metastatic SCCHN ranges from 4- 35 %. Beyond STELLAR- 303, STELLAR- 304 and STELLAR- 305, we intend to initiate

addltlonal ear ly sta;:e and pivotal trials ev aluatum zanzalmtmlb -rn—ﬂevel—eeﬂabma&eﬁ—feg-rmeﬂs—auoss a bIOdd array of future

development-and-progresston—-Adfter-binding— lncludmg STELLAR feiPF—eﬁttﬂ&er—eeHs%éBGGQ—ts—m’fefna}rzed—and—&re—MiH

payleadts tre-intargete . tered 311 generation- ADCthat
ages-proprieta 5 pa ased-on-promistng-preelinteal-data-, a planned phase 3 pivotal trial

evaluatlng zanzalmtmlb versus everohmus as a ﬁrst oral therapy in patlents with advanced NET, regardless of site of

origin, which we anticipate will commence exereised-ourexehasive-option-to-tieenseXB062-in Deeember-the first half of
2626-2025 and-assumed-responsibility for-all-stubsequent-. To further expand our exploration of the clinical potential of

zanzalintinib, in October 2024, we announced our entry into a clinical development efXB662-collaboration with MSD
International Business GmbH, known as Merck within the United States and Canada (Merck) to evaluate zanzalintinib
in combination with KEYTRUDA ® (pembrolizumab) in SCCHN and in combination with WELIREG ® (belzutifan),
Merck' s oral HIF- 2a inhibitor, in RCC. Under the collaboration, Merck will supply KEYTRUDA for our ongoing
phase 3 STELLAR- 305 trial in SCCHN . In addition Beeember2062+-, Merck will sponsor a phase 1 /2 trial and two
phase 3 pivotal trials in RCC; Merck will fund one of these phase 3 studies, and we will co amended-otragreement-with

leonte-to-aequire-broadrightsto-use-the-ant— fund the phase 1 /2 study and the TF-antibody-tsedinXB062-for-any
apphea-t—teﬂ—rﬂel-ud-rﬂg—eeﬂjﬁgafed-te-othm pay}eads—phase 3 study as well as supply zanzalmtlnlb and cabozantmlb We




ation her-than-these-eurrentlya eommeretaly-availab seting-theraptes—. X1.309 Development
Program In September 2023, we entered into an exelu%lve global heen%e agreement W1th Insilico Medlclne US, Inc. and its
affiliate, Insilico Medicine Hong Kong Limited, along with their parent company and certain other affiliated entities
(individually and collectively referred to as Insilico). The agreement with Insilico grants us global rights to develop and

commercialize XL309 HermerlyISM3091)-, a potentially best- in- class small molecule inhibitor of USP1, swhieh-has-emerged
as-a synthetic lethal target in the context of BRCA- mutated tumors —Fhe-FDA-eleared-the-nitiaHHIND-for XE309-for-the

treatmentofpattents-with-selid-tumers-AprH2623- X1.309 is currently being evaluated in a phase 1 clinical trial to explore its
pharmacokinetics, safety, tolerability and preliminary anti- tumor activity in patients with advanced solid tumors as a
monotherapy and in combination with olaparib, PARP1 /2 inhibitor . and enrollment is ongoing. Our-prieritiesfor-X1309

inelude-aceelerating-tts-development-as-has apotential therapy-for-in patients whose tumors t-h&t—h&ve—beeeme—refrae’few—are no
longer responsive to PARP inhibitors (PARP1), including ferms-efovarian, breast and prostate cancers ypursaig-. XL309 also

has potential in combination with PARPi eembinatienregimens;-agents to deepen and petentially-moving-prolong the
response seen to PARPI, as well as to broaden the activity beyond that observed in the PARP+marketinto-newpatient
patients populations-with tumors that harbor a BRCA1 /2 mutation. Exelixis plans to present data from the XL.309
program at a scientific meeting in 2025 . For more information on the Insilico license agreement, see *“ — Collaborations and
Business Development Activities — Research Collaborations and In- licensing Arrangements —Jastiee-. ” ADU- 1805
Development Program In November 2022, we executed an exclusive option and license agreement and clinical development
collaboration with Sairopa B. V. (Sairopa) providing us with the right to exclusively in- license ADU- 1805, a clinical- stage and
potentially best- in- class mAb developed by Sairopa that targets SIRPa. In February 2023, the FDA cleared the initial IND for
ADU- 1805 to evaluate the safety and pharmacokinetics of ADU- 1805 in adults with advanced solid tumors. ADU- 1805 is
currently being evaluated in a phase 1 clinical trial to explore its pharmacokinetics, safety, tolerability and preliminary anti-
tumor activity in patients with advanced or metastatic refractory solid tumors , and enrollment is ongoing . The ADU- 1805
study includes fatare-plans to investigate the compound’ s potential in combination with approved ICIs , including
pembrolizumab . For more information on the Sairopa option arrangement, see “ — Collaborations and Business Development
Activities — Research Collaborations and In- licensing Arrangements —Sairepa-. ” XE+62-A complete listing of all ongoing
trlals can be found at www. ClmlcalTrlals gov Termmatlon of CBX- 12 and XB002 Development Pfegfafn—Programs aﬂd-

collaboratlon agreement metastaﬂe—sehé
8 . executed in we-have
A November 2022 vwe-exeetted

a-n—exe}usive-eeﬂﬁsef&t-ieﬁ—agfeemeﬂt—wuh Cybrexa The1 apeut1e% LLC (Cybrexa) pf@ﬂdrﬁg—us- and relinquish all rights with
respect theright-to aequire-CBX- 12 (alphalexTM exatecan), a clinical- stage, first—n—elass-peptide- drug conjugate that

utilizes Cybrexa’ s proprietary alphalex technology to enhance delivery of exatecan s-a-highly-petent;-seeond—generation
topoisomeraseHnhibitor—to tumor cells. €BX—12-In August 2024, we announced that we will discontinue the development
of XB002, our tissue factor (TF) targeting ADC, as part of our portfolio prioritization efforts. Based on available data,
the compound is unlikely to improve upon tisotumab vedotin or other competitor TF- targeting ADCs currently being

evalaated-in a-development. We plan to disclose data from the phasc | JEWEL elinieat-trial-to-explore-itspharmacokineties;

safety;-tolerability-and-preliminary-anti— 101 study, evaluating XB002 tamer-aetivity-at-various-doses-and-sehedules-in patients
withradvaneed- advance or-metastatierefraetorysolid tumors , at a later date . We eleeted-plan to terminate-otr-eoltaberation

reallocate resources to new plvotal trlals W1th Gy%fe*a—m—}&ﬁuaw—z-e%#zanzalmtlmb advanclng XL309 and our growmg
pipeline subse attrig 5is -6 : A d
W%ﬂw—el-rmea-FPH&}s—gev— Expan%lon of the Exehxw Plpehne Increa@lng the numbe1 of novel anti- cancer agent% in our pipeline
is essential to our overall strategy and business goals. We are working to expand our oncology product pipeline through drug
discovery efforts, which encompass our diverse biotherapeutics and small molecule programs exploring multiple modalities and
mechanisms of action. This approach provides a high degree of flexibility with respect to target selection and allows us to
prioritize those targets that we believe have the greatest chance of yielding impactful therapeutics. As part of our strategy, our
drug discovery activities have included and continue to include research collaborations, in- licensing arrangements and other
strategic transactions that collectively incorporate a wide range of technology platforms and assets and increase our probability
of success. As of the date of this Annual Report on Form 10- K, we expect to progress up twe— to three new development
candidates into preclinical development during 2624-2025 . We will continue to engage in pipeline expansion initiatives with the
goal of discovering, acquiring and / or in- licensing promising investigational oncology assets and then further characterize and
develop them utilizing our established preclinical and clinical development infrastructure. Biotherapeutics Programs We are
advancing a variety of biotherapeutics that have the potential to become anti- cancer therapies, including bispecific antibodies
and ADCs. ADCs in particular present a unique opportunity for new cancer treatments, given their capabilities to deliver anti-
cancer drug payloadq to targetq W1th increased preemon while munmlzmg 1mpact on healthy tissues. We T—hts—&ppfeaeh—has

arrangements and entered into other qtrateglc tran%actlon@ almed at conserving capltal and managing rlﬂkq that prov1de us with



access to antibodies, binders, payloads and conjugation technologies, which are the components employed to generate next-
generation ADCs or multispecific antibodies. In addition to the option deal with Sairopa, some of our active research
collaborations for biotherapeutics programs include collaborations with: « Adagene Inc. (Adagene), which is focused on using
Adagene’ s SAFEbodyTM technology to develop novel ma%ked ADC% or other 1nnovat1ve blotherapeuuc% with potenual for

improved therapeuue index; ¢ Catalent, Inc. ood
(tndiﬂ&uﬂl—ly—and-eelleetwel-y—fefeffed—te—as—Catalent) which is focused

on the dlqcovery and development of multiple ADC% using Catalent’ s proprietary SMARTag ® site- specific bioconjugation
technology; and ¢ Invenra, Inc. (Invenra), which is focused on the discovery and development of novel binders and multispecific
antibodies for the treatment of cancer. We have made significant progress under our these-and-etherresearch collaborations and
in- licensing arrangements and believe we will continue to do so in %92-4—2025 and future years. F or example, in August 2024
based-onrpromisingpreelinteat-datafor XB0662-, we announced exereise ption e
-Beeenaber—l*(—)%(—)—a-nd—rrn&ated—the J—E—\VE—I:-—l—G—l—lnltlatlon of a phase 1 clinical trial evaluatmg -rn—}une%@%l—l:eleadd-r&ena-l

- XB010 , see“—ZExelixisDevelopmentPrograms—
P—rpelrne—Bevelepment—Pfegfams-ﬁdvaﬁemg—E*ehﬂs-both as a monotherapy and in combination with pembrolizumab, in
patients with advanced solid tumors, following the FDA ° s acceptance Futt&e—G&nee#Phef&py-Gaﬂdidate'HéB%%
DevelopmentProgranm—Also;as-a-direetresult-of our g biotherapeuties

eandidates-toward-potential-IND application filings-12624-, %925—and %926—enrollment is ongomg XBO010 is %Bé%S—
XB3H;XBO64andXBO33—=XBO+6;-our first ADC advanced 1nternally ,—and cons1sts of an MMAE payload conjugated toa

mAb targets-targeting the tumor antigen 5T4 . XB010 and v

using Catalent” s SMARTag site- specific bioconjugation platform , and its 5T4 targetlng mAb was dlscovered in
collaboration with Invenra. As a direct result of these arrangements, we are advancing four biotherapeutics development
candidates toward potential IND filings in 2025 and 2026: XB628, XB371, XB064 and XB033 . XB628 is a bispecific
antibody that targets PD- L1 and natural killer cell receptor group 2A (NKG2A), identified as key regulators of natural killer cell
activity, and was discovered, in part, in collaboration with Invenra. XB371 is a next- generation TF- targeting ADC that consists
of a is-differentiated-from=XB062-by-its-topoisomerase inhibitor payload ;-conjugated to a mAb targeting TF and was
discovered, in part, in collaboration with Catalent. XB064 is a high- affinity mAb that targets immunoglobin- like transcript 2
(ILT2), which is associated with resistance to PD- 1 pathway inhibitors, with potential to combine broadly with our internal
pipeline and approved immunotherapy agents, and was discovered, in part, in collaboration with Invenra. XB033 is an ADC
targeting the tumor antlgen -H:l—3-Ra2—IL13Ra2 and was dlqcovered 1n part in collaboration Wlth Invenra and Catalent —l-n

eel-labef&t—ten—vs&t-h—l-nveﬁfa— F or addmonal 1nf0rmat10n on the%e qpec1ﬁc reqearch collabmatlom and in- hcenqmg alrangement%
related to our biotherapeutics programs, see “ — Collaborations and Business Development Activities — Research
Collaborations and In- licensing Arrangements. ”” Small Molecule Programs Since its formation in 2000, our drug discovery
group has advanced over 25 compounds to the IND- stage, either independently or with collaboration partners, and today we
deploy our drug discovery expertise to advance small molecule programs toward and through preclinical development. These
efforts are led by our experienced scientists, including some of the same scientists who led the efforts to discover cabozantinib,
cobimetinib and esaxerenone, each of which are now commercially distributed drug products. The furthest along of our
internally- discovered small molecule product candidates is zanzalintinib, which is now being evaluated in phase 3 clinical trials
, followed by XL495 Whlch 1s belng evaluated ina phase 1 cllnlcal trial . We afe—also adva—nerng—a—smal—l—meleeiﬂe

phafmaeek&tet—ies.—ln—add-i—tien—we—augment our imall molecule dlseovery actlvme% through research collaboraﬂoni and in-
licensing arrangements swith-othe sagedin-small-molee overy-. Mostreeently-An example of this is
XL309 , in- se-licensed from agreementwith-Insilico ;grantingus

g-lebal—rig-hts—te—develep—and currently bemg evaluated eemmefenal-rze%b}@)—a-petenﬁa-l-ly—best—m a -elass—sma-H—n&e-leeu-le
-rnhnbtte%e#U—S-P—l—whteh—has—phase 1 cllnlcal trial emerge

1nforn1
Programs — Advancing Exelixis’ F uture Cancer The1 apy Candidates — XL309 Development Program " inRartTtemt-ofthis
AnntalRepert-enForm10-I5-and for additional information on our research collaborations and in- licensing arrangements
related to our small molecule programs, see “ — Collaborations and Business Development Activities — Research
Collaborations and In- licensing Arrangements. ”” We also continue to make progress on multiple lead optimization programs for
inhibitors of a variety of targets that we believe play significant roles in tumor growth, and we anticipate that some of these other
programs could reach development candidate status in 2024-2025 and beyond. We have established multiple collaborations with
leading biopharmaceutical companies for the commercialization and further development of the cabozantinib franchise -
Additionally-, as well as we-have-made-eonstderable-progress-unde stirg-research collaborations and in- licensing
arrangements to fuft-her—enhance our early qtage plpehne and expand our ablhty to dlqcover —develep—&nd—eenﬁmefeia-lﬂe—novel

develepment—efferts— Under our commercml collaborations, we are entitled to receive m1le§t0ne§ and royalt1e§ or, in the case of
cobimetinib, royalties from sales outside the U. S. and a share of profits (or losses) from commercialization in the U. S. Under
our research collaborations and in- licensing arrangements, we are obligated to pay milestones and royalties to our various



partners. Ipsen Collaboration In February 2016, we entered into a collaboration and license agreement with Ipsen for the
commercialization and further development of cabozantinib. Under the collaboration agreement, Ipsen received exclusive
commercialization rights for current and potential future cabozantinib indications outside of the U. S., Canada and Japan. The
collaboration agreement has been subsequently amended on multiple occasions, including in December 2016 to include
commercialization rights in Canada. We have also agreed to collaborate with Ipsen on the development of cabozantinib for
current and potential future indications. The parties’ efforts are governed through a joint steering committee and appropriate
subcommittees established to guide and oversee the collaboration’ s operation and strategic direction; previded;-however, that
we retain final decision- making authority with respect to cabozantinib’ s ongoing development. In consideration for the
exclusive license and other rights contained in the collaboration agreement, including commercialization rights in Canada, Ipsen
paid us aggregate upfront payments of $ 210. 0 million in 2016. As of December 31, 2623-2024 , we achieved aggregate
milestone payments of $ 489-654 . 5-2 million related to regulatory and commercial progress by Ipsen since the inception of the
collaboration agreement , including (a) a commercial milestone payment during 2024 for $ 150. 0 million based on Ipsen
achieving $ 600 million in cumulative net sales of cabozantinib in its related license territory over four consecutive
quarters; (b) a CAD $ 3. 0 million commercial milestone payment from Ipsen upon its achievement of CAD $ 30. 0
million in cumulative net sales of cabozantinib over four consecutive quarters in Canada; and, (c) a $ 12. 5 million
regulatory milestone payment from Ipsen upon submission of a variation application to the EMA for evaluating
cabozantinib versus placebo in patients with either advanced pNET or advanced epNET who experienced progression
after prior systematic therapy . We are also eligible to receive future development and regulatory milestone payments from
Ipsen, totaling an aggregate of $ 49-7 . 5-0 million upon additional approvals of cabozantinib in future indications and / or
jurisdictions, as well as contingent payments of up to $ 3568-200 . 0 million and CAD $ 26-23 . 5 million associated with future
sales milestones. We will further receive royalties on net sales of cabozantinib by Ipsen outside of the U. S. and Japan. We are
entitled to receive a tiered royalty of 22 % to 26 % on annual net sales, with separate tiers for Canada; these 22 % to 26 %
royalty tiers reset each calendar year. As of December 31, 2623-2024 , we have earned royalties of § 547671 . 9 million on net
sales of cabozantinib by Ipsen since the inception of the collaboration agreement. We received notification that, effective
January 1, 2021, Royalty Pharma plc (Royalty Pharma) acquired from GlaxoSmithKline (GSK) all rights, title and interest in
royalties on total net sales of any product containing cabozantinib for non- U. S. markets for the full term of the royalty and for
the U. S. market through September 2026, after which time U. S. royalties will revert back to GSK. Accordingly, and consistent
with our historical agreement with GSK, we are required to pay a 3 % royalty to Royalty Pharma on total net sales of any
product containing cabozantinib, including net sales by Ipsen. We are responsible for funding cabozantinib- related
development costs for those trials in existence at the time we entered into the collaboration agreement with Ipsen; global
development costs for additional trials are shared between the parties, with Ipsen reimbursing us for 35 % of such costs,
provided Ipsen chooses to opt into such trials. In accordance with the collaboration agreement, Ipsen has opted into and is co-
funding certain clinical trials, including: CheckMate- 9ER, COSMIC- 021, COSMIC- 311, COSMIC- 312, CONTACT- 01 and
» CONTACT- 02 and CABINET . We remain responsible for manufacturing and supply of cabozantinib for all development
and commercialization activities under the collaboration agreement. We Relatedly;-we-entered into a supply agreement with
Ipsen to supply finished and labeled drug product for distribution in the territories outside of the U. S. and Japan for the term of
the collaboration agreement as well as a quality agreement that provides respective quality responsibilities for the
aforementioned supply. At Furthermererat-the time we entered into the collaboration agreement, the parties also entered into a
pharmacovigilance agreement, which defines each partner’ s responsibilities for safety reporting. The pharmacovigilance
agreement alse-requires us to maintain the global safety database for cabozantinib. To meet our obligations to regulatory
authorities for the reporting of safety data from territories outside of the U. S. and Japan from sources other than our sponsored
global clinical development trials, we rely on data collected and reported to us by Ipsen. Unless earlier terminated, the
collaboration agreement has a term that continues, on a product- by- product and country- by- country basis, until the latter—-
later of (1) the expiration of patent claims related to cabozantinib, (2) the expiration of regulatory exclusivity covering
cabozantinib or (3) ten years after the first commercial sale of cabozantinib, other than COMETRIQ. The supply agreement will
continue in effect until expiration or termination of the collaboration agreement. The collaboration agreement may be terminated
for cause by either party based on uncured material breach of either the collaboration agreement or the supply agreement by the
other party, bankruptcy of the other party or for safety reasons. We may terminate the collaboration agreement if Ipsen
challenges or opposes any patent covered by the collaboration agreement. Ipsen may terminate the collaboration agreement if
the FDA or BurepeanMedieiesAgeney(-EMA jorders or requires substantially all cabozantinib clinical trials to be
terminated. Ipsen also has the right to terminate the collaboration agreement on a region- by- region basis after the first
commercial sale of cabozantinib in advanced RCC in the given region. Upon termination by either party, all licenses granted by
us to Ipsen will automatically terminate, and, except in the event of a termination by Ipsen for our material breach, the licenses
granted by Ipsen to us shall survive such termination and shall automatically become worldwide, or, if Ipsen were to terminate
only for a particular region, then for the terminated region. Following termination by us for Ipsen’ s material breach, or
termination by Ipsen without cause or because we undergo a change of control by a party engaged in a competing program,
Ipsen is prohibited from competing with us for a period of time. Takeda Collaboration In January 2017, we entered into a
collaboration and license agreement with Takeda, as subsequently amended to, among other things, modify the amount of
reimbursements we receive for costs associated with our required pharmacovigilance activities and milestones we are eligible to
receive, as well as modify certain cost sharing obligations related to the Japan- specific development costs associated with
CONTACT- 01 and CONTACT- 02. Under the collaboration agreement, Takeda has exclusive commercialization rights for
current and potential future cabozantinib indications in Japan, and the parties have agreed to collaborate on the clinical
development of cabozantinib in Japan. The operation and strategic direction of the parties’ collaboration is governed through a



joint executive committee and appropriate subcommittees. In consideration for the exclusive license and other rights contained
in the collaboration agreement, we received an upfront payment of $ 50. 0 million from Takeda in 2017. As of December 31,
2023-2024 , we have also achieved aggregate milestone payments of § 138 0 mrlhon related to regulatory and commercral
progress by Takeda srnce the 1ncept10n of the collaboratlon agreement retuding-one-eon : yes

are ehgrble to receive addrtronal regulatory and development mrlestone payments, wrthout hm1t for additional potentlal future
indications. We are further eligible to receive commercial milestones, including milestone payments earned for the first
commercial sale of a product of $ 108. 0 million. We also receive royalties on the net sales of cabozantinib in Japan. We are
entitled to receive a tiered royalty of 15 % to 24 % on the initial $ 300. 0 million of net sales, and following this initial $ 300. 0
million of net sales, we are then entitled to receive a tiered royalty of 20 % to 30 % on annual net sales thereafter; these 20 % to
30 % royalty tiers reset each calendar year. As of December 31, 2023-2024 , we have earned royalties of $ 34-47 . 2-1 million on
net sales of cabozantinib by Takeda since the inception of the collaboration agreement. Consistent with our historical agreement
with GSK, we are required to pay a 3 % royalty to Royalty Pharma on total net sales of any product containing cabozantinib,
including net sales by Takeda. Except for CONTACT- 01 and CONTACT- 02, Takeda is responsible for 20 % of the costs
associated with the cabozantinib development plan’ s current and future trials, provided Takeda opts into such trials, and 100 %
of costs associated with the cabozantinib development activities that are exclusively for the benefit of Japan. In accordance with
the collaboration agreement, Takeda has opted into and is co- funding certain clinical trials, including: CheckMate- 9ER; certain
cohorts of COSMIC- 021; CONTACT- 01; and CONTACT- 02. Under the collaboration agreement, we are responsible for the
manufacturing and supply of cabozantinib for all development and commercialization activities under the collaboration
agreement. We Relatedly;-we-entered into a clinical supply agreement covering the supply of cabozantinib to Takeda for the
term of the collaboration agreement, as well as a quality agreement that provides respective quality responsibilities for the
aforementioned supply. At Furthermererat-the time we entered into the collaboration agreement, the parties also entered into a
safety data exchange agreement, which defines each partner’ s responsibility for safety reporting. This agreement alse-requires
us to maintain the global safety database for cabozantinib. To meet our obligations to regulatory authorities for the reporting of
safety data from Japan from sources other than our sponsored global clinical development trials, we rely on data collected and
reported to us by Takeda. Unless earlier terminated, the collaboration agreement has a term that continues, on a product- by-
product basis, until the earlier of (1) two years after first generic entry with respect to such product in Japan or (2) the later of
(A) the expiration of patent claims related to cabozantinib and (B) the expiration of regulatory exclusivity covering cabozantinib
in Japan. The collaboration agreement may be terminated for cause by either party based on uncured material breach by the
other party, bankruptcy of the other party or for safety reasons. We may terminate the agreement if Takeda challenges or
opposes any patent covered by the collaboration agreement. After the commercial launch of cabozantinib in Japan, Takeda may
terminate the collaboration agreement upon twelve months’ prior written notice following the third anniversary of the first
commercial sale of cabozantinib in Japan. Upon termination by either party, all licenses granted by us to Takeda will
automatically terminate, and the licenses granted by Takeda to us shall survive such termination and shall automatically become
worldwide. In February 2017, we entered into a clinical trial collaboration agreement with BMS for the purpose of exploring the
therapeutic potentlal of cabozantrmb in combination Wrth BMS’ s IClIs, nlvolumab and / or 1p1hmumab to treat a Varrety of types
of cancer. As he-eolaberation plet-eombination b

agreement with BMS each party granted to the other a non- excluswe worldwrde (wrthm the collaboratlon territory as defined
in the collaboration agreement and its supplemental agreements), non- transferable, royalty- free license to use the other party’ s
compounds in the conduct of each clinical trial. The parties’ efforts are governed through a joint development committee
established to guide and oversee the collaboration’ s operation. Each trial is conducted under a combination IND application,
unless otherwise required by a regulatory authority. Each party is responsible for supplying finished drug product for the
applicable clinical trial, and responsibility for the payment of costs for each such trial will be determined on a trial- by- trial
basis. Following the FDA’ s approval of CABOMETY X in combination with nivolumab as a first- line treatment of patients
with advanced RCC, we and BMS commenced the commercial launch of the combination and have agreed to pursue
commercialization and marketing efforts independently. In February 2017, we entered into a master clinical supply agreement
with Roche for the purpose of evaluating cabozantinib and Roche’ s ICI, atezolizumab, in locally advanced or metastatic solid
tumors. Under this agreement swthReeke-, in June 2017, we initiated COSMIC- 021 and in December 2018, we initiated
COSMIC- 312. We were the sponsor of both trials, and Roche provided atezolizumab free of charge. Building upon
encouraging clinical activity observed in COSMIC- 021, in December 2019 we entered into a joint clinical research agreement
with Roche to fer-the-purpose-of-further evatuating-evaluate the combination of cabozantinib with atezolizumab in patients with
locally advanced or metastatic solid tumors, including in the CONTACT- 01, CONTACT- 02 and CONTACT- 03 studies. A #f
a-party to the joint chnlcal research agreement that proposes any addrtronal combmed therapy trials beyond any ongoing phase
3 pivotal trials ;thejointelintealres ovid eh-propestng-party-must notify the other party and thatif
agreed to, ary-such additional combmed therapy trial erl become part of the collaboration 3 s 5orif not agreed to, the proposing
party may conduct such additional combined therapy trial independently, subject to specified restrictions set forth in the joint
clinical research agreement. Under the joint clinical research agreement, each party granted to the other a non- exclusive,
worldwide (excluding, in our case, territory already the subject of a license by us to Takeda), non- transferable, royalty- free
license, with a right to sublicense (subject to limitations), to use the other party’ s intellectual property and compounds solely as
necessary for the party to perform its obligations under the joint clinical research agreement. The parties’ efforts are governed
through a joint steering committee established to guide and oversee the collaboration and the conduct of the combined therapy




trials. Each party is reaponsrble for providing , and bearing the cost of, clinical supply for all combined therapy trials ;and-the
fl:he—el-tmeal-Clmlcal tr1al expeneeq for each jointly conducted combined
therapy trial agre e hefoin ¢ pent-are shared equally between the parties,
and t-he—el-tﬂ-tea-l—tﬂa-l—e*peﬂses—for eaeh addrtronal combmed therapy tr1al not agreed to be conducted jointly , underthejoint

elintealresearelragreement-are borne by the proposing party, except that the cost of clinical supply for all combined therapy
trials are borne by the party that owns the applicable product. Unless earlier terminated, the joint clinical research agreement

provides that it will remain in effect until the completion of all combined therapy trials under the collaboration, the delivery of
all related trial data to both parties, and the completion of any then agreed- upon additional analyses. The joint clinical research
agreement may be terminated for cause by either party based on any uncured material breach by the other party, bankruptcy of
the other party or for eafety reasons. Upon termination by either party, the licenses granted to each party will terminate upon
completron of any ongorng activities under the Jornt clinical reaeareh agreement. Zanzalintinib Clinical Collaborations We Fe

versiy e-potentia ptinibwe-have also entered into multiple collaboration and
supply agreements to evaluate zanzalintinib in various Combrnatlon trials, including with Roche’ s atezolizumab, BMS’
nivolumab, ipilimumab and relatlimab and Areas-Merck ° AB524+-s pembrolizumab and belzutifan . These agreements
facilitate the efficient exploration of the safety-tolerability and effieaey-activity of zanzalintinib in combinations with a variety
of established cancer therapies as we continue to build a broad development program for zanzalintinib. For descriptions of our
ongoing clinical trials evaluating zanzalintinib in combination with other therapies, see “ — Exelixis Development Programs —
Pipeline Development Programs —— Advancing Exelixis’ Future Cancer Therapy Candidates — Zanzalintinib Development
Program. ” As part of our pipeline expansion efforts, we have entered several research collaborations and in- licensing
arrangements, as well other strategic transactions that collectively incorporate a wide range of technology platforms and assets
and increase our probability of success. More recently, we have focused our business development activities on late preclinical
and early- stage clinical assets that align with our oncology drug development, regulatory and commercial expertise, and that
have immediate-potential as product candidates to treat cancer patients, including the following: ¢ Sairopa. In November 2022,
we entered into an exclusive optron and license agreement and chmcal development collaboratron Wrth Sairopa to develop

agreement, we made an upfront payment to Sairopa, 1nclud1ng addrtronal payments for near- term mrleatone% in exchange for an
option to obtain an exclusive, worldwide license to develop and commercialize ADU- 1805 and other anti- SIRPa antibodies,
and for certain expenses to be incurred by Sairopa in conducting prespecified phase 1 clinical studies of ADU- 1805 during the
option period. Sairopa is eligible to receive additional development milestone payments during the option period. Following the
completion of the prespecified clinical studies, we have the right to exercise our option upon payment of an option exercise fee.
Upon option exercise, Sairopa will be eligible to receive additional development and commercial milestone payments, as well as
royalties on potential sales. ¢ Insilico. In September 2023, we entered into an exclusive global license agreement with Insilico.
Under the agreement Insilico granted us global r1ght§ to develop and Commercrahze XL309 —a—el-tmea-l-—stage—aﬁd—peteﬂﬁa-l—lry

is aleo elrgrble to receive future development commercial, and sales- based milestone payments as well as tiered royaltlea on
net sales. In the fourth quarter of 2023, we completed the transfer of stewardship of the ongoing phase 1 clinical trial evaluating
XL309 from Insilico to us. We continue to make progress on our various research collaborations and in- licensing arrangements
focused on our early- stage pipeline with the goal of advancing new candidates toward the clinic, including the following: *
Catalent. In September 2020, we entered into a collaboration and license agreement with Catalent to develop multiple ADCs
using Catalent’ s proprietary SMARTag site- specific bioconjugation technology. Under the September 2020 agreement, we
made an upfront payment in exchange for an exclusive option to license up to four targets using Catalent’ s ADC platform over
a three- year period. In addition, in August 2022 we exercised our right to extend the target selection term to five years and
nominate up to two additional targets for an additional payment. For each option we decide to exercise, we will be required to
pay an exercise fee, and will we-werd-then assume responsibility for all subsequent clinical development, manufacturing and
commercialization for that program. Catalent would then become eligible for potential development, regulatory and commercial
milestone payments, as well as royalties on potential sales. We have also committed to contribute research funding to Catalent
for discovery and preclinical development work. In Nevember-December 2622-2024 , we terminated entered-nto-a separate
license agreement with Catalent , previously entered into in November 2022, for three target programs . * Adagene. In
February 2021 we entered into a collaboratlon and llcense agreement with Adagene to utilize Adagene tead-antibody-and
e : v nt-" s SMARTag-SAFEbody technology sand-each
platform to generate masked versions of t-he—l-reensed—&n&bed-tes—has—petent—ral—mAbs from our growing preclinical pipeline
for the development of as—an—kBGADCs or other innovative blotherapeutlcs agamst Exellx1s- nominated targets biotogie
ooy . 0 vork. Under the Nevember2022
agreement we made an upfront payment in exehange for ﬂghts—an excluswe, worldWIde llcense to -t-he—t-h-ree—b-tet-herapeut-tes

programs—We-wil-fund-the-development—--- develop w

eomptete-and commercialize any potential ADC products generated in collaboratlon w1th Adagene w1th respect to an
initial target . after-whieh-as well as a second target we swill-may nominate during the collaboration term. For each target
that we nominate, we would then assume responsibility for all subsequent preelintealclinical development, manufacturing
and eemmeretal-aetivittes-commercialization for that program . Adagene is €atatent-wit-be-—cligible for potential
development regulatory and commerc1al mrle%tone paymentq as Well as royaltres on potentral ealeq - Adagene—nFebruary




peteﬁt—r&l—sa-les—-—lconre ln May 2019, we entered into an exelumve 0pt10n and l1een§e agreement Wrth leome to advanee an
innovative next- generation ADC program for cancer, leveraging Iconic’ s expertise in targeting TF in solid tumors. We later
amended this Under-the-original-May-26049-agreement -we-gatned-an-exelustve-option-to obtain broad rights to develop the
n- heense-licensed anti- XB6021eoniestead-TF antibodies —targetingADCprogrant, allowing us trexehangeforan
ttpffeﬁt—paymeﬁt—to advance l-eeﬁ-re—a-nd—a—eeﬁﬂﬁttmeﬁt—fe&preclmrcal development f&ndmg—Based—eﬁ—eﬂeet&agmg-pfeel-mea-l

i y of XB371 an ADC cons1st1ng
Ofr¢ i ; atree of eu%l—N—B—feHéB@@%—mAprﬂ%@%l—we—mﬁmfed—
topmsomerase payload conjugated phase+elmeal—ﬁ%&l—ef%€B992—m—Jtme%92—l—deﬂgned—to evaltate-tts-pharmacokineties;

these-eompantes-. * [nvenra. ln May 2018 we entered into a collaboratron and license agreement with lnvenra to discover and
develop multispecific antibodies for the treatment of cancer. Invenra is responsible for antibody lead discovery and generation
while we will lead IND- enabling studies, manufacturing, clinical development in single- agent and combination therapy
regimens, and future regulatory and commercialization activities. The collaboration agreement provides that we will receive an
exclusive, worldwide license to one preclinical, multispecific antibody asset, and that we will pursue multiple additional
discovery projects across three different programs during the term of the collaboration. In October 2019, we expanded our
collaboration to include the development of novel binders against six additional targets, which we can use to generate
multispecific antibodies based on Invenra’ s B- BodyTM technology platform, or with other platforms and formats at our option.
We amended the agreement again in March 2020 and January 2021 to enable the use of target binders in non- Invenra platform-
based modalities, such as ADC platforms, and to enable the development of biparatopic antibodies, respectively. Then in August
2021, we further expanded our collaboration to include up to 20 additional targets for biotherapeutics discovery and
development, for which we agreed to pay Invenra exclusivity payments and research program funding over a three- year period.
Under the collaboration, Invenra is eligible for project initiation fees and potential development, regulatory and commercial
milestone payments, as well as tiered royalties on net sales of any approved products. We also have the right to exercise options
with respect to certain of Invenra’ s other research programs in exchange for an option exercise payment, and Invenra is eligible
for milestone payments and royalties for any products that arise from these optioned research programs. In order to prioritize the
advancement of our deep-pipeline of clinical and near- clinical programs, we are-rebalaneing-rebalanced our investment
priorities and research and development resources toward our product development activities. Accordingly, in April 2024, we

eleeted—te—termma’fe-termmated eeﬁ&m—e-ﬁour feseafeh—eeﬂabef&&ensﬁrrﬁeensmg—aﬁd-efheﬁarrangements w1th m—}anuafy

the Commerc1al1zat10n ot our first produet COMETRIQ our primary bu%rnei% strategy was focused on the development and
out- licensing of innovative drug candidate compounds to pharmaceutical and biotechnology companies under collaboration
agreements that allowed us to retain economic participation in the asset and support additional development of our proprietary
products. Our collaboration agreements with Genentech and Daiichi Sankyo are representative of this historical strategy. Under
our collaboration agreement with Genentech we out- licensed the further development and commercialization of COTELLIC,
and under our collaboration agreement with Daiichi Sankyo we granted Daiichi Sankyo an exclusive, worldwide license to
certain intellectual property, including MINNEBRO. We have since evolved and are now a fully integrated biopharmaceutical
company focused on driving the expansion and depth of our product offerings through the continued development of the
cabozantinib franchise and drug discovery efforts. While these historical collaboration agreements have the potential to provide
future revenue, and while we have received some collaboration revenues from these arrangements, we do not expect to receive
significant revenues from these historical collaboration agreements. Manufacturing and Product Supply We do not operate our
own current Good Manufacturing Practice (GMP) manufacturing or distribution facilities for chemistry, manufacturing and



control (CMC) development activities, preclinical, clinical or commercial production and distribution for our current products
and new product candidates. Instead, we mostly rely on various th1rd party contract manufacturlng organrzatrons to conduct
t-hese—GMP manufacturlng operatrons on our behalf —AsS 0 SFOW ; W e

global th1rd party GMP contract manufacturers for our CMC development and manufacturing that have good regulatory
standing, suitable manufacturing capacities and capabilities. We antietpate-that-will continue to expand this network swith-as
appropriate to meet our future commercial manufacturing and supply needs for our product candidates currently in
development, should such programs advance to regulatory approval and subsequent commercialization. These third parties must
comply with applicable legal and regulatory requirements, including the FDA’ s current GMP, the E€&-European Commission ’
s (EC) Guidelines on Good Distribution Practice (GDP), as well as other stringent regulatory requirements enforced by the FDA
or foreign regulatory agencies, as applicable, and are subject to routine inspections by such regulatory agencies. In addition,
through our third- party contract manufacturers and data service providers, we continue to provide serialized commercial
products as required to comply with the Drug Supply Chain Security Act (DSCSA) and its foreign equivalents where applicable.
Specifically with respect to CABOMETYX, we entered into agreements with secondary contract manufacturing organizations to
produce additional commercial supplies of CABOMETYX tablets and cabozantinib drug substance, which bolsters our
commercial supply chain and serves to mitigate the risk of supply chain interruptions or other failures. We continually monitor
and evaluate the performance of our third- party contract manufacturers on an ongoing basis for compliance with these
requirements and to affirm their continuing capabilities to meet both our commercial and clinical needs. We also have contracted
with a third- party logistics provider, with multiple distribution locations, to provide shipping and warehousing services for our
commercial supply of both CABOMETYX and COMETRIQ in the U. S. We employ highly skilled personnel with both
technical and manufacturing experience to diligently manage the activities at our third- party contract manufacturers and other
supply chain partners, and our quality department audits them on a periodic basis. We source raw materials that are used to
manufacture our drug substance from multiple third- party suppliers in Asia, Europe and North America. Where appropriate, we
stock sufficient quantities of these materials and provide them to our third- party drug substance contract manufacturers so they
can manufacture adequate drug substance quantities per our requirements, for both clinical and commercial purposes. We ther
store drug substance at third- party facilities and provide appropriate amounts to our third- party drug product contract
manufacturers, who ther-manufacture, package and label our specified quantities of finished goods for COMETRIQ and
CABOMETY X srespeetively-. We also raddition;we-rely on our third- party contract manufacturers to source materials such
as excrprents components and reagents whrch are requrred to manufacture our drug substance and ﬁnlshed drug product We 1n
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established and contrnue to maintain substantlal safety stock 1nvent0rres for our drug substance and drug products and we store
these quantities in multiple locations. The quantities that we store are based on our business needs and take into account
forecasts of global market demand, production lead times, potential supply interruptions and shelf life for our drug substance
and drug products. We have not experienced significant production delays or seen significant impairment to our supply chain as
a result of the ongoing geopolitical hostilities in Eastern Europe and the Middle East or other global events. We believe that our
current manufacturing network has the appropriate capacity to produce sufficient commercial quantities of CABOMETYX to
support the currently approved RCC, HCC and DTC indications, and also potential additional indications if trials evaluating
CABOMETYX in those indications are preve-to-be-successful and gain regulatory approval rthe-fatare-. Our manufacturing
footprint also enables us to fulfill our supply obligations for our products and product candidates to our collaboration partners
for global commercial and development purposes. Marketing and Sales We have a fully integrated commercial team consisting
of sales, marketing, market access, and commercial operations functions. Our sales team promotes CABOMETY X and
COMETRIQ in the U. S. We market our products in the U. S. and concentrate our efforts on oncologists, oncology nurses,
pharmacists and other healthcare professionals. In addition to using customary in- person pharmaceutical company practices, we
also utilize digital marketing technologies to expand our engagement opportunities with customers. Our commercial products,
CABOMETYX and COMETRIQ, are sold initially through wholesale distribution and specialty pharmacy channels and then, if
applicable, resold to hospitals and other organizations that providle CABOMETY X and COMETRIQ to end- user patients. To
facilitate our commercial activities in the U. S., we also employ various third parties, such as advertising agencies, market
research firms and vendors providing other sales- support related services as needed, including digital marketing and other non-
personal promotion. We believe that our commercial team and distribution practices are sufficient to facilitate our marketing
efforts in reaching our target audience and our delivery of our products to patients in a timely and compliant fashion. In addition,
we rely on Ipsen and Takeda for ongoing and further commercialization and distribution of CABOMETYX in territories outside
of'the U. S., as well as for access and distribution activities for the approved products, including named patient use programs or
similar programs, and we also rely on Ipsen for these same activities with respect to the commercialization and distribution of
COMETRIQ outside of the U. S. To help ensure that all eligible patients in the U. S. have appropriate access to CABOMETYX
and COMETRIQ, we have established a comprehensive reimbursement and patient support program called Exelixis Access
Services (EASE). Through EASE, we provide co- pay assistance to qualified, commercially insured patients to help minimize
out- of- pocket costs and provide free drug to uninsured or underinsured patients who meet certain clinical and financial criteria.
In addition, EASE provides comprehensive reimbursement support services, such as prior authorization assistance, benefits
investigation and, if needed, appeals support. Beyond financial assistance, patients who participate in EASE also receive
treatment coordination through a dedicated case manager, as well as clinical outreach and support from a network of oncology




nurses or other healthcare professionals who help many of these patients better understand how to take their medication and
mitigate side effects. Environmental, Health and Safety Our research and development processes involve the controlled use of
certain hazardous materials and chemicals. In the U. S., at the federal, state and local levels, and in other foreign countries, we
are subject to environmental, health and workplace safety laws and regulations governing the use, manufacture, storage,
handling and disposal of hazardous materials. While we have incurred, and will continue to incur, expenditures to maintain
compliance with these laws and regulatlons we do not expect the cost of complylng Wlth these laws and regulations to be
material. Bue-to-th and-developing d rary-Many of our employees work in
our on- site 1aborat0ry facﬂltles and —Prl-l—labefatefy—sta-fﬁare tramed on chemlcal hyglene the use of personal protective
equipment and other relevant laboratory safety topics, including working with blood- borne pathogens . ;-and-eurrent-Current
staff are retrained regularly. We also extend these trainings to facilities staff and others who support our work in the labs. To
maintain a safe environment for all staff, we have established a Lab Safety Committee to oversee the working conditions in our
laboratory and office environments and conduct regular safety inspections, with reports provided to our Ethics Committee on a
regular basis. We regularly perform thorough safety inspections of our laboratories, and continuously update our procedures
based on the observations made during these inspections. Additionally, we conduct periodic industrial hygiene monitoring to
ensure lab staff working with certain known hazardous chemicals do not exceed regulated exposure limits, regularly test and
certify fume hoods, biosafety cabinets and other individual pieces of equipment on which employees rely to maintain a safe
working environment. We also adhere to the standards set by the Environmental Protection Agency, the Occupational Safety
and Health Administration, Cal- OSHA and Bay Area Air Quality Management District, among other governing bodies, to
ensure compliance with laws and regulations and help keep our employees safe. Government Regulation Clinical Development
The FDA and comparable regulatory agencies in state and local jurisdictions and in foreign countries impose substantial
requirements upon the clinical development, manufacture and marketing of pharmaceutical products. These agencies and other
federal, state and local entities regulate, among other things, research and development activities and the testing, marketing
approval, manufacture, quality control, safety, effectiveness, labeling, storage, distribution, post- marketing safety reporting,
export, import, record keeping, advertising and promotion of our products. The process required by the FDA before product
candidates may be marketed in the U. S. generally involves the following: * nonclinical laboratory and animal tests, some of
which must be conducted in accordance with Good Laboratory Practices ¢GEP)-; « submission of an IND, which contains results
of nonclinical studies (e. g., laboratory evaluations of the chemistry, formulation, stability and toxicity of the product candidate),
together with manufacturing information, analytical data, any available clinical data or literature and a proposed clinical
protocol, and must become effective before human clinical trials may begin; * approval by an independent institutional review
board or ethics committee at-for each clinical trial site before each trial may be initiated; * adequate and well- controlled human
clinical trials conducted in accordance with the protocol, IND and Good Clinical Practice (GCP) to establish the safety and
efficacy of the product candidate for its proposed intended use; ¢ for drug products, submission of a New Drug Application
(NDA) to the FDA for commercial marketing, or generally of a supplemental New Drug Application (sNDA), for approval of a
new indication if the product is already approved for another indication; * for biotherapeutic products, submission of a Biologics
License Application (BLA) to the FDA for commercial marketing, or generally a supplemental Biologics License Application
(sBLA) for approval of a new indication if the product is already approved for another indication; * pre- approval inspection of
manufacturing facilities and selected clinical investigators, clinical trial sites and / or Exelixis as the clinical trial sponsor for
their compliance with GMP and GCP, respectively; « payment of user fees for FDA review of an NDA or BLA unless a fee
waiver applies; ¢ agreement with the FDA on the final labeling for the product and design and implementation of any required
Risk Evaluation and Mitigation Strategy; ¢ if the FDA convenes an advisory committee, satisfactory completion of the advisory
committee review; and *« FDA approval of the NDA or sNDA, or BLA or sBLA. For purposes of NDA approval, human clinical
trials are typically conducted in three sequential phases that may overlap or be combined: ¢ Phase 1 studies, which involve the
initial introduction of a new drug product candidate into humans, are initially conducted in a limited number of subjects to test
the product candidate for safety, tolerability, absorption, metabolism, distribution and excretion in healthy humans or patients.
In rare cases, a Phase 1 study that is designed to assess effectiveness may serve as the basis for FDA marketing approval of a
drug or for a label expansion. For instance, at the FDA’ s discretion, a product may receive approval based on a Phase 1b study
if effectiveness results from the study are extremely compelling, approval of the drug would address a significant unmet patient
need, and the drug is being approved through the accelerated approval pathway. As discussed below, Aeeelerated-accelerated
Apptroval-approval generally requires at least one post- approval study to confirm clinical benefit.  Phase 2 studies are
conducted with groups of patients afflicted with a specified disease in order to provide enough data to evaluate the preliminary
efficacy, optimal dosage, and common short- term side effeet-effects and risks associated with the drug. Multiple phase 2 clinical
trials may be conducted by the sponsor to obtain information prior to beginning larger and more expensive phase 3 clinical
trials. Phase 2 studies are typically well controlled, closely monitored, and conducted in a relatively small number of patients,
usually involving no more than several hundred subjects. « Phase 3 studies are conducted to gather the additional information
about effectiveness and safety across a higher number of patients and evaluate the overall benefit- risk relationship of the
product candidate following earlier phase evaluations, which will have provided preliminary evidence suggesting an effective
dosage range and acceptable safety profile for the product candidate. Phase 3 trials are also intended to provide an adequate
basis for physician labeling of the product if it is approved. The FDA may require, or companies may pursue, additional clinical
trials after a product is approved. These so- called post- marketing or *“ phase 4 ” studies may be deemed a condition to be
satisfied after a drug receives approval. Failure to satisfy such post- marketing commitments or requirements can result in FDA
enforcement action, up to and including withdrawal of NDA approval. FDA Review and Approval For approval of a new drug
or changes to the labeling of an approved drug, including new indications, the results of product development, preclinical
studies and clinical trials are submitted to the FDA as part of an NDA ;-or as-part-efansNDA. The submission of an NDA




requires payment of a substantial user fee to the FDA. The FDA may convene an advisory committee to provide clinical insight
on NDA review questions, although the FDA is not required to follow the recommendations of an advisory committee. The
FDA may initially issue a Refuse to File letter for an incomplete NDA or sNDA, or it may deny approval of an NDA or sNDA
by way of a Complete Response letter if the applicable regulatory criteria are not satisfied, or alternatively require additional
clinical and / or nonclinical data and / or an additional phase 3 pivotal clinical trial. Once issued, the FDA may withdraw product
approval if ongoing regulatory standards are not met or if safety problems occur after the product reaches the market.
Satisfaction of FDA development and approval requirements or similar requirements of state, local and foreign regulatory
agencies typically takes several years, and the actual time required may vary substantially based upon the type, complexity and
novelty of the product or disease. In particular, the FDA has developed and implemented, and continues to develop and
implement, various guidance, programs and initiatives specific to oncology products that can affect product development and
the data necessary for approval. Any products manufactured or distributed by us pursuant to FDA approvals are subject to
continuing regulation by the FDA, including obtaining prior FDA approval of certain changes to the approved NDA, record-
keeping requirements, annual report submission, and reporting of adverse experiences with, and interruptions in the
manufacture of, the drug. Drug manufacturers and their subcontractors are required to register their establishments with the FDA
and certain state agencies as well as list the products they manufacture . Thus, we and our third- party contract manufacturing
organizations are subject to periodic unannounced inspections by the FDA and certain state agencies , as well as inspectors
from other jurisdictions in which our products are approved, for compliance with GMP, which impose certain
manufacturing requirements (including procedural and documentation requirements) upon us and our third- party contract
manufacturing organizations. In the U. S., the Orphan Drug Act of 1983, as amended, provides incentives for the development
of drugs and biotherapeutic products for rare diseases or conditions that affect fewer than 200, 000 people in the U. S. (or for
which there is no reasonable expectation that the cost of developing and making available the drug in the U. S. for such disease
or condition will be recovered from sales of the drug in the U. S.). Certain of the incentives turn on the drug first being
designated as an orphan drug. To be eligible for designation as an orphan drug (Orphan Drug Designation), the drug must have
the potential to treat such rare disease or condition as described above. In addition, the FDA must not have previously approved
a drug considered the “ same drug, ” as defined in the FDA’ s orphan drug regulations, for the same orphan- designated
indication or the sponsor of the subsequent drug must provide a plausible hypothesis of clinical superiority over the previously
approved same drug. Upon receipt of Orphan Drug Designation, the sponsor is eligible for tax credits of up to 25 % for
qualified clinical trial expenses and waiver of the PDUFA PreseriptionBrag-HserFee-Aet-application fee. In addition, upon
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blocks the approval of any drug consrdered the same drug for the same orphan indication. A Metreever;-a-subsequent same drug
could break an approved drug’ s orphan exclusivity through a demonstration of clinical superiority everthe-previousty-approved
drag-. Expedited FDA Approval Pathways The FDA has various programs that are intended to expedite or simplify the process
for developing and reviewing promising drugs, or to provide for the approval of a drug on the basis of a surrogate endpoint.
Generally, drugs that are eligible for these programs are those for serious or life- threatening conditions, those with the potential
to address unmet medical needs and those that offer meaningful benefits over existing treatments. Examples of such programs
inetuded- include Fast-fast Fraektrack designation, breakthrough therapy designation, priority review and accelerated
approval, and the eligibility criteria of and benefits for each program vary:  Fast Fraek-track designation is a process designed
to facilitate the development and expedite the review of drugs intended to treat serious or life- threatening diseases or conditions
that demonstrate the potential to fill unmet medical needs, by providing, among other things, eligibility for accelerated approval
if relevant criteria are met, and rolling review, which allows submission of individually completed sections of an NDA ezfor
FDA review before the entire submission is completed. ¢ Breakthrough therapy designation is a process designed to expedite the
development and review of drugs that are intended, alone or in combination with one or more other drugs, to treat a serious or
life- threatening disease or condition, and preliminary clinical evidence indicates that the drug may demonstrate substantial
improvement over existing therapies on one or more clinically significant endpoints. Drugs designated as breakthrough therapies
are-can also be eligible for accelerated approval. The FDA will seek to ensure the sponsor of a breakthrough therapy product
candidate receives intensive guidance on an efficient drug development program, intensive involvement of senior managers and
experienced staff on a proactive, collaborative and cross- disciplinary review, and rolling review. ¢ Priority review is designed to
shorten the review period for drugs that treat serious conditions and that, if approved, would offer significant advances in safety
or effectiveness or would provide a treatment where no adequate therapy exists. Under priority review, the FDA aims to take
action on the application within six months as compared to a standard review time of 10 months , from the 60- day filing date .
Sponsors may also obtain a priority review voucher upon approval of an NDA for certain qualifying diseases and conditions
that can be applied to a subsequent NDA submission , or sold to another sponsor . * Accelerated approval provides for an
earlier approval for a new drug that is intended to treat a serious or life- threatening disease or condition and that provides a
meaningful advantage over available therapies and demonstrates an effect on a surrogate endpoint, or an intermediate clinical
endpoint, which is considered reasonably likely to predict clinical benefit. As a condition of approval, the FDA requires that a
sponsor of a product candidate receiving accelerated approval perform post- marketing clinical trials or provide data on
established clinical endpoints from the same trial to confirm the clinical benefit as predicted by the surrogate marker trial. The
FDA may require such required post- marketing clinical trials to be underway prior to approval, or within a specific period
thereafter, and will specify the conditions for such trials. Further;spensors-Sponsors must provide reports on post- marketing
trial progress no later than 180 days after approval and every 180 days thereafter until such trials are completed. The failure to
conduct required post- marketing trials with due diligence and / or to submit the required reports are prohibited acts, and these



failures by sponsor in administering such trlals or the fallure of such trials to confirm the clinically meaningful outcome, may
result in withdrawal of the appreva he : he-indieation-approved-under-accelerated approval of the drug or the
indication . The FDA can also withdraw an-a drug approved under accelerated approval on an expedited basis provided it
follows certain procedures. Specifically, with respect to oncology products, the FDA may review applications under the Real-
Time Oncology Review (RTOR) program established by the FDA’ s Oncology Center of Excellence (OCE) . The RTOR
program, which allows an applicant to pre- submit components of the appheattenr-NDA or BLA to allow the FDA to review
clinical data before the complete filing is submitted, aims to explore a more efficient review process to ensure that safe and
effective treatments are available to patients as early as possible, while maintaining and improving review quality. Drugs
considered for review under the RTOR program must be likely to demonstrate substantial improvements over available therapy,
which may include drugs previously granted breakthrough therapy designation for the same or other indications and must have
straight- forward study designs and endpoints that can be easily interpreted. Abbreviated FDA Approval Pathways and Generic
Products The Drug Price Competition and Patent Term Restoration Act of 1984 (The Hatch- Waxman Act) established two
abbreviated approval pathways for drug products in which potential competitors may rely-take advantage of shortened
development timelines by relying upon the FDA” s prior approval of the same or similar drug product. * Abbreviated New
Drug Application (ANDA). An ANDA may be approved by the FDA if the applicant demonstrates that the proposed generic
product is the same as the approved drug, which is referred to as the Reference Listed Drug (RLD). Generally, an ANDA must
contain data and information showing that the proposed generic product and RLD (1) have the same active ingredient, in the
same strength and dosage form, to be delivered via the same route of administration, (2) are intended for the same uses, and (3)
are bioequivalent. This is instead of independently demonstrating the proposed product’ s safety and effectiveness through
clinical development. Conducting bioequivalence testing is generally less time consuming and costly than conducting a full set
of clinical trials in humans. In this regard, the FDA has published draft product- specific guidance containing preduet—speeifie
bioequivalence recommendations for development of generic drug products containing cabozantinib, the active pharmaceutical
ingredient in CABOMETY X and COMETRIQ, as it does for many FDA- approved drug products. * 505 (b) (2) NDAs. A-An
NDA under section 505 (b) (2) (505 (b) (2) NDA ) of the Federal Food, Drug, and Cosmetic Act (FDCA) is an application
for which one or more of the investigations relied upon by the applicant for approval were not conducted by or for the applicant
and for which the applicant has not obtained a right of reference or use from the person by or for whom the investigations were
conducted. Under Seetten-505 (b) (2) NDA e-Pt-he—Federal—Feed—Dﬂag—&nd—Gesmeﬁe—Aet—fF—B&ﬁ-)— an applicant may rely, in
part, on the FDA’ s previous approval of a simterpreduetlisted drug , or published literature, in support of its application. If
the 505 (b) (2) NDA applicant establishes that reliance on the FDA’ s prior findings of safety and efficacy for an approved
product is scientifically appropriate, it may eliminate the need to conduct certain preclinical or clinical studies. The FDA may
require additional studies or measurements, including comparability studies. Unlike a full NDA for which the sponsor has
conducted or obtained a right of reference to all the data essential to approval, the filing of an ANDA or a 505 (b) (2) NDA may
be delayed due to patent or exclusivity protections covering amrapptoved-produet-the RLD or listed drug . The Hatch- Waxman
Act provides (a) up to five years of exclusivity for the first approval of a new chemical entity (NCE) (NCE exclusivity ) and (b)
three years of exclusivity for approval of an NDA or sNDA for a product that is not an NCE but rather where the application
contains new clinical studies conducted or sponsored by the sponsor and considered essential to the approval of the NDA or
sNDA (three- year ““ changes ” exclusivity). NCE exclusivity runs from the time of approval of the NDA and bars the FDA
from accepting for review ef-any ANDA or 505 (b) (2) NDA for a drug containing the same active moiety for five years (or for
four years if the application contains a Paragraph IV certification asserting that a referenee-produet-patent listed in the Orange
Book for the RLD or listed drug is invalid or not infringed by the ANDA /505 (b) (2) NDA product). The three- year *
changes ” exclusivity generally bars the FDA from approving any ANDA or 505 (b) (2) NDA application that relies on the
information supporting the approval of the drug or the change to the drug for which the information was submitted and the
exclusivity granted. Both Congress and the FDA are considering, and have enacted, various legislative and regulatory proposals
focused on drug competition, including legislation focused on drug patenting and provision of drug to generic applicants for
testing. For example, the Ensuring Innovation Act, enacted in April 2021, amended the FDA’ s statutory authority for granting
NCE exclusivity to reflect the agency’ s existing regulations and longstanding interpretation that award NCE exclusivity based
on a drug’ s active moiety, as opposed to its active ingredient, which is intended to limit the applicability of NCE exclusivity,
thereby potentially facilitating generic competition. In addition, the Further Consolidated Appropriations Act, 2020, which
incorporated the framework from the Creating and Restoring Equal Access To Equivalent Samples (CREATES) legislation,
allows ANDA, 505 (b) (2) NDA or biosimilar developers to obtain access to branded drug and biotherapeutic product samples.
Further, Section 3222 of the Consolidated Appropriations Act, 2023, enacted on December 29, 2022 (the 2023 Appropriations
Act), requires the FDA to make therapeutic equivalence determinations for 505 (b) (2) NDAs at the time of approval, or up to
180 days thereafter, if requested by the applicant. Additionally, Section 3224 of the 2023 Appropriations Act allows the FDA to
approve an ANDA even if there are differences between the generic drug’ s proposed labeling and that of the listed drug due to
the FDA approving a change to the listed drug’ s label (excluding warnings) within 90 days of when the ANDA is otherwise
eligible for approval, provided that the ANDA applicant agrees to submit revised labeling for the generic drug within 60 days of
approval. Moreover, in September 2023, the U. S. Federal Trade Commission (FTC) issued a policy statement, supported by the
FDA, warning brand pharmaceutical companies that they could face legal action under the FTC Act if they improperly list
patents in the Orange Book, and #rNevember20623;-the FTC subsequently initiated challenges against patents held by brand
pharmaceutical companies and listed in the Orange Book under the FDA’ s patent listing dispute process. Orange Book Listing.
An NDA sponsor must identify to the FDA patents that claim the drug substance or drug product or approved method of using
the drug. When the drug is approved, those patents are among the information about the product that is listed in the FDA
publication, Approved Drug Products with Therapeutic Equivalence Evaluations, which is referred to as the Orange Book. Any




applicant who files an ANDA or a 505 (b) (2) NDA must certify, for each patent listed in the Orange Book for the RLD that (1)
no patent information on the drug product that is the subject of the application has been submitted to the FDA, (2) such patent
has expired, (3) the listed patent will expire on a particular date and approval is sought after patent expiration, or (4) such patent
is invalid or will not be infringed upon by the manufacture, use or sale of the drug product for which the application is
submitted. An ANDA or 505 (b) (2) NDA applicant may also submit a statement that it intends to carve- out from the labeling
of its product an RLD’ s use that is protected by exclusivity or a method of use patent. The fourth certification described above is
known as a Paragraph IV certification. A notice of the Paragraph IV certification must be provided to each owner of the patent
that is the subject of the certification and to the reference NDA holder. The reference NDA holder and patent owners may
initiate a patent infringement lawsuit in response to the Paragraph IV notice. Filing such a lawsuit within 45 days of the receipt
of the Paragraph IV certification notice prevents the FDA from approving the ANDA or 505 (b) (2) NDA until the earlier of 30
months, expiration of the patent, settlement of the lawsuit, or a decision in the infringement case that is favorable to the ANDA
or 505 (b) (2) NDA applicant. The ANDA or 505 (b) (2) NDA also will not receive final approval until any applicable non-
patent exclusivity listed in the Orange Book for the RLD has expired. Regulatory Approval Outside of the United States In
addition to regulations in the U. S., we are subject to regulations of other countries governing clinical trials and the
manufacturing, commercial sales and distribution of our products outside of the U. S. Whether or not we obtain FDA approval
for a product, we must obtain approval by the comparable regulatory authorities of countries outside of the U. S. before we can
commence clinical trials in such countries and approval of the regulators of such countries or economic areas, such as the EU,
before we may market products in those countries or areas. The approval process and requirements governing the conduct of
clinical trials, product licensing, pricing and reimbursement vary greatly from place to place, and the time may be longer or
shorter than that required for FDA approval. The way clinical trials are conducted in the EU has undergone a major change with
the application of Regulation (EU) 536 / 2014, repealing the existing Directive 2001 /20 / EC. This new-regulation harmonizes
the assessment and supervision processes for clinical trials throughout the EU, via an EU portal and database, which the EMA
will maintain in collaboration with the Member States and the EC. Following the EC’ s confirmation of full functionality of the
Clinical Trials Information System (CTIS) through an independent audit, which was published in the Official Journal of the
European Union in August 2021, Regulation (EU) 536 /2014 became applicable concurrent with the CTIS * go- live ” date on
January 31, 2022. While existing clinical trials could continue to be conducted under the rules of Directive 2001 /20 / EC until
January 31, 2025, any clinical trial initiated on or after January 31, 2023 , must comply with the rules of the new regulation.
Under EU regulatory systems, a company may submit a marketing authorization application (MAA) either under centralized or
decentralized procedure. Under the centralized procedure, MAAs are submitted to the EMA for scientific review by the
Committee for Medicinal Products for Human Use (CHMP) so that an opinion is issued on product approvability. The opinion
is considered by the EC which is responsible for granting the centralized marketing authorization in the form of a binding EC
decision. If the application is approved, the EC grants a single marketing authorization that is valid for all EU Member States as
well as Iceland, Liechtenstein, and Norway, collectively the European Economic Area. The decentralized and mutual
recognition procedures, as well as national authorization procedure are available for products for which the centralized
procedure is not compulsory. The mutual recognition procedure provides for the EU Member States selected by the applicant to
mutually recognize a national marketing authorization that has already been granted by the competent authority of another
Member State, referred to as the Reference Member State (RMS). The decentralized procedure is used when the product in
question has yet to be granted a marketing authorization in any Member State. Under this procedure the applicant can select the
Member State that will act as the RMS. In both the mutual recognition and decentralized procedures, the RMS reviews the
application and submits its assessment of the application to the Member States where marketing authorizations are being sought,
referred to as Concerned Member States. Within 90 days of receiving the application and assessment report, each Concerned
Member State must decide whether to recognize the RMS assessment or reject it based on potential serious risk to public health.
If the disputed points cannot be resolved, the matter is eventually referred to the Coordination Group on Mutual Recognition
and Decentralized Procedures in the first instance to reach an agreement and failing to reach such an agreement, a referral to the
EMA and the CHMP for arbitration that will result in an opinion to form the basis of a decision to be issued by the EC binding
on all Member States. If the application is successful during the decentralized or mutual recognition procedure, national
marketing authorizations will be granted by the competent authorities in each of the Member States chosen by the applicant.
Conditional marketing authorizations may be granted in the centralized procedure for a limited number of medicinal products
for human use referenced in EU law applicable to conditional marketing authorizations where the clinical dataset is not
comprehensive, if (1) the risk- benefit balance of the product is positive, (2) it is likely that the applicant will be in a position to
provide the required comprehensive clinical trial data, (3) unmet medical needs will be fulfilled and (4) the benefit to public
health of the immediate availability on the market of the medicinal product outweighs the risk inherent in the fact that additional
data are still required. As in the U. S., we may apply for designation of a product as an orphan drug for the treatment of a
specific indication in the EU before the application for marketing authorization is made. In the EU, orphan designation is
available for products in development which are either: (a) intended for the diagnosis, prevention or treatment of life-
threatening or chronically debilitating conditions affecting not more than 5 in 10, 000 persons in the EU; or (b) intended for the
diagnosis, prevention or treatment of a life- threatening, seriously debilitating or serious and chronic condition affecting a larger
number of persons but when, without incentives, it is unlikely that sales of the drug in the EU would be sufficient to justify the
necessary investment in developing the medicinal product. Additionally, the sponsor of an application for designation of a
product as an orphan drug in the EU must establish that there exists no satisfactory authorized method of diagnosis, prevention,
or treatment of the condition or even if such treatment exists, the product will be of significant benefit to those affected by that
condition. Orphan drugs in the EU enjoy economic and marketing benefits, including up to ten years of market exclusivity for
the approved indication unless another applicant for a similar medicinal product can show that its product is safer, more



effective or otherwise clinically superior to the orphan- designated product. The period of market exclusivity may be reduced to
six years if at the end of the fifth year it is established that the criteria for orphan designation are no longer met, including where
it is shown that the product is sufficiently profitable not to justify maintenance of market exclusivity. As part of the EU
Pharmaceutical Strategy, the EC published a proposal for a comprehensive revision of the EU pharmaceutical
legislation. If adopted by the European Parliament and the Council, the new legislation is likely to significantly change
the regulatory regime applicable to both the “ normal ” data and market exclusivity and the orphan exclusivities and
reduce / modulate the exclusivities and rewards that could be granted to medicinal products. In addition, the proposal
envisages changes to the concept of unmet medical need and considers introducing novel rewards for orphan medicinal
products addressing a high unmet medical need. The adoption of the new legislation is not expected before the second
half of 2025 at the earliest and it will start to apply 18 months after the entry in force. Healthcare and Data Privacy
Regulation Federal and state healthcare laws and regulations , including fraud and abuse and health information privacy and
security laws, also govern our business. If we fail to comply with those laws, we could face substantial penalties and our
business, results of operations, financial condition and prospects could be adversely affected. The laws that may affect our
ability to operate include, but are not limited to: ¢ the federal Anti- Kickback Statute (AKS), which prohibits, among other
things, knowingly and willfully, soliciting, receiving, offering or paying remuneration (including any kickback, bribe, or
rebate) . directly or indirectly, overtly or covertly, in cash or in kind, to induce or reware-in return for, either the referral of
an individual, fer— or ~the purchase , lease, order or recommendation of asrany good, facility, item or service retmbursable
for whlch payment may be made, in whole or 1n part under a federal healthcqre pro;cram such as Medlcare and Medlca1d .
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Centels for Medlc’lre & Medicaid Services (CMS) annmlly ceItam pdyments and other transfers of value provided to physicians
(defined to include doctors,dentists,optometrists,podiatrists and chiropractors),other healthcare professionals (such as physician
assistants and nurse practitioners) and teaching hospitals,as well as ownership interests held by such physicians and their
immediate family during the previous calendar year +-.Because our products are covered in the U.S.by the Medicaid
program,we have various obligations,including government price reporting and rebate requirements federat-eonsumer
proteetionrand-unfair-eompetitiontaws-, which generally require . Additionally, we are subject to state law equivalents of each
of the above federal laws, which may be broader in scope and apply regardless of whether the payer is a governmental
healthcare program, and many of which differ from each other in significant ways and may not have the same effect, further
complicate compliance efforts. Numerous federal and state laws, including state security breach notification laws, state health
information privacy laws and federal and state consumer protection laws, govern the collection , storage, transfer, security ,
use and disclosure of personal information. For example, the California Consumer Privacy Act of 2018, as amended (CCPA),
went into operation in January 2020 and broadly defines personal information, affords California residents expanded privacy
rights and protections and provides for civil penalties for violations and a private right of action related to certain data security
breaches. These protections were expanded by the California P11Vdcy nghts Act (CPRA) Leglslators —Whteh—beeame—effeet—rve
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are also imposing new data and security privacy laws and regulatlons, 1nclud1ng new and greater monetary fines or
penalties for privacy violations, that may alse-impact our operations, including both comprehensive and sector specific
legislation . Additionally , and-Congress is considering addittonat-further federal privacy legislation . These obligations are
quickly changing in an increasingly stringent fashion, and may create uncertainty as to how to comply and potentially
require us to modify our policies and practices. The compliance process may be costly and may divert the attention of
management and technical personnel. Our failure to comply with current and future laws could result in significant
penalties, including, but not limited to: government enforcement actions, investigations and criminal and other
proceedings; additional reporting requirements and / or oversight; bans on processing personal data; and orders to
destroy or not use personal data. Failure to comply may also result in reputational harm and could have a material
adverse effect on our business, including, but not limited to: interruptions or stoppages in our business operations,
inability to process personal data or to operate in certain jurisdictions; limited ability to develop or commercialize our
products; expenditure of time and resources to defend any claim or inquiry; adverse publicity; or restructuring of our
operations . In addition, most healthcare professionals and facilities who may prescribe our products and from whom we may
obtain patient health information, are subject to privacy and security requirements under the Health Insurance Portability and
Accountability Act of 1996, as amended by the Health Information Technology and Clinical Health Act (HIPAA). Although we
are not considered to be a covered entity or business associate under HIPA A with respect to our clinical and commercial
activities, we could be subject to penalties if we use or disclose individually identifiable health information in a manner not
authorized or permitted by HIPAA. The legislative and regulatory landscape for privacy and data protection continues to evolve,
and there has been an increasing amount of focus on privacy and data protection issues with the potential to affect our business,
including laws in all 50 states requiring security breach notification in some circumstances. The CCPA, as amended by the
CPRA, HIPAA and these other laws could create liability for us or increase our cost of doing business. International laws, such
as the EU General Data Protection Regulation 2016 / 679 (GDPR), could also apply to our operations. Failure to provide




adequate privacy protections and maintain compliance with applicable privacy laws could jeopardize business transactions
across border% and result in slgmﬂcant penaltles In addition, we participate in the 340B Drug Pricing Program Patient

: o ( PPACA-the 340B Program ) ereated-, the Medicaid Drug Rebate
Program (MDRP), and a number of other federal and state government pricing reguirementunderthefederal-Open
Payments-program-programs -that-in the U. S. in order to obtain coverage for our products by certain government health
care programs. Our participation in these programs generally requires certain manufacturers to track and report to...... and
rebate requirements, which generally require us to make disclosures and to pay substantial rebates or offer our drugs at
substantial discounts to certain purchasers (including “ covered entities ”” purchasing under the 340B PragPrtetng-Program €.
Changes to our obligations under t-he—these 34GB—government prlcmg programs occur frequently and Pfeg-raﬂa—program
requirements are often ambiguous ) : ; :
Medicatd-DrugRebate Program-(MDBRP)-, and we cannot predlct how future guidance or ruleq Would affect our proﬁtablhty
(including the potential for increases in our overall Medicaid rebate liability and the obligation to charge greatly reduced prices
to covered entities) . A discussion of risks and uncertainties that may affect our participation in the 340B Program is set
forth in “ Risk Factors ” in Part I, Item 1A of this Annual Report on Form 10- K. We are also required to discount our
products to authorized users of the Federal Supply Schedule of the General Services Administration, under which additional
laws and requirements apply. These programs require submission of pricing data and calculation of discounts and rebates
pursuant to complex statutory formulas and regulatory guidance, as well as the entry into government procurement contracts
governed by the Federal Acquisition Regulations, and the guidance governing such calculations is not always clear. Compliance
with such requirements can require significant investment in personnel, systems and resources. Failure to properly calculate
prices, or to offer required discounts or rebates could subject us to substantial penalties. Coverage and Reimbursement Sales of
our approved products and any future products of ours will depend, in part, on the extent to which their costs will be covered by
third- party payers, such as government health programs, commercial insurance and managed healthcare organizations. The
process for determining whether a third- party payor will provide coverage for a pharmaceutical product is typically
separate from the process for setting the price of such a product or for establishing the reimbursement rate that the
payor will pay for the product once coverage is approved. Further, no uniform policy for coverage and reimbursement
exists in the United States, and coverage and reimbursement can differ significantly from payor to payor. As a result,
Eaeh-each third- party payer may have its own policy regarding what products it will cover, the conditions under which it will
cover such products, and how much it will pay for such products. Third- party payers may limit coverage to specific drug
products on an approved list, also known as a formulary, which might not include all of the FDA- approved drugs for a
particular indication. Moreover, a third- party payer’ s decision to provide coverage for a drug product does not guarantee what
reimbursement rate, if any, will be approved. Patients may be less likely to use our products if coverage is not provided and
reimbursement may not cover a significant portion of the cost of our products. In addition, even if favorable coverage and
reimbursement status is attained for one or more products that receives regulatory approval, less favorable coverage
policies and reimbursement rates may be implemented in the future. In the U. S. and other potentially significant markets
for our products, government authorities and third- party payers are increasingly attempting to limit or regulate the price of
medical products and services, particularly for new and innovative products and therapies, which may result in lower average
selling prices. In some cases, for example, third- party payers try to encourage the use of less expensive generic products
through their prescription benefits coverage and reimbursement and co- pay policies. Further, the increased emphasis on
managed healthcare in the U. S. and on country- specific and national pricing and reimbursement controls in the EU will put
additional pressure on product pricing, reimbursement and usage, which may adversely affect our future product sales and
results of operations. These pressures can arise from rules and practices of managed care groups, judicial decisions and
governmental laws and regulations related to Medicare, Medicaid and healthcare reform, pharmaceutical reimbursement policies
and pricing in general. Adoption of price controls and cost- containment measures, and adoption of more restrictive policies in
jurisdictions with existing coverage and / or reimbursement controls and measures, could have a material adverse impact on our
net product revenues and results of operations. Healthcare Reform The U. S. and some foreign countries are considering
proposals or have enacted legislative and regulatory changes to the healthcare system that could affect our ability to sell our
products profitably. Among policy makers and payers in the U. S. and elsewhere, there is significant interest in promoting
changes in healthcare systems with the stated goals of containing healthcare costs, improving quality and / or expanding access.
Over the past decade, There-there has been increasing legislative and enforcement interest in the U. S. with respect to drug
pricing practices. In particular, there have been several recent U. S. Congressional inquiries, hearings and proposed and enacted
federal legislation and rules, as well as executive orders and sub- regulatory guidance that may impact pricing for
pharmaceutical products. These initiatives include, among others: ¢ efforts to reevaluate, reduce or limit the prices patients pay
for pharmaceutical products; * implementation of additional data collection and transparency reporting regarding drug pricing,
rebates, fees and other remuneration provided by drug manufacturers; * revisions to rules associated with the calculation of
average manufacturer price and-, best price under Medicaid and rebate liability, in addition to CMS’ stated objective to
consider additional future rulemaking ; - eliminate-elimination of the AKS discount safe harbor protection for manufacturer
rebate arrangements with Medicare Part D plan sponsors; ¢ changes to the MDRP, including through a recent CMS- proposed
rulemaking for this program, that could significantly increase manufacturer rebate liability; and ¢ reevaluation of safe harbors
under the AKS. For instance, in August 2022, former President Biden signed the Inflation Reduction Act of 2022 (IRA
InflattonReduetion-Aet), which ameng-introduced substantial changes to drug pricing, reimbursement and access
support in other—- the things—altews-U. S., including enabling the CMS to establish-assert control over the prices of certain
single- source drugs and biotherapeutics reimbursed under Medicare Part B and Part D (the Medicare Drug Price Negotiation
Program) +subjeets-. The IRA contains a limited exception for small biotech drug manufacturers to-, which applies on a




drug- specific basis, and qualifying drugs will be exempt from p0551ble prlcmg negotlatlon through 2028 and ehglble for
a lower limit (1. e., a price ﬂoor) on the potentlal '- o 2

those drugs contmue to quallfy each year (small blotech exceptlon) As of the date of this Annual Report on Form 10- K,
CMS has informed us that we have qualified for the small biotech exception with respect to our cabozantinib franchise
products through 2027. We intend to apply to CMS to maintain the small biotech exception each year through 2030.
Separately, in November 2023, CMS released final guidance on another program, the Medicare Part D Manufacturer
Discount Program (Part D Discount Program), which will require manufacturers to take on more of the beneficiary cost
previously subsidized by the federal government through the application of increased drug discounts. As we received
notice from CMS that we qualify for the" specified small manufacturer ” designation, we are eligible for a phase- in of
the increased manufacturer discounts under the {aw:=Part D Discount Program, from 2025 to 2031. The manufacturer
discount will be 1 % in 2025 and will further increase according to a statutory schedule until we are required to pay the
full 10 % discount (initial phase) in 2029 or the full 20 % discount (catastrophic phase) in 2031. The IRA also imposes
addltlonal rebates for cert'nn Part B and Part D drugs where relevant prlcmg metrlcs associated with the produets increase faster

ﬂ&eﬁespeet—ﬁfe—p-l-aﬂ—yea-rs— Over time, the IRA -I-ﬁﬂaﬁeﬁ—Redueﬁeﬁ%et—could reduce the revenues we are able to collect hom
sales of our products or present challenges for payor negotiations and formulary access for our products, as well as increase our
government discount and rebate liabilities +. however-However , it is unclear how the IRA will be effectuated or changed
under the new Trump Administration and the degree of impact that the IRA InflattenReduettonrAet-will ultimately have
upon our business remains unclear .In addition,the U.S. pharmaceutical industry has already-also been significantly impacted
by ether major legislative initiatives and related political contests.For instance,efforts to repeal,substantially modify or
invalidate some or all of the provisions of the PPACA,some of which have been successful, have ereate-created considerable

uncert'nntles for all businesses involved in healthcare leudmg our own -Jraddition;there-have-beemand-may-in-the-future

.Although such dttempts to ref01m the U.S. healthcqre system hdve not sucmflcantly 1mpacted our business to date, challenges to
the PPACA are ongoing and it is possible that additional legislative,executive and judicial activities in the future could have a
material adverse impact on our business,financial condition and results of operations.Further,other legislative changes also
have been proposed and adopted since the passage of the PPACA.These have,among other things,reduced Medicare
payments to several types of providers,including hospitals,imaging centers and cancer treatment centers,and increased
the statute of limitations period for the government to recover overpayments to providers . At the state level, legislatures
and regulatory agencies have increasingly passed legislation and implemented regulations designed to control pharmaceutical
and biotherapeutic product pricing, including restrictions on pricing or reimbursement at the state government level, limitations
on discounts to patients, advance notices of price increases, marketing cost disclosure and transparency measures, and, in some
cases, policies to encourage importation from other countries (subject to federal approval) and bulk purchasing. These laws may
affect our sales, marketing, and other promotional activities by imposing administrative and compliance burdens on us. In
addition, given the lack of clarity with respect to these laws and their implementation, our reporting actions could be subject to
the penalty provisions of the pertinent state and federal authorities. The U. S. pharmaceutical industry...... financial condition
and results of operations. As a result of these developments and trends, third- party payers are increasingly attempting to contain
healthcare costs by limiting coverage and the level of reimbursement of new drugs. These entities could refuse, limit or
condition coverage for our products, such as by using tiered reimbursement or pressing for new forms of contracting, or
alternatively for patients who rely on our co- pay assistance program, implement co- pay accumulators or maximizers that
exempt such co- pay assistance from deductibles (or otherwise modify benefit designs in a manner that takes into account the
availability of co- pay assistance), which has increased and could further increase the costs of our co- pay assistance program or
cause patients to abandon CABOMETY X or COMETRIQ therapy due to higher out- of- pocket costs. Due to general
uncertainty in the current regulatory and healthcare policy environment, and specifically regarding positions that the Biden
Trump Administration may take with respect to these issues, we are unable to predict the impact of any legislative, regulatory,
third- party payer or policy actions, including potential cost containment and healthcare reform measures. In addition, it is also
possible that CMS could issue new rulemaking or guidance that would affect the amount of rebates owed under the MDRP. In
addition, in some foreign countries, the proposed pricing for a drug must be approved before its cost may be funded within the
respective national healthcare system. The requirements governing drug pricing vary widely from country to country. For



example, EU Member States may restrict the range of medicinal products for which their national healthcare systems provide
reimbursement and may control the prices of medicinal products for human use. A Member State may approve a specific price
for the medicinal product or it may instead adopt a system of direct or indirect controls on the profits the medicinal product
generates for the company placing it on the market. Pricing and reimbursement negotiations with governmental authorities or
payers in EU Member States can take six to 12 months or longer after the initial marketing authorization is granted for a
product, or after the marketing authorization for a new indication is granted. To obtain reimbursement and / or pricing approval
in some countries, drug manufacturers and collaboration partners may also be required to conduct a study or otherwise provide
data that seeks to establish the cost effectiveness of a new drug compared with other available established therapies. Other cost-
control initiatives are similarly focused on affordability and accessibility, such as the Regulation on Health Technology
Assessment (HTA Regulation) adopted in December 2021 and entering into effect in January 2025, as well as other upcoming
legislative and policy changes aimed at increasing cooperation between EU Member States, and once enacted these initiatives
may further impact the price and reimbursement status of many medicinal products. There can be no assurance that any country
that has price controls, reimbursement limitations or other requirements for pharmaceutical products will allow favorable
reimbursement and pricing arrangements for any of our products on cost- effectiveness grounds. Historically, products launched
in EU Member States and other non- U. S. jurisdictions do not follow the price structures of the U. S., and they generally tend to
be priced significantly lower. There are many companies focused on the development of small molecules, antibodies and other
treatments for cancer. Our competitors and potential competitors include major pharmaceutical and biotechnology companies, as
well as academic research institutions, clinical reference laboratories and government agencies that are pursuing research
activities similar to ours. Many of the organizations competing with us have greater capital resources, larger research and
development staff and facilities, deeper regulatory expertise and more extensive product manufacturing and commercial
capabilities than we do, which may afford them a competitive advantage. Competition for Cabozantinib We believe that our
ability to compete successfully with cabozantinib in the therapeutic markets where it is or may be approved will depend on,
among other things: ¢ efficacy, safety and reliability of cabozantinib, both alone and in combination with other therapies; ¢
timing and scope of regulatory approval; * the speed at which we develop cabozantinib for the treatment of additional tumor
types beyond its approved indications; ¢ our ability to complete clinical development and obtain regulatory approvals for
cabozantinib, both alone and in combination with other therapies; * our ability to manufacture and sell commercial quantities of
cabozantinib product to the market; * our ability to successfully commercialize cabozantinib, both as a single agent and as part
of any combination therapy regimen, and secure coverage and adequate reimbursement in approved indications; * product
acceptance by physicians and other health care providers; ¢ the level of our collaboration partners’ investments in the resources
necessary to successfully commercialize cabozantinib, or any combination therapy regimen that includes cabozantinib, in
territories where they are approved; ¢ skills of our employees and our ability to recruit and retain skilled employees; * protection
of our intellectual property, including our ability to enforce our intellectual property rights against potential generic competition;
and ¢ the availability of substantial capital resources to fund development and commercialization activities. We believe that the
quality and breadth of activity observed with cabozantinib, the skill of our employees and our ability to recruit and retain skilled
employees, our patent portfolio and our capabilities for research and drug development are competitive strengths. However,
many large pharmaceutical and biotechnology companies have significantly larger intellectual property estates than we do,
substantially more capital resources than we have, and greater capabilities and experience than we do in preclinical and clinical
development, sales, marketing, manufacturing and regulatory affairs. Furthermore, the specific indications for which
CABOMETYX is currently or may be approved, based on the results from clinical trials currently evaluating cabozantinib, are
highly competitive. Several novel therapies and combinations of therapies have been approved, are in advanced stages of
clinical development or are under expedited regulatory review in these indications, and these other therapies are currently
competing or are expected to compete with CABOMETY X. While we have had success in adapting our development strategy
for the cabozantinib franchise to address the competitive landscape, including through evaluation of therapies that combine ICIs
with other targeted agents, it is uncertain whether current and future clinical trials will lead to additional regulatory approvals, or
whether physicians will prescribe regimens containing cabozantinib instead of competing product combinations in approved
indications. Below is a summary of the principal competition for cabozantinib in the indications for which it is approved or for
which it has been or is currently being evaluated in potentially label- enabling trials, both as a single agent and in combination
with other therapies. The information below does not include all competitor products, but rather those approved products that
have or we believe may capture significant market share within their respective indications, or with respect to therapies still in
development, those that are likely to overlap with patient populations that are or may be treated with cabozantinib or a
combination therapy regimen that includes cabozantinib. Competition in Approved Cabozantinib Indications CABOMETYX-
RCC: We believe the principal competition for CABOMETYX in advanced RCC includes: the combination of Merck & Co.” s
pembrolizumab and Pfizer’ s axitinib; the combination of BMS’ s ipilimumab and nivolumab; the combination of Merck & Co.’
s pembrolizumab and Eisai’ s lenvatinib; the combination of Eisai’ s lenvatinib and Novartis” everolimus ; and Merck & Co.’
s belzutifan . Additionally, there are a variety of therapies being developed for advanced RCC, including: Merek-&Co-=s
belzutifan:-the combination of Merck & Co.’ s belzutifan and Eisai’ s lenvatinib; the combination of Merck & Co.’ s
pembrolizumab and belzutifan and Eisai’ s lenvatinib; the combination of Merck & Co.’ s pembrolizumab and quavonlimab and
Eisai’ s lenvatinib; and BMS-Merck & Co. ’ nivetamab-s pembrolizumab (administered subcutaneously). The competitive
landscape for RCC is evolving rapidly, especially given the entrance and increased adoption of ICI and ICI- TKI combination
therapies into the RCC treatment landscape, particularly in the first- line setting. This has led to changing trends in prescribing
and sequencing of certain drugs and combinations across different lines of therapy. It is difficult to predict how these changes
will affect sales of CABOMETY X during 2624-2025 and going forward. CABOMETYX- HCC: We believe the principal
competition for CABOMETYX in previously treated HCC includes: Bayer’ s regorafenib s-and Eisai’ s lenvatinib. The



competitive landscape for HCC has changed with the increased adoption of ICI combination therapies in the first- line setting.
This has led to increased competition due to the increase in prescribing and sequencing of TKIs in subsequent lines of therapy as
more patients overall receive multiple lines of therapy. It is difficult to predict how these changes will affect sales of
CABOMETYX during 2624-2025 and going forward. CABOMETYX- DTC: We believe the principal competition for
CABOMETYX in its previously treated DTC indication includes two treatments that are also approved for previously untreated
DTC: Bayer’ s sorafenib and generic versions of sorafenib; and Eisai’ s lenvatinib. In addition, we believe there is also
competition for CABOMETY X from mutation- targeted therapies approved or in development to treat patients with advanced or
metastatic RET fusion- positive thyroid cancer who require systemic therapy and who are RAI- refractory (if RAI is
appropriate), or patients with BRAF V600E mutations, including: Blueprint Medicine’ s and Roche’ s pralsetinib; Eli Lilly ‘s
selpercatinib; and the combination of Novartis’ dabrafenib and trametinib. Other than the approvals of RET inhibitors to treat
certain DTC patients, there has been little change in the competitive landscape for RAI- refractory DTC treatments during recent
years. COMETRIQ- MTC: We believe that the principal competing anti- cancer therapy to COMETRIQ in progressive,
metastatic MTC is Genzyme’ s vandetanib, which has been approved by the FDA and the EC for the treatment of symptomatic
or progressive MTC in patients with unresectable, locally advanced, or metastatic disease, as well as other therapies that have
been recently approved to treat patients with advanced or metastatic RET- mutant MTC who require systemic therapy,
including: Blueprint Medicines’ and Roche’ s pralsetinib; and Eli Lilly’ s selpercatinib. Other than the recent approvals of RET
inhibitors to treat certain MTC patients, there has been little change in the treatment landscape for progressive, metastatic MTC
during recent years, and due to the limited number of ongoing late- stage clinical trials in this indication, we do not expect many
additional competitors to emerge in 2824-2025 . Competition in Potential Cabozantinib Indications Cabozantinib in combination
with ICI- mCRPC: CONTACT- 02 is a phase 3 pivotal trial evaluating the combination of cabozantinib and atezolizumab in
patients with mERPE-and-measurable extra- pelvic mCRPC seft—tisste-disease-who have progressed after treatment with one
prior NHT. Should the combination of cabozantinib and atezolizumab be approved for the treatment of these mCRPC patients,
we believe its principal competition may include the following approved therapies or therapies in late- stage development:
Janssen Biotech’ s (a wholly owned subsidiary of Johnson & Johnson) abiraterone; Astellas Pharma’ s and Pfizer’ s
enzalutamide; Sanofi’ s docetaxel; ¥eraPharma™s-sabizabulin;-the combination of Clovis Oncology’ s rucaparib and Pfizer’ s
enzalutamide; the combination of Clovis Oncology’ s rucaparib and BMS’ s nivolumab; the combination of Janssen Biotech’ s
abiraterone and prednisone, with or without Eli Lily” s ademaciclib; AstraZeneca PLC andHinovaTPharmaeeuntieals— s
olaparib HE-—119-; and generic versions of abiraterone and docetaxel. In addition, we believe there may be competition for the
combination of cabozantinib and atezolizumab in mCRPC from approved therapies or therapies in late- stage development
focused on the subset of mCRPC patients who are prostate- specific membrane antigen positive, including: Novartis’ lutetium
Lul77 vipivotide tetraxetan (formerly 177Lu- PSMA- 617); POINT Biopharma’ s (a wholly owned subsidiary of Eli Lilly)
PNT2002 (formerly 177Lu- PNT2002); Telix International’ s 177Lu- DOTA- rosopatamab; and Curium US LLC’ s 177Lu-
PSMA- 1 & T. Cabozantinib- pNET / epNET: CABINET is a phase 3 pivotal trial, which evaluated cabozantinib versus placebo
in patients who experienced progression after prior systemic therapy in two independently powered cohorts: pNET and epNET.
Should cabozantinib be approved for treatment in patients with pNET and / or epNET, we believe its principal competition may
include the following approved therapies or therapies in late- stage development: Novartis’ lutetium Lul77 dotatate; Novartis’ s
everolimus; Pfizer” s sunitinib; Lantheus Holdings, Inc. and POINT Biopharma’ s 177Lu- PNT2003; Curium US LLC’ s
177Lu- DOTATATE; ITM Solucin GmbH’ s 177Lu- Edotreotide; the combination of Roche’ s capecitabine and Merck &
Co.” s temozolomide; and RayzeBio’ s Actinium- 225 dotatate. Competition for Zanzalintinib While we have not yet submitted
an NDA to the FDA for zanzalintinib, we believe that the factors that will impact our ability to compete in indications where
zanzalintinib may be approved would be similar to those for the cabozantinib franchise, as described above. Below is a
summary of the principal competition for zanzalintinib in the indications for which it is currently being evaluated in potentially
label- enabling trials, both as a single agent and in combination with other therapies. The information below does not include all
competitor products, but rather those approved products that have or we believe may capture significant market share within
their respective indications, or with respect to therapies still in development, those that are likely to overlap with patient
populations that are or may be treated with zanzalintinib or a combination therapy regimen that includes zanzalintinib.
Competition in Potential Zanzalintinib Indications Zanzalintinib in combination with ICI- CRC: STELLAR- 303 is a phase 3
pivotal trial evaluating the combination of zanzalintinib and atezolizumab in patients with metastatic non- microsatellite
instability- high or non- mismatch repair- deficient CRC who have progressed after, or are intolerant to, the current standard of
care. Should the combination of zanzalintinib and atezolizumab be approved for the treatment of these CRC patients, we believe
its principal competition may include the following approved therapies or therapies in late- stage development: Bayer’ s
regorafenib; Taiho Oncoloy’ s trifluridine / tipiracil; the combination of Taiho Oncoloy’ s trifluridine / tipiracil and Roche’ s
bevacizumab; Takeda HutehisorrMediPharma-" s fruquintinib; and-the combination of Agenus’ botensilimab and balstilimab
and the combination of Amgen’ s sotorasib and panitumumab . Zanzalintinib in combination with ICI- RCC: STELLAR-
304 is a phase 3 pivotal trial evaluating zanzalintinib in combination with nivolumab in previously untreated patients with
advanced nccRCC noen—eleareeHREE-. Should the combination of zanzalintinib and nivolumab be approved for the treatment
of these RCC patients, we believe its principal competition may include similar approved therapies or therapies in late- stage
development that compete with cabozantinib or combination regimens containing cabozantinib in various RCC indications.
Zanzalintinib in combination with ICI- SCCHN: STELLAR- 305 is a phase 2 / 3 pivotal trial evaluating zanzalintinib in
combination with Merck & Co.” s ICI, pembrolizumab, versus pembrolizumab alone in patients with previously untreated PD-
L1- positive recurrent or metastatic SCCHN. Should the combination of zanzalintinib and pembrolizumab be approved for the
treatment of these SCCHN patients, we believe its principal competition may include the following approved therapies or
therapies in late- stage development: the combination of Eli Lily’ s cetuximab, platinum chemotherapy and 5- fluoruracil;



Merck & Co.’ s pembrolizumab; and the combination of Merck & Co.” s pembrolizumab, platinum chemotherapy and 5-
fluorouracil ; the combination of Merus’ petosemtamab and Merck & Co’ s pembrolizumab; and the combination of
Bicara’ s BCA- 101 and Merck & Co’ s pembrolizumab . Competition for Cobimetinib and Esaxerenone There is
competition for both cobimetinib and esaxerenone in the specific indications and territories where they are approved, and there
are regular new entrants and developments in all aspects of these markets. However, given the relatively lesser degree of
adoption of these therapies within the broader markets in which they compete and their minimal contribution to our total
revenues as out- licensed products, we do not believe changes in the competitive landscape in these indications will have a
material impact on our business. Patents and Proprietary Rights We actively seek patent protection in the U. S., EU and selected
other foreign jurisdictions to cover our product candidates and related technologies. Patents extend for varying periods
according to the date of patent filing or grant and the legal term of patents in the various countries where patent protection is
obtained. The actual protection afforded by a patent, which can vary from country to country, depends on the type of patent, the
scope of its coverage and the availability of legal remedies in the country. We have numerous patents and pending patent
applications that relate to methods-efsereening-dragtargets;-compounds and formulations that modulate drug targets, as well
as methods of making and using such compounds and formulations . While many patent applications have been filed relating to
the product candidates that we have developed, the majority of these are not yet issued or allowed. To our knowledge, we own
all global patents necessary for the continued sale and development of cabozantinib and cobimetinib, and we either own or have
in- licensed all global patents for our other product candidates, as further described below. Cabozantinib is covered by more
than 15 issued patents in the U. S., building from U. S. Patent No. 7, 579, 473, for the composition of matter of cabozantinib
and pharmaceutical compositions thereof This composition of matter patent wetld-expire-in-September2624-, with but-we-have
beengranted-a-patent term extension , will expire in te-extend-the-termte-August 2026. The following table describes the U. S.
patents that cover our marketed cabozantinib products, and which are listed in the Orange Book. Except as otherwise noted, the
stated expiration dates include any patent term adjustments or extensions already granted. In addition to the composition of
matter patent referenced above, the table includes pdtents dnected to —&fﬁeﬂg—othel aspects ﬂa-rngs—p&ft-tet&&r—s&l-ﬁs—pe-}yﬂﬂemhs—
formulations;-ortse-of the commercial product eempe e e rs-. We continue to
pursue additional patents and patent term extensions in the U. S. ﬁﬂd—et-heﬁeﬁrteﬂes—covermo various aspects of our
cabozantinib products that may, if issued, extend exclusivity beyond the expiration of the patents listed in the table.
ProductPatent No. General Subject MatterPatent ExpirationCABOMETY X 7, 579, 473Composition of matter20268, 497,
284Methods of treatment20248, 877, 776Salt and polymorphic forms of cabozantinib 20309, 724, 342Formulations of
cabozantinib203310, 034, 873Methods of treatment203110, 039, 757Methods of treatment203111, 091, 439Crystalline salt
forms of cabozantinib203011, 091, 440Pharmaceutical composition 203011, 098, 015Methods of treatment203011, 298,
349Pharmaceutical composition essentially free of impurities203212, 128 039Pharmaceutical composition essentially free
of eomposition2632COMETRIQ-impurities2032COMETRIQ 7, 579, 473Composition of matter20268, 877, 776Salt and
polymorphic forms of cabozantinib20309, 717, 720Formulations of cabozantinib203211, 091, 439Crystalline salt forms of
cabozantinib203011, 091, 440Pharmaceutical composition203011, 098, 015Methods of treatment203011, 298,
349Pharmaceutical eompesition2632----- composition Givern-essentially free of impurities203212, 128, 039Pharmaceutical
composition essentially free of impurities2032 Some of our cabozantinib patents have been subject to patent litigation
with companies that filed ANDAs seeking to market generic versions of CABOMETYX, as well as others that seek inter
partes review (IPR) before the Patent Trial and Appeal Board. We cannot predict the ultimate outcome of the-these

importanee-of ANDA submissions and / et or inteHeetaal-propertyportfolioto-any related lawsuits and / etr— or IPRs
busmess—epef&ﬁeﬂs—we—ﬁgefeﬁs‘}y—eﬁfefee—etﬂh or other ﬂgh-ts—a-nd-defeﬂd—&gwrst—challenoes that h&ve—&ﬂsen—eﬁnay arise with




fe}a-ted—}awsm-ts-or provide assurance that these lawsmt% and / or admlnlstratlve proceedings will prevent the 1ntr0duct10n ofa
generic version of CABOMETYX for any particular length of time, or at all. For a more detailed discussion of these litigation
and administrative matters, see “ Note 12. Commitment and Contingencies — [_egal Proceedings ” of the ¢ Notes to
Consolidated Financial Statements ” in Part HII, Item 3-8 of this Annual Report on Form 10 K. In the EU cabozantlnlb is
protected by issued patents covering the compo%ltlon of matter untll 2 €
patent-would-expire-ir-September2024-2029 , with butwe-hav i and-et e P 6 i
Supplementary Protection Certificates -rn—t-he—E-U—te—e*teﬂd—t-he—teﬂﬁ—te—Z@%} In add1t10n to the Compmltlon of matter patent,
Exelixis owns the-table-below-inehades-certain later- expiring patents directed to the commercial product, including, particular
salts, polymOIph% formulatlon% or use of the compound in the treatment of %pemﬁed diseases or conditions. ProduetPatentNe-

Slmllarly, in Japan
cabozantinib is protected by issued patents covering the composition of matter, and salts thereof, as well as pharmaceutical
compo%ltlons and related methods of use . ,—&nd—Takeda ha% apphed for patent term extension in Japan to eXtend the term of the

1§§ued patents in the U S. and other selected countries covering certain %ynthetlc methods, salts, polymorph% formulatlons
prodrugs, metabolites and / or combinations of cabozantinib that, if issued, are anticipated to expire as late as 2037. Outside the
U. S. and Japan, cabozantinib is licensed to Ipsen, and in Japan, cabozantinib is licensed to Takeda, each in accordance with the
respective collaboration agreements. A discussion of risks and uncertainties that may affect our patent position and other
proprietary rights is set forth in “ Risk Factors ;7 eentaired-in Part I, [tem 1A of this Annual Report on Form 10- K.
Zanzalintinib and Other Product Candidates We also have issued patents and pending patent applications, and will continue to
file new patent applications, in the U. S., the EU and other selected countries covering zanzalintinib and our other product
candidates in clinical and / or preclinical development Tineladingzanzahintintb; XB002-andXE309-. Zanzalintinib is covered by
U. S. Patent No. 11, 542, 259, and we have pending patent applications in the U. S. and other selected countries covering the
composition of matter, certain synthetic methods, salts, polymorphs, formulations and combinations of zanzalintinib that, if
issued, are anticipated to expire between 2039 and 2044, excluding any potential patent term adjustments and / or extensions.
We have obtained licenses from various parties that give us rights to technologies that we deem to be necessary or desirable for
our research and development. These licenses (both exclusive and non- exclusive) may require us to pay royalties as well as
upfront and milestone payments. We require our scientific personnel to maintain laboratory notebooks and other research
records in accordance with our policies, which are designed to strengthen and support our intellectual property protection. In
addition to our patented intellectual property, we alse-rely on trade secrets and other proprietary information, especially when
we do not believe that patent protection is appropriate or can be obtained. We alse-require all of our employees and consultants,
outside scientific collaborators, sponsored researchers and other advisors who receive proprietary information from us to
execute confidentiality agreement% upon the Commencement of employment or con%ultlng relatlonshlp% W1th us. In addltlon,
these-these agreementi v : v S ; o

-F&Hheﬂﬁefe—etﬂeagfeemen’fs—ﬁéﬂﬁ-emp-}eyees-and in most circumstances, our agreements with consultant% outilde %Clentlﬁc

collaborators, sponsored researchers and other advisors expressly provide that all inventions, concepts, developments,
copyrights, trademarks or other intellectual property developed by an employee during the employment period or developed by
a service provider during the service period or utilizing our proprietary drugs or information, shall be our exclusive property.
There can be no assurance, however, that these agreements will provide meaningful protection or adequate remedies for our
trade secrets in the event of unauthorized use or disclosure of such information. Human Capital Management Our Employees
Diverse Workforce and Commitment to Biverstty; Equity-and-Inclusion In January 2024, we announced and implemented a
restructuring plan, including a reduction of our employee workforce by approximately 175 employees, or 13 % of our
then total headcount. As of December 31, 2023-2024 , we had 1, 348-147 employees, representing a F12 . +4 % inerease
decrease in our employee workforce as compared to December 31, 26222023 . Of these employees, 672-558 are members of
our research and development teams and 638-589 are members of our commercial, general and administrative teams. Of these
employees, 242-204 hold Ph. D. degrees, 3429 hold M. D. (or foreign equivalent) degrees, 4+28 hold PharmD degrees and +H5
112 hold other professional degrees such as a J. D. or M. B. A. None of our employees are represented by a labor union, and we
consider our employee relations to be good. During the past five years, our employee turnover has remained consistently below
average for the U. S. life sciences industry generally. We continually assess employee turnover, recruitment initiatives,
compensation and benefits programs, safety in performing critical laboratory work, diversity and other matters relevant to
human capital management, and we review results with our Board of Directors on a periodic basis. We are an equal opportunity
employer and maintain policies that prohibit unlawful discrimination based on race, color, religion, gender, sexual orientation,
gender identity / expression, national origin / ancestry, age, disability, marital and veteran status. We are proud to employ a
diverse workforce that, as of December 31, 2623-2024 , was 59-57 % non- white and 51 % women. In addition, as of December



31, 26232024 , 53-56 % of our positions that manage other employees directly were held by non- whites and 44 % were held by
women, and women made up 33-29 % of our senior leadership team. We strive to build and nurture a culture where all
employees feel empowered to be their authentic selves. We respect and appreciate each employee’ s unique perspective and

experiences, and value their contributions to our mission. It is important that we celebrate, encourage and support similarities
and dlfferences to drrve 1nn0vatron for the beneﬁt of our patrents employees and comrnunrty -I-n%aﬂaa—ry%@%—we—aﬁﬁom&eed

%e-f—otnetota-l-headeeuﬁt—Culture Cornpensatron and Beneﬁts At Exelrxrs we Value belng exceptronal in what we do and how
we lead, excelling for patients by going the extra mile to care for them and exceeding together as a business and contributor to
the scientific community. We strive to live these values every day across the company, integrating them into everything from
our interview, hiring and onboarding processes, to our performance evaluation, rewards and promotion programs. We provide
generous compensation packages designed to attract and retain high- quality employees, and all of our employees are eligible for
cash bonuses and grants of long- term incentive awards. We regularly evaluate our compensation programs with an independent
compensation consultant and utilize industry benchmarking raseffort-to ensure they-our programs arc competitive with the
biotechnology and biopharmaceutical companies against which we compete for talent . We also work with third party
consultants to conduct an annual , as-wel-as-independent pay equity analysis to ensure our compensation programs are
fair and equitable across our Workforce Wrth respect to gender race and other personal characterrstlcs We utitize-a-third—patty

provide a variety of programs and services to help employees meet and balance therr needs at Work at home and in lrfe
including an attractive mix of healthcare, insurance and other benefit plans. We deliver a benefits program that is designed to
keep our employees and their families mentally, physically and emotionally healthy, which includes not only medical, dental and
vision benefits, but also a wellness subsidy program, virtual and onsite fitness classes, adoption assistance, mental health
coverage, subsidized commuter benefits and other wellness benefits. Our inclusive benefits are also designed to support family
life with options including, among others, generous parental leave policies, grandparent leave, adoption, surrogacy and fertility
programs, new parent and nursing mother support programs, mental health services, childcare tuition subsidy and tutoring
services, dependent care for children and adults, family care coordination, and pet insurance. For a discussion of workplace
safety measures we have taken, see “ — Environmental, Health and Safety. ” Beyond compensation and benefits, we also value
career development for all employees, and we offer a tuition reimbursement program, as well as professional development
courses ranging from technical training, competency- based workshops and leadership development programs facilitated by
external partners who are experts in their respective fields . In 2024, we established the Exelixis Leadership Foundations, a
comprehensive two- year leadership program designed exclusively to assist managers in achieving outcomes effectively .
Managers also take an active role in identifying individualized development plans to assist their employees in realizing their full
potential and creating opportunities for promotions and added responsibilities that enhance the engagement and retention of our
workforce. Corporate Information We were incorporated in Delaware in November 1994 as Exelixis Pharmaceuticals, Inc. and
changed our name to Exelixis, Inc. in February 2000. Our principal executive offices are located at 1851 Harbor Bay Parkway,
Alameda, California 94502. Our telephone number is (650) 837- 7000. We maintain a site on the worldwide web at www.
exelixis. com; however, information found on our website is not incorporated by reference into this report. We make available
free of charge on or through our website our Securities and Exchange Commission (SEC) filings, including our annual report on
Form 10- K, quarterly reports on Form 10- Q, current reports on Form 8- K and amendments to those reports filed or furnished
pursuant to Section 13 (a) or 15 (d) of the Securities Exchange Act of 1934, as amended, as soon as reasonably practicable after
we electronically file such material with, or furnish it to, the SEC. The SEC maintains a site on the worldwide web that contains
reports, proxy and information statements and other information regarding our filings at www. sec. gov. Item 1 A. Risk Factors.
In addition to the risks discussed elsewhere in this report, the following are important factors that make an investment in our
securities speculative or risky, and that could cause actual results or events to differ materially from those contained in any
forward- looking statements made by us or on our behalf. The risks and uncertainties described below are not the only ones we
face. Additional risks and uncertainties not currently known to us or that we deem immaterial also may impair our business
operations. If any of the following risks or such other risks actually occur, our business and the value of your investment in our
company could be harmed. Risks Related to the Commercialization of Our Products We anticipate that for the foreseeable
future, our ability to maintain or meaningfully increase cash flow to fund our business operations and growth will depend upon
the continued commercial success of CABOMETY X, both alone and in combination with other therapies, as a treatment for the
highly competitive indications for which it is approved, and possibly for other indications for which cabozantinib is currently
being evaluated in potentially label- enabling clinical trials, if warranted by the data generated from these trials. In this regard,
part of our strategy is to pursue additional indications for CABOMETYX and increase the number of cancer patients who could
potentially benefit from this medicine. However, we cannot be certain that the clinical trials we and our collaboration partners
are conducting will demonstrate adequate safety and efficacy in these additional indications to receive regulatory approval in the
major commercial markets where CABOMETYX is approved. Even if the required regulatory approvals to market
CABOMETYX for additional indications are achieved, we and our collaboration partners may not be able to commercialize
CABOMETYX effectively and successfully in these additional indications. If revenue from CABOMETYX decreases or
remains flat, or if we are unable to expand the number of labeled indications for which CABOMETYX is approved, or if we or
our collaboration partners fail to achieve anticipated product royalties and collaboration milestones, we may need to reduce our
operating expenses, access other sources of cash or otherwise modify our business plans, which could have a material adverse
impact on our business, financial condition and results of operations. Our ability to grow revenues from sales of CABOMETYX
depends upon the degree of market acceptance among physicians, patients, healthcare payers, and the medical community. Our



ability to increase or maintain revenues from sales of CABOMETYX for its approved indications is, and if approved for
additional indications will be, highly dependent upon the extent of market acceptance of CABOMETY X among physicians,
patients, foreign and U. S. government healthcare payers such as Medicare and Medicaid, commercial healthcare plans and the
medical community. Market acceptance for CABOMETYX could be impacted by numerous factors, including the effectiveness
and safety profile, or the perceived effectiveness and safety profile, of CABOMETY X compared to competing products, the
strength of CABOMETYX sales and marketing efforts and changes in pricing and reimbursement for CABOMETYX. If
CABOMETYX does not continue to be prescribed broadly for the treatment of patients in its approved indications, our product
revenues could flatten or decrease, which could have a material adverse impact on our business, financial condition and results
of operations. Our competitors may develop products and technologies that impair the relative value of our marketed products
and any current and future product candidates. The biopharmaceutical industry is competitive and characterized by constant
technological change and diverse offerings of products, particularly in the area of oncology therapies. Many of our competitors
have greater capital resources, larger research and development staff and facilities, deeper organizational regulatory expertise
experience and more extensive product manufacturing and commercial capabilities than we do, which may afford them a
competitive advantage. Further, our competitors may be more effective at in- licensing and developing new commercial
products that could render our products, and those of our collaboration partners, obsolete and-or noncompetitive. We face, and
will continue to face, intense competition from biopharmaceutical companies, as well as academic research institutions, clinical
reference laboratories and government agencies that are pursuing scientific and clinical research activities similar to ours.
Furthermore, the specific indications for which CABOMETY X is currently or may be approved, based on the results from
clinical trials currently evaluating cabozantinib, are highly competitive. Several novel therapies and combinations of therapies
have been approved, are in advanced stages of clinical development or are under expedited regulatory review in these
indications, and these other therapies are currently competing or are expected to compete with CABOMETYX, or the FDA
may update their labeling to add accepted indications that compete with CABOMETY X. Even if our current and future
clinical trials produce positive results sufficient to obtain marketing approval by the FDA and other global regulatory
authorities, it is uncertain whether physicians will choose to prescribe regimens containing our products instead of competing
products and product combinations in approved indications. If we are unable to maintain or increase our sales, marketing,
market access and product distribution capabilities for our products, we may be unable to maximize product revenues, which
could have a material adverse impact on our business, financial condition and results of operations. Maintaining our sales,
marketing, market access and product distribution capabilities requires significant resources, and there are numerous risks
involved with maintaining and continuously improving our commercial organization, including our potential inability to
successfully recruit, train, retain and incentivize adequate numbers of qualified and effective sales and marketing personnel. We
are competing for talent with numerous commercial- and precommercial- stage, oncology- focused biopharmaceutical
companies seeking to build out and maintain their commercial organizations, as well as larger biopharmaceutical organizations
that have extensive, well- funded and more experienced sales and marketing operations, and we may be unable to maintain or
adequately scale our commercial organization as a result of such competition. Also, to the extent that the commercial
opportunities for CABOMETYX grow over time, we may not properly scale the size and experience of our commercialization
teams to market and sell CABOMETYX successfully in an expanded number of indications. If we are unable to maintain or
scale our commercial function appropriately, we may not be able to maximize product revenues, which could have a material
adverse impact on our business, financial condition and results of operations. Our ability to commercialize our products
successfully is highly dependent on the extent to which health insurance coverage and reimbursement is, and will be, available
from third- party payers, including foreign and U. S. governmental payers, such as Medicare and Medicaid, and private health
insurers. Third- party payers continue to scrutinize and manage access to pharmaceutical products and services and may limit
reimbursement for newly approved products and indications. Patients are generally not capable of paying for CABOMETYX or
COMETRIQ themselves and rely on third- party payers to pay for, or subsidize, the costs of their medications, among other
medical costs. Accordingly, market acceptance of CABOMETYX and COMETRIQ is dependent on the extent to which
coverage and reimbursement is available from third- party payers. These payer entities could refuse, limit or condition coverage
for our products, such as by using tiered reimbursement or pressing for new forms of contracting, or alternatively for patients
who rely on our co- pay assistance program, implementing co- pay accumulators or maximizers that exempt such co- pay
assistance from patient deductibles (or otherwise modify benefit designs in a manner that takes into account the availability of
co- pay assistance), which actions have increased and could further increase the costs of our co- pay assistance program or cause
patients to abandon CABOMETYX or COMETRIQ therapy due to hlgher out- of— pocket costs. There-is-ongoing ttigation
eha{-}eﬂgmg—ln Aprll 2024 the CMS ﬁnallzed regulatlons ron—grandfathered-hea i

y ; ire-requiring 1nd1v1dual and small group market health plans to
consider as essentlal health beneﬁts (EHB) all prescrlptlon drugs that are covered in excess of a state’ s EHB benchmark plan. #
finatized-The Departments of Labor , Treasury, and Health and Human Services stated their intent to address the
application of this policy weuld-help-mitigate-maximizer-programs-to large group market and self- insured plans in future
rulemaking. CMS also plans to address in future rulemaking the application of manufacturer assistance to the annual
cost- sharing limit; this follows a 2023 federal district court decision vacating a rule that provided health plans with
discretion whether to include manufacturer assistance toward the annual cost- sharing limit . If third- party payers do not
provide or increase limitations on coverage or reimbursement for CABOMETYX or COMETRIQ), our revenues and results of
operations may suffer. In addition, even if third- party payers provide some coverage or reimbursement for CABOMETYX or



COMETRIQ, the availability of such coverage or reimbursement for prescription drugs under private health insurance and
managed care plans, which often varies based on the type of contract or plan purchased, may not be sufficient for patients to
afford CABOMETY X or COMETRIQ. Current healthcare laws and regulations in the U. S. and future legislative or regulatory
reforms to the U. S. healthcare system may affect our ability to commercialize our marketed products profitably. Concern over
access to and affordability of pharmaceutical products continues to spur debate and action by U. S. Federal-federal and
state governments— government authorities in the-U-an effort to contain costs . Such S—are-eensidering-legislative and
regulatory proposals te-include price transparency reporting obligations, use of mandated discounts and restrictive
formularies, among others. If implemented, the resulting ehange-changes to the pricing and reimbursement of
CABOMETYX and COMETRIQ H-—S-healthearesystenrin-ways-that-could affect our ability to continue to commercialize
the products. Consolidation and integration of private payers and pharmacy benefit managers in the U. S. has also
significantly impacted the market for pharmaceuticals by increasing payer leverage in negotiating manufacturer price or
rebate concessions and pharmacy reimbursement rates. Such restrictive or unfavorable pricing, coverage or
reimbursement determinations for CABOMETY X and COMETRIQ profitably—Simitarly-or our other product candidates ,
a-meng—pel-tey—makefs-whether made by governments (1nclud1ng regulatory agencles and courts) or by prlvate payers may
adversely 1mpact hete e e S

er-our busmess fegu-}a’eefy—rm&atwes— In addltlon there have been and may in the future be initiatives at both the federal and
state level or legal challenges that could significantly modify the terms and scope of government- provided health insurance
coverage, ranging from changes to or litigation opposing some or all of the provisions of the PPACA, to establishing a single-
payer, national health insurance system, to more limited “ buy- in ” options to existing public health insurance programs, any of
which could have a significant impact on the healthcare industry. Although such attempts to reform the U. S. healthcare system
have not significantly impacted our business to date, it is possible that additional legislative, executive and judicial activities in
the future could have a material adverse impact on our business, financial condition and results of operations. Furthermore,
because we participate in the 340B Program to sell a portion of our marketed products, changes in the administration of the
program could have a material adverse impact on our revenues. Effective July 2022, we implemented a 340B Program Integrity
Initiative, pursuant to which we request all hospital covered entities (i. e., hospitals that participate in the 340B Program) to
provide claims- level data for CABOMETY X and COMETRIQ dispensed by contract pharmacies. A covered entity that elects
not to provide this limited claims data and that does not have an in- house pharmacy may designate a single contract pharmacy
location within our authorized specialty pharmacy network. We believe this initiative will provide much- needed transparency
and promote compliance with program requirements, and at the same time, should not restrict patient access to our medicines. In
2021, other manufacturers that implemented similar contract pharmacy integrity programs received enforcement letters from the
U. S. Department of Health and Human Services (HHS) stating that those manufacturers’ integrity initiatives, as implemented,
restricted contract pharmacy transactions in violation of the 340B Program statute. Certain of these other manufacturers engaged
are-row-in litigation with the government over the legality of these programs. In November 2023, we received from several
covered entities a 340B Program Administrative Dispute Resolution (ADR) petition, seeking to invoke an administrative
adjudication process overseen by the HHS DepartmentofHealth-andHuman-Servtees-’ Health Resources and Services
Administration (HRSA) . The petitioners contend that the Company’ s 340B Program Integrity Initiative caused them to be
overcharged for CABOMETY X and COMETRIQ. Ne-We have since received confirmation that the HRSA will assign an
ADR panel to pfeeeedtﬁgs—haﬂve-eeﬁaﬁwﬂeed-as—e-ﬁthe claim, date-ofthisAmntatReport-enForm10-I-and atresponded to
the complaint in October 2024. At this time it is unclear what, if any, liabilities we mlght incur as a H#-we-are-ttimately-party
to this seehan-ADR proceeding. In addition, certain states have also enacted laws requiring manufacturers to provide the 340B
Program pricing through contract pharmacy arrangements; these laws are also being challenged in ongoing litigation. We
believe our 340B Program Integrity Initiative complies with the 340B Program statute, as supported by the federal appellate
court decision in Sanofi Aventis U. S. LLC v. United States Department of Health and Human Services and Novartis v.
Johnson , and that the state laws regarding contract pharmacy arrangements are invalid or are otherwise inapplicable to our
340B Program Integrity Initiative . However-With particular respect to AR Act 1103 (the Arkansas law concerning the
340B Program contract pharmacy arrangements) ., following the federal appellate court ruling in Pharmaceutical
Research and Manufacturers of America v. McClain, we are voluntarily complying with AR Act 1103 and certain other
state laws. depending-Depending on the outcome of the ongoing litigation or any specific proceedings involving us, we may be
required to modify or suspend our 340B Program Integrity Initiative. Any-Ultimately, any negative ruling in a federal court,
HHS administrative proceeding, or state- level proceeding in which we are a party, or in which the compliance of our 340B
Program Integrity Initiative is at issue, could have a material adverse effect on our business, financial condition and results of
operations. Due to general uncertainty with respect to this litigation and in the current regulatory and healthcare policy
environment, and specifically regarding positions that the Bider-Trump Administration may take with respect to these issues,
we are unable to predict the impact of any future legislative, regulatory, third- party payer or policy actions, including potential
cost containment and healthcare reform measures. If enacted, we and any third parties we might engage may be unable to adapt
to any changes implemented as a result of such measures, and we could face difficulties in maintaining or increasing profitability
or otherwise experience a material adverse impact on our business, financial condition and results of operations. Pricing for
pharmaceutical products in the U. S. has come under increasing attention and scrutiny by federal and state governments,
legislative bodies and enforcement agencies. Initiatives arising from this scrutiny may result in changes that have the effect of
reducing our revenue or harming our business or reputation. There continue to be U. S. Congressional inquiries, hearings and
proposed and enacted federal legislation and rules, as well as executive orders and sub- regulatory guidance, that may impact



pricing for pharmaceutical products. These initiatives include, among others: ¢ efforts to reevaluate, reduce or limit the price
patients pay for pharmaceutical products; ¢ revisions to rules associated with the calculation of average manufacturer price ane-;
best price and rebate liability (including broadening the circumstances under Medieaid-and-otherehanges-which products
are subject to rebate) for the MDRP, along with ineluding-through-atreeent-CMS —propesed-’ stated objective to consider
potential future rulemaking fer-thispregram;-that if implemented, could significantly increase manufacturer rebate liability;
and =reevaluation-ofsafe-harbors-underthe-Anti-—IiekbaelStatute—F or instance , in August 2022, former President Biden
signed the IRA InflationReduettonAet, which among other things: aHews-enables CMS to establish-assert control over the
prices of certain single- source drugs and biotherapeutics reimbursed under Medteare-Part B-and-PartD-(the Medicare Drug
Price Negotiation Program ¥ subjects drug manufacturers to potential civil monetary penalties and a significant excise tax for
offering a price that is not equal to or less than the government- imposed “ maximum fair price ” under the law; imposes
Medicare rebates for certain Part B and Part D drugs where relevant pricing metrics associated with the products increase faster
than inflation; and redesigns the funding and benefit structure of the Medicare Part D program, potentially increasing
manufacturer liability while capping annual out- of- pocket drug expenses for Medicare beneficiaries. These provisions started
taking effect incrementally in late 2022 and currently are subject to various legal challenges. As of the date of this report, for
example, CMS has begun to implement aspects of the IRA InflatienReduetionAet-and finalized regulations hasreleased
revised-gutdanee-addressing the Medicare Part B and Medicare Part D inflation rebate provisions of the IRA Inflation
Reduettonret. These provisions generally require manufacturers of Medicare Part B and Part D rebatable drugs to pay inflation
rebates to the Medicare program if pricing metrics associated with their products increase faster than the rate of inflation. In
addition, in June-October 2023-2024 , CMS released revised-final guidance setting forth the requirements and procedures for
implementing the Medicare Drug Price Negotiation Program for the first-second round of drug pricing evaluations 5-( which
commences in 2025 and will eeeur-in2623-and2024-and-result in maximum fair prices that will become cffective beginning
in 2027), as well as requirements for manufacturers in effectuating maximum fair prices in 2026 and 2027 . Among-The
IRA also contains other—-- the things-limited small biotech exception , t-he—reﬂsed-gtuéa-nee—whlch apphes on a drug—

speetﬁes—speclﬁc bas1s Quahfymg hew—ehvﬁ-s—nﬁeﬂés—teﬂdeﬂt-rfy—se{eeted-d
3 s-may be set-exempt from possible

prlcmg negotlatlon through 2028 and ehglble for a lower hmlt (i. e., a price for-floor ) on the potential maximum fair
price in 2029 and 2030, if the manufacturers of seleeted-those drugs continue to qualify each year . OnAugust29-We have
qualified for the small biotech exception with respect to our cabozantinib franchise products through 2623-2027 . We
intend to apply to CMS to maintain the small biotech exception through 2030. In January 2025 , CMS announced the list

of +6-15 drugs selected for the -ﬁ-rst—second round of drug prrcmg evaluations. Separately Gtrﬁeventtes—may—be—stgmﬁeaﬁt-}y

,1in November 2023, CMS released final guldance on the -Medteafe—Part D Maﬁu-faetufeithscount Program, whlch aﬁd—w-hr}e
t-he—pfegfa-m—wrll require inehide-aphase—irofthe-diseountforeertairsmatler-manufacturers tknown-as*-speeified
manufaeturers—and--to take on more of the beneficiary cost previously subsidized by the federal government through the
application of increased drug discounts. As we received notice from CMS that we qualify for the'" specified small
mantfaeturers— manufacturer ” designation, we are eligible for a phase- in of the increased manufacturer discounts under
the Part D Discount Program from 2025 to 2031. Beginning in 2025, we will be required to pay a 1 % discount in the
initial and catastrophic phases, and provided that we maintain the specified small manufacturer designation, we will be
requlred to increase our rebates to Part D payers untll we are requlred to pay the full 10 % dlscount (1n1tlal phase ) that

peeket—eests—l-n—}u-}y—&ﬂd—&ttgust—z-e%—2029 —and the 20 % dlscount (catastrophlc phase) in 2031 CMS is also -ISSﬂed-d-l‘a-ft
guidanee-on-in the process of implementing the Medicare Prescription Payment Plan, under which Medicare Part D
beneficiaries may opt to make their cost- sharing payments in capped monthly installments; CMS expects that this program will
most likely benefit those beneficiaries with high cost- sharing early in their respective plan years. Over time, the IRA tnflattont
ReduetionAet-could reduce the revenues we are able to collect from sales of our products or present challenges for payer-payer
negotiations and formulary access for our products, as well as increase our government discount and rebate liabilities; however,
the degree of impact that the IRA InflattenReduettorrAet-will ultimately have upon our business remains unclear. In addition,
we cannot know the final form or timing of any other legislative, regulatory and / or administrative measures, and some of these
pending and enacted policy changes, if implemented as currently proposed, would likely have significant and far- reaching
impacts on the biopharmaceutical industry and therefore likely also have a material adverse impact on our business, financial
condition and results of operations . Additionally, there is ongoing litigation challenging the Medicare Drug Price
Negotiation Program, and we cannot predict the outcome of these cases . At the state level, legislatures and regulatory
agencies have increasingly passed legislation and implemented regulations designed to control pharmaceutical and
biotherapeutic product pricing, including restrictions on pricing or reimbursement at the state government level, limitations on
discounts to patients, advance notices of price increases, marketing cost disclosure and transparency measures, and, in some
cases, policies to encourage importation from other countries (subject to federal approval) and bulk purchasing. Furthermore,
adoption of these drug pricing transparency regulations, and our associated compliance obligations, may increase our general
and administrative costs and / or diminish our revenues. Implementation of these federal and / or state cost- containment
measures or other healthcare reforms may limit our ability to generate product revenue or commercialize our products, and in
the case of drug pricing transparency regulations, may result in fluctuations in our results of operations. Lengthy regulatory
pricing and reimbursement procedures and cost control initiatives imposed by governments outside the U. S. could delay the
marketing of and / or result in downward pressure on the price of our approved products, resulting in a decrease in revenue.
Outside the U. S., including major markets in the EU and Japan, the pricing and reimbursement of prescription pharmaceuticals



is generally subject to significant governmental control. In these countries, pricing and reimbursement negotiations with
governmental authorities or payers can take six to 12 months or longer after the initial marketing authorization is granted for a
product, or after the marketing authorization for a new indication is granted. This can substantially delay broad availability of
the product. To obtain reimbursement and / or pricing approval in some countries, our collaboration partners Ipsen and Takeda
may also be required to conduct a study or otherwise provide data that seeks to establish the cost effectiveness of
CABOMETYX compared with other available established therapies. The conduct of such a study could also result in delays in
the commercialization of CABOMETYX. Additionally, cost- control initiatives, increasingly based on affordability and
accessibility, as well as post- marketing assessments of the added value of CABOMETYX and COMETRIQ as compared to
existing treatments, could influence the prices paid for and net revenues we realize from CABOMETY X and COMETRIQ, or
the indications for which we are able to obtain reimbursement, which would result in lower license revenues to us. Recent
legislative changes and ongoing policy changes in the EU are aimed at increasing cooperation between the EU Member States.
Such initiatives, particularly the Regulation on Health Technology Assessment adopted in December 2021 and entered into
application in January 2025 , may further impact the price and reimbursement status of CABOMETY X and COMETRIQ
%eﬁ—rt—erﬁefs—nﬁeﬂapheaﬁeﬂ—m—}aﬂtmfy—}% Under the Federal-Food, Drug-and-CosmetieAet-FDCA ¥, the FDA can
approve an ANDA for a generic version of a branded drug without the applicant undertaking the human clinical testing
necessary to obtain approval to market a new drug. The FDA can also approve a New-Drug-Applieatton-INDA - underseetion
565-b)-2ofthe FBEA505 (b) (2) NDA Jthat relies in part on the agency’ s findings of safety and / or effectiveness for a
previously approved drug, where at least some of the information required for approval comes from studies not conducted by or
for the applicant and for which the applicant has not obtained a right of reference or use. Both the ANDA and 505 (b) (2) NDA
processes are discussed abeve-in more detail in “ Item 1. Business — Government Regulation — FDA Review and Approval
— Abbreviated FDA Approval Pathways and Generic Products ” of this Annual Report on Form 10- K. In either case, if an
ANDA or 505 (b) (2) NDA applicant submits an application referencing one of our marketed products prior to the expiry of one
or more of our Orange Book- listed patents for the applicable product and includes a paragraph IV certification asserting
that the patents are invalid or not infringed , we may litigate with the potential generic competitor to protect our patent rights,
which would result in substantial costs, divert the attention of management, and could have an adverse impact on our stock
price. For example, MSN ;Fewa-and €ipta-Sun have separately submitted ANDAs to the FDA requesting approval to market
their respective generic versions of CABOMETY X tablets, and we have subsequently filed patent enfereementinfringement
lawsuits against these companies. For a more detailed discussion of these litigation matters, see “ Legal Proceedings ™ in Part I,
Item 3 of this Annual Report on Form 10- K. It is possible that MSN or Sun ;Feva;-Eipta-or other companies, following FDA
approval of an ANDA or 505 (b) (2) NDA, could introduce generic or otherwise competitor versions of our marketed products
before our patents expire if they do not infringe our patents or if it is determined that our patents are invalid or unenforceable,
and we expect that generic cabozantinib products would be offered at a significantly lower price compared to our marketed
cabozantinib products. Regardless of the regulatory approach, the introduction of a generic version of cabozantinib would likely
decrease our revenues derived from the U. S. sales of CABOMETYX and thereby materially harm our business, financial
condition and results of operations. There are also equivalent procedures in the EU permitting authorization of generic versions
and-biestmilars-of medicinal products authorized in the EU once related data and market exclusivity periods have expired. The
U. S. federal government has also taken numerous legislative and regulatory actions to expedite the development and approval
of generic drugs and-biesimitars-. Both Congress and the FDA are considering, and have enacted, various legislative and
regulatory proposals focused on drug competition, including legislation focused on drug patenting and provision of drug to
generic applicants for testing. For example, the Ensuring Innovation Act, enacted in April 2021, amended the FDA’ s statutory
authority for granting new-ehemieal-entity (t NCE Jexclusivity to reflect the agency’ s existing regulations and longstanding
interpretation that award NCE exclusivity based on a drug’ s active moiety, as opposed to its active ingredient, which is intended
to limit the applicability of NCE exclusivity, thereby potentially facilitating generic competition. In addition, the Further
Consolidated Appropriations Act, 2020, which incorporated the framework from the Creating and Restoring Equal Access To
Equivalent Samples ( CREATES ) legislation, allows ANDA, 505 (b) (2) NDA or biosimilar developers to obtain access to
quantities of branded drug and btetherapeutte-biological product samples necessary to conduct research and development .
Further, Section 3222 of the 2023 Appropriations Act requires the FDA to make therapeutic equivalence determinations for 505
(b) (2) NDAs at the time of approval, or up to 180 days thereafter, if requested by the applicant. Additionally, Section 3224 of
the 2023 Appropriations Act allows the FDA to approve an ANDA even if there are differences between the generic drug’ s
proposed labeling and that of the listed drug due to the FDA approving a change to the listed drug’ s label (excluding warnings)
within 90 days of when the ANDA is otherwise eligible for approval, provided that the ANDA applicant agrees to submit
revised labeling for the generic drug within 60 days of approval. In addition, the policies introduced in the Generic Drug
User Fee Amendments Commitment Letter give the FDA greater flexibility to approve ANDAs without adding
additional review cycles when there are changes to the reference listed drug that may previously have delayed approval.
While the full impact of these provisions is unclear at this time, they have the potential to facilitate the development and future
approval and market success of generic versions of our products, introducing generic competition that could have a material
adverse impact on our business, financial condition and results of operations. Moreover, in September 2023, the FTC issued a
policy statement, supported by the FDA, warning brand pharmaceutical companies that they could face legal action under the
FTC Act if they improperly list patents in the Orange Book, and in-Nevember2623+-it subsequently initiated challenges against
patents held by brand pharmaceutical companies and listed in the Orange Book under the FDA” s patent listing dispute process.
In December 2024, the Federal Circuit ruled that, to be listed in the Orange Book, a patent must claim the active
ingredient of the drug product. If affirmed on appeal, this decision may limit the number of patents brand
pharmaceutical companies may list in the Orange Book. Risks Related to Growth of Our Product Portfolio and Research and



Development Our business is focused on the discovery, development and commercialization of new medicines for difficult- to-
treat cancers. In this regard, we have invested substantial technical, financial and human resources toward drug discovery
activities with the goal of identifying new potential product candidates to advance into clinical trials. Notwithstanding this
investment, many drug discovery programs that initially show promise will ultimately fail to yield clinical product candidates
for multiple reasons. For example, product candidates and preclinical development candidates may, on further study, be
shown to have inadequate efficacy, harmful side effects, suboptimal pharmaceutical profiles or other characteristics suggesting
that they are unlikely to be-become commercially viable products. Apart from our drug discovery efforts, our strategy to expand
our development pipeline is also dependent on our ability to successfully identify and acquire or in- license relevant
investigational oncology assets and technologies. However, the in- licensing and acquisition of investigational oncology assets
and technologies is a highly competitive area, and many other companies are pursuing the same or similar investigational
oncology assets and technologies to those that we may consider attractive. In particular, larger companies with more capital
resources and more extensive clinical development and commercialization capabilities may have a competitive advantage over
us. Furthermore, companies that perceive us to be a competitor may be unwilling to assign or license rights to us. We may also
be unable to in- license or acquire additional investigational oncology assets and technologies on acceptable terms that would
allow us to realize an appropriate return on our investment. Even if we succeed in our efforts to obtain rights to suitable
investigational oncology assets and technologies, the competitive business environment may result in higher acquisition or
licensing costs, and our investment in these potential product candidates and technologies will remain subject to the inherent
risks associated with the development and commercialization of new medicines. In certain circumstances, we may also be
reliant on licensors for the continued development of any product candidates and / or technologies that we have in- licensed and
such licensors’ efforts to safeguard their underlying intellectual property. With respect to acquisitions, we may not be able to
integrate the target company successfully into our existing business, maintain the key business relationships of the target
company, or retain key personnel of the acquired business. Furthermore, we could assume unknown or contingent liabilities or
otherwise incur unanticipated expenses. Any acquisitions or investments made by us also could result in our spending
significant amounts of resources, issuing dilutive securities, assuming or incurring significant debt obligations and contingent
liabilities, incurring large one- time expenses, and acquiring intangible assets that could result in significant future amortization
expense and significant write- offs, any of which could harm our financial condition and results of operations. If our drug
discovery efforts, including research collaborations, in- licensing arrangements and other business development activities, do
not result in suitable product candidates, our business and prospects for growth could suffer. Clinical testing of cabozantinib
for new indications, or of our other product candidates, such as zanzalintinib, is a lengthy, costly, complex and uncertain
process that may ultimately fail to demonstrate sufficiently differentiated safety and efficacy data for those products to
compete in our highly competitive market environment. Clinical trials are inherently risky and may reveal that cabozantinib,
despite its approval for certain indications, or a new product candidate, such as zanzalintinib, is ineffective or has an
unacceptable safety profile with respect to an intended use. Such results may significantly decrease the likelihood of regulatory
approval of a product candidate or of an approved product for a new indication. Moreover, the results of preliminary studies do
not necessarily predict clinical or commercial success, and late- stage or other potentially label- enabling clinical trials may fail
to confirm the results observed in early- stage trials or preliminary studies. Although we have established timelines for
manufacturing and clinical development of cabozantinib, zanzalintinib and our other product candidates based on existing
knowledge of our compounds in development and industry metrics, we may not be able to meet those timelines. We may
experience numerous unforeseen events, during or as a result of clinical investigations, that could delay or prevent
commercialization of cabozantinib in new indications or of zanzalintinib or our other new product candidates. These events may
include: » lack of acceptable efficacy or a tolerable safety profile ; ¢ being placed on clinical hold by the FDA due to safety or
effectiveness concerns ; * negative or inconclusive clinical trial results that require us to conduct further testing or to abandon
projects; ¢ discovery or commercialization by our competitors of other compounds or therapies that demonstrate potentially
superior safety or efficacy profiles as compared to cabozantinib, zanzalintinib or our other product candidates;  our inability to
identify and maintain a sufficient number of clinical trial sites; ¢ lower- than- anticipated patient registration or enrollment in our
clinical testing; ¢ additional complexities posed by clinical trials evaluating cabozantinib, zanzalintinib or our other product
candidates in combination with other therapies, including extended timelines to provide for collaboration on clinical
development planning, the failure by our collaboration partners to provide us with an adequate and timely supply of product that
complies with the applicable quality and regulatory requirements for a combination trial; * reduced staffing or shortages in
laboratory supplies and other resources necessary to complete the trials; * replacement of staff at the FDA’ s OCE that
changes OCE’ s view of the acceptability of the design, conduct, or data produced by our clinical trials; ¢ failure of our
third- party contract research organizations or investigators to satisfy their contractual obligations, including deviating from any
trial protocols or failing to adhere to appropriate recordkeeping or data integrity requirements ; and * withholding of
authorization from regulators or institutional review boards to commence or conduct clinical trials or delays, variations,
suspensions or terminations of clinical research for various reasons, including noncompliance with regulatory requirements or a
determination by these regulators and institutional review boards that participating patients are being exposed to unacceptable
health risks. Further, with the passage of the Food and Drug Omnibus Reform Act of 2022 (FDORA), Congress clarified the
FDA’ s authority to conduct inspections by expressly permitting inspection of facilities involved in the preparation, conduct or
analysis of clinical and non- clinical studies submitted to the FDA, as well as of other persons holding study records or
otherwise involved in the study process, which could delay or add complexity to our clinical trials. The ongoing Russia- Ukraine
syar-and [srael- Hamas swar-conflicts have had modest impacts on our clinical development operations and may continue to have
adverse impacts on the ability of clinical sites and enrolled patients to adhere to trial protocols for in- office clinical visits and
other procedures, our ability to supply clinical sites with cabozantinib, zanzalintinib or other study drugs and to pay clinical sites



and investigators for work performed, as well as our ability to collect data and conduct site monitoring visits, all of which could
undermine the data quality for patients enrolled at these clinical sites. These issues could further impact our anticipated
timelines for completing the trials and achieving clinical endpoints, as well as increase our clinical development expenses. If
there are further delays in or termination of the clinical testing of cabozantinib, zanzalintinib or our other product candidates due
to any of the events described above or otherwise, our expenses could increase and our ability to generate revenues could be
impaired, either of which could adversely impact our financial results. Furthermore, we have relied and may in the future rely on
collaboration partners to share a significant portion of the expenses associated with our clinical development programs. Should
one or all of our collaboration partners decline to support future planned clinical trials, we will be entirely responsible for
financing the further development of the cabozantinib franchise, zanzalintinib or our other product candidates and, as a result,
the burden of clinical trial expenses we incur associated with our business plans may be materially greater than currently
anticipated, which could have a material adverse impact on our business, financial condition and results of operations. We may
not be able to pursue the further development of the cabozantinib franchise, zanzalintinib or our other product candidates or
meet current or future requirements of the FDA or regulatory authorities in other jurisdictions in accordance with our stated
timelines or at all. Our planned clinical trials may not begin on time, or at all, may not be completed on schedule, or at all, may
not be sufficient for registration of our product candidates or otherwise may not result in an approvable product. The duration
and the cost of clinical trials vary significantly due to a number of factors, including, but not limited to: the characteristics of the
product candidate under investigation; the number of patients who ultimately participate in the clinical trial; the duration of
patient follow- up; the number of clinical sites included in the trial; and the length of time required to enroll eligible patients.
Any delay could limit our ability to generate revenues, cause us to incur additional expense-expenses and cause the market price
of our common stock to decline significantly. The regulatory approval processes of the FDA and comparable foreign regulatory
authorities are lengthy, uncertain and subject to change, and may not result in regulatory approvals for additional cabozantinib
indications or for our other product candidates, such as zanzalintinib, which could have a material adverse impact on our
business, financial condition and results of operations. The activities associated with the research, development and
commercialization of the cabozantinib franchise, zanzalintinib and our other product candidates are subject to extensive
regulation by the FDA and other regulatory agencies in the U. S., as well as by comparable regulatory authorities in other
territories. The processes of obtaining regulatory approvals in the U. S. and other foreign jurisdictions is-are expensive and often
takes many years, if approval is obtained at all, and they can vary substantially based upon the type, complexity and novelty of
the product candidates involved. For example, before an NDA or sSNDA can be submitted to the FDA, or a MAA marketitg
autherization-appheation-to the EMA or any application or submission to comparable regulatory authorities in other
jurisdictions, the product candidate must undergo extensive clinical trials, which can take many years and require substantial
expenditures. Any clinical trial may fail to produce results satisfactory to the FDA or regulatory authorities in other
jurisdictions. The FDA has substantial discretion in the approval process and may refuse to approve any NDA or sSNDA or
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niitteeee t i : vhieh-eo i not-verified clinical benefit, resutting
whlch had prevmusly resulted in ve{-uﬁf&rthxfhdfawa}s- withdrawal of approval for certain products and indications
approved on an accelerated basis. While it is not clear at this time how these legislative and regulatory initiatives will affect our
plans to pursue accelerated approval for one or more of our product candidates, these developments may have a material adverse
impact on our business, financial condition, and results of operations. Even if the FDA or a comparable authority in another
jurisdiction grants an-accelerated approval for cabozantinib in one or more new indications or for one of our other product
candidates, including zanzalintinib, such accelerated approval may be limited, imposing significant restrictions on the indicated
uses, conditions for use, labeling, distribution, and / or production of the product and eetdd-would impose requirements for
post- marketing studies, including additional research and clinical trials, all of which may result in significant expense and limit
our and our collaboration partners’ ability to commercialize cabozantinib, zanzalintinib or our other product candidates in any
new indications. In addition, some products approved under accelerated approval have encountered challenges with CMS
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cabozantinib, zanzalintinib or another product candidate in the approved indication —Regulatory-agenetes-eotld-alsotmpose
vartous-administrative-, etvil;-or-eriminal-sanetions—for—- or result in product faﬁufe—te-eempl-y—wrt-h—fegt&afeﬁ—feqtnfements—
tnehading-withdrawal efpreduetapproval-. Further, current or any future laws or executive orders governing FDA or foreign
regulatory approval processes that may be enacted or executed could have a material adverse impact on our business, financial
condition, and results of operations. Risks Related to Financial Matters Our profitability could be negatively impacted if
expenses associated with our drug discovery, clinical development, business development and commercialization activities grow
more quickly than the revenues we generate. Although we reported net income of $ 521. 3 million and $ 207. § mihenand$
+82—3-million for the fiscal years ended December 31, 2024 and 2023 and-2622-, respectively, we may not be able to maintain
or increase profitability on a quarterly or annual basis, and we are unable to predict the extent of future profits or losses. The
amount of our net profits or losses will depend, in part, on: the level of sales of CABOMETYX and COMETRIQ in the U. S.;
our achievement of development, regulatory and commercial milestones, if any, under our collaboration agreements; the amount
of royalties from sales of CABOMETYX and COMETRIQ outside of the U. S. under our collaboration agreements; other
collaboration revenues; and the level of our expenses associated with our extensive drug discovery, clinical development,
business development and commercialization activities, as well as our general business expansion plans. Our expected future
expenses may also be increased by inflationary pressures, which could increase the costs of outside services, labor, raw
materials and finished drug product. The introduction of or changes in tariffs or trade barriers, such as the enactment of
tariffs on goods imported into the United States, including, but not limited to, the proposed tariffs on goods imported
from China, Mexico and Canada (including raw materials and components used in our manufacturing processes), could
also increase the costs of our finished drug product. \We expect to continue to spend substantial amounts to fund the
continued development of the cabozantinib franchise for additional indications and of zanzalintinib and our other product
candidates, as well as the commercialization of our approved products. In addition, we intend to continue to expand our
oncology product pipeline through our drug discovery efforts, including research collaborations, in- licensing arrangements and
other strategic transactions that align with our oncology drug development, regulatory and commercial expertise, which efforts
could involve substantial costs. To offset these costs in the future, we will need to generate substantial revenues. If these costs
exceed our current expectations, or we fail to achieve anticipated revenue targets, our profitability and financial condition
may be adversely affected and the market value of our common stock may decline. Risks Related to Our Relationships with
Third Parties We rely on Ipsen and Takeda for the commercial success of CABOMETY X in its approved indications outside of
the U. S., and we are unable to control the amount or timing of resources expended by these collaboration partners in the
commercialization of CABOMETYX in its approved indications outside of the U. S. We rely upon the regulatory, commercial,
medical affairs, market access and other expertise and resources of our collaboration partners, Ipsen and Takeda, for
commercialization of CABOMETYX in their respective territories outside of the U. S. We cannot control the amount and timing
of resources that our collaboration partners dedicate to the commercialization of CABOMETYX, or to its marketing and
distribution, and our ability to generate revenues from the commercialization of CABOMETYX by our collaboration partners
depends on their ability to obtain and maintain regulatory approvals for, achieve market acceptance of, and to otherwise
effectively market, CABOMETYX in its approved indications in their respective territories. If our collaboration partners are
unable or unwilling to invest the resources necessary to commercialize CABOMETY X successfully in the EU, Japan, and other
international territories where it has been approved, this could reduce the amount of revenue we are due to receive under these
collaboration agreements, thus resulting in harm to our business and operations. We have established clinical and commercial
collaborations with leading biopharmaceutical companies for the development and commercialization of our products, and our
dependence on these collaboration partners subjects us to a number of risks, including, but not limited to: * our collaboration
partners’ decision to terminate our collaboration, or their failure to comply with the terms of our collaboration agreements and
related ancillary agreements, either intentionally or as a result of negligence or other insufficient performance; ¢ our inability to
control the amount and timing of resources that our collaboration partners devote to the development or commercialization of
our products; ¢ the possibility that our collaboration partners may stop or delay clinical trials, fail to supply us on a timely basis
with product required for a combination trial, or deliver product that fails to meet appropriate quality and regulatory standards; e
disputes that may arise between us and our collaboration partners that result in the delay or termination of the development or
commercialization of our products or product candidates, or that diminish or delay receipt of the economic benefits we are
entitled to receive under the collaboration, or that result in costly litigation or arbitration; ¢ the possibility that our collaboration
partners may experience financial difficulties that prevent them from fulfilling their obligations under our agreements;  our




collaboration partners’ inability to obtain regulatory approvals in a timely manner, or at all; « our collaboration partners’ failure
to comply with legal and regulatory requirements relevant to the authorization, marketing, distribution and supply of our
marketed products in the territories outside the U. S. where they are approved; and ¢ our collaboration partners’ failure to
properly maintain or defend our intellectual property rights or their use of our intellectual property rights or proprietary
information in such a way as to invite litigation that could jeopardize or invalidate our intellectual property rights or expose us to
potential litigation. If any of these risks materialize, we may not receive collaboration revenues or otherwise realize anticipated
benefits from such collaborations, and our product development efforts and prospects for growth could be delayed or disrupted,
all of which could have a material adverse impact on our business, financial condition and results of operations. Our growth
potential is dependent in part upon companies with which we have entered into research collaborations, in- licensing
arrangements and similar business development relationships. To expand our early- stage product pipeline, we have augmented
our drug discovery activities with multiple research collaborations and in- licensing arrangements with other companies. Our
dependence on our relationships with these research and in- licensing partners subjects us to numerous risks, including, but not
limited to: * our research and in- licensing partners’ decision to terminate our relationship, or their failure to comply with the
terms of our agreements, either intentionally or as a result of negligent performance; ¢ disputes that may arise between us and
our research and in- licensing partners that result in the delay or termination of research and development activities with respect
to any in- licensed assets or supporting technology platforms; ¢ the possibility that our research and in- licensing partners may
experience financial difficulties that prevent them from fulfilling their obligations under our agreements; ¢ our research and in-
licensing partners’ failure to retain essential staff, which is crucial for fulfilling their obligations under our agreements; * the
possibility that our research and in- licensing partners’ technology may be superseded or otherwise no longer be competitive; ©
the possibility that our research and in- licensing partners may be acquired, and that any acquiring entity may not honor our
partners’ research commitments or otherwise fail to continue fulfilling their obligations under our agreements; * our research and
in- licensing partners’ failure to properly maintain or defend their intellectual property rights or their use of third- party
intellectual property rights or proprietary information in such a way as to invite litigation that could jeopardize or invalidate our
license to develop these assets or utilize technology platforms; * laws, regulations or practices imposed by countries or regions
outside the U. S. that could impact or inhibit scientific research or the development of healthcare products by foreign
competitors or otherwise disadvantage healthcare products made by foreign competitors, as well as general political or economic
instability in those countries, any of which could complicate, interfere with or impede our relationships with our ex- U. S.
research, development and in- licensing partners; and * our research and in- licensing partners’ failure to comply with applicable
healthcare laws, as well as established laws and regulations related to Good Practice guidelines €GxP)- If any of these risks
materialize, we may not be able to expand our product pipeline or otherwise realize a return on the resources we will have
invested to develop these early- stage assets, which could have a material adverse impact on our financial condition and
prospects for growth. If third parties , upon which we rely to perform clinical trials for cabozantinib in new indications ;-and er
for forzanzalintintb-er-eur-other new product candidates, do not perform as contractually requlred or expected we—addltlonal
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neteations We do not have the ability to conduct clinical
trials for cabozantrmb or for new potentral product candrdates 1ndependent1y, so we rely on independent third parties for the
performance of these trials, such as the U. S. federal government, third- party contract research organizations, medical
institutions, clinical investigators and contract laboratories to conduct our clinical trials. If these third parties do not successfully
carry out their contractual duties or regulatory obligations or meet expected deadlines, or if the third parties must be replaced or
if the quality or accuracy of the data they generate or provide is compromised due to their failure to adhere to our clinical trial or
data security protocols or regulatory requirements or for other reasons, our preclinical development activities or clinical trials
may be extended, delayed, suspended or terminated, and we may not be able to obtain regulatory approval for or commercialize
cabozantinib beyond currently approved indications or obtain regulatory approval for zanzalintinib or our other product
candidates. In addition, due to the complexity of our research initiatives, we may be unable to engage with third- party contract
research organizations that have the necessary experience and sophistication to help advance our drug discovery efforts, which
would impede our ability to identify, develop and commercialize our potential product candidates. If third- party seientifie
advisors and-eentraetors-we rely on to assist with our drug discovery and development efforts do not perform as expected, the
expansion of our product pipeline may be delayed. We work with scientific advisors at academic and other institutions, as well
as third- party contractors in various locations throughout the world, who assist us in our research and development efforts,
including in drug discovery and preclinical development strategy. These third parties are not our employees and may have other
commitments or contractual obligations that limit their availability to us. Although these third- party scientific advisors and
contractors generally agree not to do competing work, if a conflict of interest between their work for us and their work for
another entity arises, we may lose their services. There has also been increased scrutiny surrounding the disclosures of payments
made to medical researchers from companies in the pharmaceutical industry, and it is possible that the academic and other
institutions that employ these medical researchers may prevent us from engaging them as scientific advisors and contractors or
otherwise limit our access to these experts, or that the scientific advisors themselves may now be more reluctant to work with
industry partners. Even if these scientific advisors and contractors with whom we have engaged intend to meet their contractual
obligations, their ability to perform services may be impacted by increased demand for such services from other companies or
by other external factors, such as reduced capacity to perform services. If we experience additional delays in the receipt of
services, lose work performed by these scientific advisors and contractors or are unable to engage them in the first place, our
discovery and development efforts with respect to the matters on which they were working or would work in the future may be
significantly delayed or otherwise adversely affected. We lack our own manufacturing and distribution capabilities necessary for
us to produce materials required for certain preclinical activities and to produce and distribute our products for clinical




development or for commercial sale, and our reliance on third parties for these services subjects us to various risks. We do not
operate our own eurrent-GMP-manufacturing or distribution facilities for CMC development activities, preclinical, clinical or
commercial production and distribution for our current products and new product candidates. Instead, we mostly rely on various
third- party contract manufacturing organizations to conduct these operations on our behalf in accordance with cGMP . As our
operations continue to grow in these areas, we are expanding internal CMC development laboratories to augment our external
network focusing on our product candidates. We expect this to enable us to maximize application of our internal expertise and
scientific know- how and advance our product candidates more efficiently and with greater technical precision, speed, agility
and quality, while working in close collaboration with our expanding external manufacturing and supply chain network through
additional third- party contract manufacturers, distributors and suppliers. To establish and manage our manufacturing network
and supply chain requires a significant financial commitment, the creation of numerous third- party contractual relationships and
continued oversight of these third parties to fulfill compliance with applicable legal and regulatory requirements, including the
FDA’ s eurrent-GMP-cGMP , the EC’ s Guidelines on GDP, as well as other stringent regulatory requirements enforced by the
FDA or foreign regulatory agencies, as applicable. These third parties are also subject to routine inspections by the FDA and
foreign regulatory agencies. Although we maintain significant resources to directly and effectively oversee the activities and
relationships with the third parties in our network, we do not have direct control over their operations. Our third- party contract
manufacturers may not be able to produce or deliver material on a timely basis or manufacture material with the required quality
standards, or in the quantity required to meet our preclinical, clinical development and commercial needs and applicable
regulatory requirements. Although we have not yet experienced significant production delays or seen significant impairment to
our supply chain as a result of the ongoing hostilities in Eastern Europe and the Middle East or other global events, our third-
party contract manufacturers, distributors and suppliers could experience operational delays due to lack of capacity or resources,
facility closures and other hardships as a result of these types of global events, which could impact our supply chain by
potentially causing delays to or disruptions in the supply of our preclinical, clinical or commercial products. If our third- party
contract manufacturers, distributors and suppliers do not continue to supply us with our products or product candidates in a
timely fashion and in compliance with applicable quality and regulatory requirements, or if they otherwise fail or refuse to
comply with their obligations to us under our manufacturing, distribution and supply arrangements, we may not have adequate
remedies for any breach. Furthermore, their failure to supply us could impair or preclude meeting commercial or clinical
product supply requirements for us or our partners, which could delay product development and future commercialization
efforts and have a material adverse impact on our business, financial condition and results of operations. In addition, through our
third- party contract manufacturers and data service providers, we continue to provide serialized commercial products as
required to comply with the DSCSA and its foreign equivalents where applicable. If our third- party contract manufacturers or
data service providers fail to support our efforts to continue to comply with DSCSA and its foreign equivalents, as well as any
future electronic pedigree requirements, we may face legal penalties or be restricted from selling our products. Risks Related to
Healthcare Regulatory and Other Legal Compliance Matters We are subject to healthcare laws, regulations and enforcement; our
failure to comply with those laws could have a material adverse impact on our business, financial condition and results of
operations. We are subject to federal and state healthcare laws and regulations, which laws and regulations are enforced by the
federal government and the states in which we conduct our business. We also conduct clinical trial activities outside the United
States and are therefore subject to applicable laws in the countries where those operations take place. Should our compliance
controls prove ineffective at preventing or mitigating the risk and impact of improper business conduct or inaccurate reporting,
we could be subject to enforcement of the following, including, without limitation: « the federal AKS; ¢ federal Civil Monetary
Penalties law, including the beneficiary inducement provisions; * the Eliminating Kickbacks in Recovery Act; * the FDCA and
its implementing regulations; ¢ federal civil and criminal false claims laws, including the civil False Claims Act, and the Civil
Monetary Penalties Law; « federal criminal laws that prohibit executlng a scheme to defraud any healthcare beneﬁt program or

rnaklng false statements relatlng to healthcare matters; ® the AYYS

eend-ue&ng—ehmeal—tﬂa-l—aeﬁﬁt-res*HIPAA and its 1mp1ement1ng fegu-}a-t-teﬂs—~ regulatlon, as amended . state law equrvalents
of each of the above federal laws; * the-OpenPayments-program-state laws concerning contract pharmacy arrangements and

related obligations of the PPACA-drug manufacturers ; « state and local laws and regulations that require drug manufacturers
to file reports relating to marketing activities, payments and other remuneration and items of value provided to healthcare
professionals and entities; ¢ state and federal pharmaceutical price and price reporting laws and regulations; and- European
countries’ national laws mandating public disclosure of transfers of value to healthcare professionals, healthcare organizations
and other entities active in the healthcare sector, as well as requirements for prior review and / or approval of agreements with
healthcare professionals ; and ¢ laws and regulations in effect in foreign jurisdictions where drug manufacturers, or third
party entities operating on behalf of drug manufacturers (including clinical research organizations), are conducting
clinical trial activities . In addition, we are subject to the Foreign Corrupt Practices Act, a U. S. law which regulates certain
financial relationships with foreign government officials (which could include, for example, medical professionals employed by
national healthcare programs) and its foreign equivalents, as well as federal and state consumer protection and unfair
competition laws. These federal and state healthcare laws and regulations govern drug marketing practices, including off- label
promotion, and also impact our current and future business arrangements with third parties, including various healthcare entities.
If our operations are found, or even alleged, to be in violation of the laws described above or other governmental regulations that
apply to us, we, or our officers or employees, may be subject to significant penalties, including administrative civil and criminal
penalties, damages, fines, regulatory penalties, the curtailment or restructuring of our operations, exclusion from participation in
Medicare, Medicaid and other federal and state healthcare programs, imprisonment, reputational harm, additional reporting
requirements and oversight through a Corporate Integrity Agreement or other monitoring agreement, any of which would



adversely affect our ability to sell our products and operate our business and also adversely affect our financial results.
Furthermore, responding to any such allegation or investigation and / or defending against any such enforcement actions can be
time- consuming and would require significant financial and personnel resources. Therefore, if any state or the federal
government initiates an enforcement action against us, our business may be impaired, and even if we are ultimately successful in
our defense, litigating these actions could result in substantial costs and divert the attention of management. Enhanced
governmental and private scrutiny over, or investigations or litigation involving, pharmaceutical manufacturer patient assistance
programs and donations to patient assistance foundations created by charitable organizations could negatively impact our
business practices, harm our reputation, divert the attention of management and increase our expenses. To help patients afford
our products, we have a patient assistance program and also make periodic donations to independent charitable foundations that
help financially needy patients. These types of programs are designed to provide financial assistance to patients who might
otherwise be unable to afford pharmaceuticals that they have been prescribed by their physicians and have become the subject of
Congressional interest and enhanced government scrutiny. The HHS Office of Inspector General established guidelines
permitting pharmaceutical manufacturers to make donations to charitable organizations that provide co- pay assistance to
Medicare patients, provided that manufacturers meet certain specified compliance requirements. In the event we are found not to
have complied with these guidelines and other laws or regulations respecting these arrangements, we could be subject to
significant damages, fines, penaltres or other crlnnnal 01V11 or adnnnrstratrve sanctlons or enforcement actions. Mefee’v‘er—rn

rely ona thrrd— party hub provrder and exercise overs1ght to monitor patient assistance program activities. Hub pr0V1ders are
generally hired by manufacturers to assist patients with insurance coverage, financial assistance and treatment support after the
patients receive a prescription from their healthcare professional. For manufacturers of specialty pharmaceuticals (including our
marketed products), the ability to have a single point of contact for their therapies helps ensure efficient medication distribution
to patients. Accordingly, our hub activities are also subject to scrutiny and may create risk for us if not conducted appropriately.
A variety of entities, including independent charitable foundations and pharmaceutical manufacturers, but not including our
company, have received subpoenas from the U. S. Department of Justice (DOJ) and other enforcement authorities seeking
information related to their patient assistance programs and reimbursement and other product support programs, and certain of
these entities have entered into costly civil settlement agreements with DOJ and other enforcement authorities that include
requirements to maintain complex corporate integrity agreements that impose significant reporting and other requirements.
Should we or our hub providers receive a subpoena or other process, regardless of whether we are ultimately found to have
complied with the regulations governing patient assistance and other product support programs, this type of government
investigation could negatively impact our business practices, harm our reputation, divert the attention of management and
increase our expenses. We are subject to laws and regulations relating to privacy, data protection and the collection and
processing of personal data. Failure to maintain compliance with these regulations could create additional liabilities for us. The
legislative and regulatory landscape for privacy and data protection continues to evolve in the U. S. and other jurisdictions
around the world. For example, the CCPA went into operation in 2020 and affords California residents expanded privacy rights
and protections, including civil penalties for violations and statutory damages under a private right of action for data security
breaches These protectrons were expanded by the CPRA whrch became effective in .l anuary 2023 aﬂd—beeaﬂae—eﬁfereeab-}e—rn

year—ffeﬁa—t-hemssuaﬁee— A rapidly- growing number of Privaey—privacy laws in other states may also irnpact our operations,
including both comprehensive and sector- specific legislation, and Congress ts-has also eensidering-considered additional

federal privacy legislation. In addition, most healthcare professionals and facilities are subject to privacy and security
requirements under HIPAA with respect to our clinical and commercial activities. Although we are not considered to be a
covered entity or business associate under HIPAA, we could be subject to penalties if we use or disclose individually
identifiable health information in a manner not authorized or permitted by HIPAA. Other countries also have, or are developing,
laws governing the collection, use and transmission of personal information. For example, in the EU, the GDPR regulates the
processing of personal data of individuals within the EU, even if, under certain circumstances, that processing occurs outside the
EU, and also places restrictions on transfers of such data to countries outside of the EU, including the U. S. Should we fail to
provide adequate privacy or data security protections or maintain compliance with these laws and regulations, including the
CCPA, as amended by the CPRA, as well as the GDPR, we could be subject to sanctions or other penalties, litigation, an
increase in our cost of doing business and questions concerning the validity of our data processing activities, including clinical
trials. Risks Related to Our Information Technology and Intellectual Property In the ordinary course of our business, we and our
third- party service providers, such as contract research organizations, collect, maintain and transmit sensitive data on our
networks and systems, including our intellectual property and proprietary or confidential business information (such as research
data and personal information) and confidential information with respect to our customers, clinical trial patients and our
collaboration partners. We have-alse-entsoureed- outsource significant elements of our information technology infrastructure to
third parties and, as a result, such third parties may or could have access to our confidential information. Additionally, we are
vulnerable to data exfiltration, which is the loss of confidential and proprietary data in the event that persons with
authorized access to our systems transfer our confidential and proprietary data outside our systems for their own use,



evading our system safeguards and violating our policy restrictions on data transfer. Artificial intelligence (AI) software
is increasingly being used in the biopharmaceutical industry, including, in limited instances, by us. The misuse of AI-
based software could result in inadvertent access and use of confidential information (including personal and
proprietary data) of our employees, clinical trial participants, or other third parties, leading to the loss of trade- secrets
or other intellectual property. As with many developing technologies, Al also presents risks related to misuse by outside
threat actors who may try to gain unauthorized access to our systems and information. The secure maintenance of this
information is critical to our business and reputation, and while we have enhanced and are continuing to enhance our
cybersecurity efforts commensurate with the growth and complexity of our business, our systems and those of third- party
service providers may be vulnerable to cybersecurity incidents or threats. In addition, we are heavily dependent on the
functioning of our information technology infrastructure to carry out our business processes, such as external and internal
communications or access to clinical data and other key business information. Accordingly, both inadvertent disruptions to this
infrastructure and / or cyber- attacks could cause us to incur significant remediation or litigation costs, result in product
development delays, disrupt critical business operations, expend key information technology resources and divert the attention
of management. Although the aggregate impact of cybersecurity incidents and threats, including cyber- attacks and data
exfiltration , on our operations and financial condition has not been material to date, we and our third- party service providers
have frequently been the target of threats of this nature and expect them to continue. Any future data breach and / or
unauthorized access or disclosure of our information or intellectual property could compromise our intellectual property and
expose our sensitive business information or sensitive business information of our collaboration partners, which may lead to
significant liability for us. A data security breach could also lead to public exposure of personal information of our clinical trial
patients, employees or others and result in harm to our reputation and business, compel us to comply with federal and / or state
breach notification laws and foreign law equivalents, including the GDPR, subject us to investigations and mandatory corrective
action, or otherwise subject us to liability under laws and regulations that protect the privacy and security of personal
information, which could disrupt our business, result in increased costs or loss of revenue, and / or result in significant financial
exposure. Furthermore, the costs of maintaining or upgrading our cybersecurity systems (including the recruitment and retention
of experienced information technology professionals, who are in high demand) at the level necessary to keep up with our
expanding operations and prevent against potential attacks or other cybersecurity incidents are increasing, and despite our best
efforts, our network security and data recovery measures and those of our third- party service providers may still not be adequate
to protect against such security breaches and disruptions, which could cause material harm to our business, financial condition
and results of operations. Our success will depend in part upon our ability to obtain patents and maintain adequate protection of
the intellectual property related to our technologies and products. The patent positions of biopharmaceutical companies,
including our patent position, are generally uncertain and involve complex legal and factual questions. We will be able to protect
our intellectual property rights from unauthorized use by third parties only to the extent that our technologies are covered by
valid and enforceable patents or are effectively maintained as trade secrets. We will continue to apply for patents covering our
technologies and products as, where and when we deem lawful and appropriate. However, these applications may be challenged
or may fail to result in issued patents. Our issued patents have been and may in the future be challenged by third parties as
invalid or unenforceable under U. S. or foreign laws, or they may be infringed by third parties, and we are from time to time
involved in the defense and enforcement of our patents or other intellectual property rights in a court of law, U. S. Patent and
Trademark Office IPR inter-partes-review or reexamination proceeding, foreign opposition proceeding or related legal and
administrative proceeding in the U. S. and elsewhere. The costs of defending our patents or enforcing our proprietary rights in
post- issuance administrative proceedings and litigation can be substantial and the outcome can be uncertain. An adverse
outcome may allow third parties to use our intellectual property without a license and / or allow third parties to introduce generic
and other competing products, any of which would negatively impact our business. Third parties may also attempt to invalidate
or design around our patents, or assert that they are invalid or otherwise unenforceable, and seek to introduce generic versions of
cabozantinib. For example, we received Paragraph IV certification notice letters from MSN, Teva Pharmaceutical Industries
Limited, Teva Pharmaceuticals Development, Inc. and Teva Pharmaceuticals USA, Inc. (individually and collectively
referred to as Teva), Cipla , Ltd. and Cipla USA, Inc. (individually and collectively referred to as Cipla) and Sun
concerning the respective ANDAS that each had filed with the FDA seeking approval to market their respective generic versions
of CABOMETYX tablets. Should MSN, Teva, Cipla , Sun or any other third parties receive FDA approval of an ANDA or a
505 (b) (2) NDA with respect to cabozantinib, it is possible that such company or companies could introduce generic versions of
our marketed products before our patents expire if they do not infringe our patents or if it is determined that our patents are
invalid or unenforceable, and the resulting generic competition could have a material adverse impact on our business, financial
condition and results of operations. In addition, because patent applications can take many years to issue, third parties may have
pending applications, unknown to us, which may later result in issued patents that cover the production, manufacture,
commercialization or use of our product candidates. Our existing patents and any future patents we obtain may not be
sufficiently broad to prevent others from practicing our technologies or from developing competing products. They may also be
negatively impacted by the decisions of foreign courts, which could limit the protection contemplated by the original regulatory
approval and our ability to thwart the development of competing products that might otherwise have been determined to infringe
our intellectual property rights. Furthermore, others may independently develop similar or alternative technologies or design
around our patents. In addition, our patents may be challenged or invalidated or may fail to provide us with any competitive
advantages, if, for example, others were the first to invent or to file patent applications for closely related inventions. The laws
of some foreign countries do not protect intellectual property rights to the same extent as the laws of the U. S., and many
companies have encountered significant problems in protecting and defending such rights in foreign jurisdictions. Many
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patent owner may be compelled to grant hcenses to thrrd partres and (—feﬁe*ample—fheje&tent—e&ﬂ}er—hﬁs—faﬁed—te—wefl&bhe

p-many countries limit the enforceability of
patents agarnst government agencies or government contractors In these countrres the patent owner may have limited remedies,
which could mater1ally diminish the value of the patent —nitia y : AV SS-are--

the Russran F ederatlon has and may further limit protections on patents orrgmatmg from certain countries (1nclud1ng the U. S )
in response to sanctions relating to the ongoing Russia- Ukraine war, and in general, the legal systems of certain countries,
particularly certain developing countries, do not favor the aggressive enforcement of patent and other intellectual property
protection, which makes it difficult to stop infringement. We also rely on trade secret protection for some of our confidential
and proprietary information, and we are taking security measures to protect our proprietary information and trade secrets,
particularly in light of recent instances of data loss and misappropriation of intellectual property in the biopharmaceutical
industry. However, these measures may not provide adequate protection, and while we seek to protect our proprietary
information by entering into confidentiality agreements with employees, partners and consultants, as well as maintain
cybersecurity protocols within our information technology infrastructure, we cannot provide assurance that our proprietary
information will not be disclosed, or that we can meaningfully protect our trade secrets. In addition, our competitors may
independently develop substantially equivalent proprietary information or may otherwise gain access to our trade secrets.
Litigation or third- party claims of intellectual property infringement could require us to spend substantial time and money and
adversely affect our ability to develop and commercialize products. Our commercial success depends in part upon our ability to
avoid infringing patents and proprietary rights of third parties and not to breach any licenses that we have entered into with
regard to our technologies and the technologies of third parties. Other parties have filed, and in the future are likely to file, patent
applications covering products and technologies that we have developed or intend to develop. If patents covering technologies
required by our operations are issued to others, we may have to obtain licenses from third parties, which may not be available on
commercially reasonable terms, or at all, and may require us to pay substantial royalties, grant a cross- license to some of our
patents to another patent holder or redesign the formulation of a product candidate so that we do not infringe third- party patents,
which may be impossible to accomplish or could require substantial time and expense. In addition, we may be subject to claims
that our employees or independent contractors have inadvertently or otherwise used or disclosed trade secrets or other
proprietary information of their former employers, or that they used or sought to use patent inventions belonging to their former
employers. Furthermore, third parties may obtain patents that relate to our technologies and claim that use of such technologies
infringes on their patents or otherwise employs their proprietary technology without authorization. Regardless of their merit,
such claims could require us to incur substantial costs and divert the attention of management and key technical personnel in
defending ourselves against any such claims or enforcing our own patents. In the event of any third party’ s successful claim of
patent infringement or misappropriation of trade secrets, we may lose valuable intellectual property rights or personnel, which
could impede or prevent the achievement of our product development goals, or we may be required to pay damages and obtain
one or more licenses from these third parties, subjecting us to substantial royalty payment obligations. We may not be able to
obtain these licenses on commercially reasonable terms, or at all. Defense of any lawsuit or failure to obtain any of these
licenses could adversely affect our ability to develop and commercialize products. Risks Related to Our Operations, Managing
Our Growth and Employee Matters If we are unable to manage our human capital needs, there could be a material adverse
impact on our busrness ﬁnancral cond1t10n and results of operatlons and our prospects may be adversely affected {-n—}aﬂuaﬁﬁ
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development organization and related functions may grow, which may place significant demands on our management and
resources, and our current and planned personnel and operating practices may not be adequate to support such growth. To
effectively manage our evolving human capital needs, we must continue to improve existing, and when necessary, implement
new facilities, operational and financial systems, and procedures and controls, as well as train and manage our employee base,
and there can be no assurance that we can do so effectively or avoid experiencing operating inefficiencies or control
deficiencies. We continue to rely on our management personnel to oversee our operations, and retaining and recruiting qualified
individuals is difficult. If we are unable to manage our human capital needs effectively, or if we are unsuccessful in retaining or
recruiting qualified management personnel, there could be a material adverse impact on our business, financial condition and
results of operations. The loss of key personnel or the inability to retain or attract additional personnel could impair our
ability to operate successfully. We are highly dependent upon the principal members of our management, as well as clinical,
commercial and scientific staff, the loss of whose services might adversely impact the achievement of our objectives. Also, we
may not have sufficient personnel to execute our business plans. Retaining and, where necessary, recruiting qualified clinical,
commercial, scientific and pharmaceutical operations personnel will be critical to support activities related to advancing the
development programs for the cabozantinib franchise, zanzalintinib and our other product candidates, successfully executing
upon our commercialization plan for the cabozantinib franchise and continuing our proprietary research and development
efforts. Competition is intense for experienced clinical, commercial, scientific and pharmaceutical operations personnel, and we
may be unable to retain or recruit such personnel with the expertise or experience necessary to allow us to successfully develop
and commerc1al1ze our products In addrtron our reductron in fefee-workforce announced in January 2024 ;and-any-futare

: ; g-eosts;-may adversely affect our ability to attract
and reta1n employees Furthermore all of our employees are employed at will ” and, therefore, may leave our employment at
any time. Risks Related to Environmental and Product Liability We use hazardous chemicals and biological materials in our




business. Any claims relating to improper handling, storage or disposal of these materials could be time consuming and costly.
Our research and development processes involve the controlled use of hazardous materials, including chemicals and biological
materials, and our operations can produce hazardous waste products. We cannot eliminate the risk of accidental contamination
or discharge, or any resultant injury from these materials, and we may face liability under applicable laws for any injury or
contamination that results from our use or the use by our collaboration partners or other third parties of these materials. Such
liability may exceed our insurance coverage and our total assets, and in addition, we may be required to indemnify our
collaboration partners against all damages and other liabilities arising out of our development activities or products produced in
connection with our collaborations with them. Moreover, our continued compliance with environmental laws and regulations
may be expensive, and current or future environmental regulations may impair our research, development and production
efforts. We face potential product liability exposure far in excess of our limited insurance coverage. We may be held liable if
any product we or our collaboration partners develop or commercialize causes injury or is found otherwise unsuitable during
product testing, manufacturing, marketing or sale. Regardless of merit or eventual outcome, product liability claims could result
in decreased demand for our products and product candidates, injury to our reputation, withdrawal of patients from our clinical
trials, product recall, substantial monetary awards to third parties and the inability to commercialize any products that we may
develop in the future. We maintain limited product liability insurance coverage for our clinical trials and commercial activities.
However, our insurance may not be sufficient to reimburse us for expenses or losses we may suffer. Moreover, if insurance
coverage becomes more expensive, we may not be able to maintain insurance coverage at a reasonable cost or in sufficient
amounts to protect us against losses due to liability. Risks Related to Our Common Stock Our stock price has been and may in
the future be highly volatile. The trading price of our common stock has been highly volatile, and it may remain highly volatile
or fluctuate substantially due to factors such as the following, many of which we cannot control: * the announcement of FDA or
other regulatory approval or non- approval, or delays in the FDA or other regulatory review process with respect to
cabozantinib, zanzalintinib or our other product candidates, our collaboration partners’ product candidates being developed in
combination with either cabozantinib, zanzalintinib or our other product candidates, or our competitors’ product candidates; *
the commercial performance of both CABOMETY X and COMETRIQ and the revenues we generate from those approved
products, including royalties paid under our collaboration and license agreements; ¢ adverse or inconclusive results or
announcements related to our or our collaboration partners’ clinical trials or delays in those clinical trials;  the timing of
achievement of our clinical, regulatory, partnering, commercial and other milestones for the cabozantinib franchise,
zanzalintinib or any of our other product candidates or programs; * our ability to make future investments in the expansion of our
pipeline through drug discovery, including future research collaborations, in- licensing arrangements and other strategic
transactions; * our ability to obtain the materials and services, including an adequate product supply for any approved drug
product, from our third- party vendors or do so at acceptable prices; ¢ the timing and amount of expenses incurred for clinical
development and manufacturing of cabozantinib, zanzalintinib and our other product candidates; ¢ actions taken by regulatory
agencies, both in the U. S. and abroad, with respect to cabozantinib or our clinical trials for eabezantintb;-zanzalintinib or our
other product candidates; ¢ unanticipated regulatory actions taken by the FDA as a result of changing FDA standards and
practices concerning the review of product candidates, including approvals at earlier stages of clinical development or with
lesser developed data sets and expedited reviews; ¢ the announcement of new products or clinical trial data by our competitors; ®
the announcement of regulatory applications, such as MSN’ s, Teva’ s and-, Cipla > s and Sun ’ s respective ANDAs, seeking
approval of generic versions of our marketed products; * quarterly variations in our or our competitors’ results of operations; ¢
changes in our relationships with our collaboration partners, including the termination or modification of our agreements, or
other events or conflicts that may affect our collaboration partners’ timing and willingness to develop, or if approved,
commercialize our products and product candidates out- licensed to them; ¢ the announcement of an in- licensed product
candidate or strategic acquisition; ¢ litigation, including intellectual property infringement and product liability lawsuits,
involving us; ¢ changes in earnings estimates or recommendations by securities analysts, or financial guidance from our
management team, and any failure to achieve the operating results projected by securities analysts or by our management team;
« the entry into new financing arrangements; * developments in the biopharmaceutical industry; « sales of large blocks of our
common stock or sales of our common stock by our executive officers, directors and significant stockholders; ¢ the
announcement of a repurchase of our common stock; ¢ additions and departures of key personnel or board members; ¢ the
disposition of any of our technologies or compounds; and ¢ general market, macroeconomic and political conditions and other
factors, including factors unrelated to our operating performance or the operating performance of our competitors. These and
other factors could have a material adverse impact on the market price of our common stock. In addition, the stock markets in
general, and the markets for biotechnology and pharmaceutical stocks in particular, have historically experienced significant
volatility that has often been unrelated or disproportionate to the operating performance of particular companies. Likewise, as a
result of significant changes in U. S. or global political and macroeconomic conditions, including histerteatty-high-inflation,
fluctuating the-Federal-Reserve-interest rate-rates tnereases-, as well as policies governing foreign trade (including tariffs) and
healthcare spending and delivery, or the ongoing hostilities in Eastern Europe and the Middle East, the financial markets could
continue to experience significant volatility that could also continue to negatively impact the markets for biotechnology and
pharmaceutical stocks. These broad market fluctuations have adversely affected and may in the future adversely affect the
trading price of our common stock. Excessive volatility may continue for an extended period of time following the date of this
report. In the past, following periods of volatility in the market price of a company’ s securities, securities class action litigation
has often been initiated. A securities class action suit against us could result in substantial costs and divert the attention of
management, which could have a material adverse impact on our business, financial condition and results of operations. Anti-
takeover provisions in our charter documents and under Delaware law could make an acquisition of us, which may be beneficial
to our stockholders, more difficult and may prevent or deter attempts by our stockholders to replace or remove our current



management, which could cause the market price of our common stock to decline. Provisions in our corporate charter and
bylaws may discourage, delay or prevent an acquisition of us, a change in control, or attempts by our stockholders to replace or
remove members of our current Board of Directors. Because our Board of Directors is responsible for appointing the members
of our management team, these provisions could in turn affect any attempt by our stockholders to replace current members of
our management team. These provisions include: ¢ a prohibition on actions by our stockholders by written consent; * the ability
of our Board of Directors to issue preferred stock without stockholder approval, which could be used to institute a “ poison pill
that would work to dilute the stock ownership of a potential hostile acquirer, effectively preventing acquisitions that have not
been approved by our Board of Directors; and ¢ advance notice requirements for director nominations and stockholder
proposals. Moreover, because we are incorporated in Delaware, we are governed by the provisions of Section 203 of the
Delaware General Corporation Law, which prohibits a person who owns in excess of 15 % of our outstanding voting stock from
merging or combining with us for a period of three years after the date of the transaction in which the person acquired in excess
of 15 % of our outstanding voting stock, unless the merger or combination is approved in a prescribed manner. Our disclosures
related to environmental, social and governance matters subjects us to risks, including risks to our market perception
and stock price. The focus of Gevernments-governments , investors and other stakeholders are-inereasinglyfoeusing-on
environmental, social and governance (ESG) practices and disclosures —is constantly shifting and Expeetations-expectations in
this area are rapiety-cvolving . Laws addressing and-growingandnew-ESG laws-topics and regulations are-expanding-may
change and affect mandatory disclosure, reporting and diligence requirements. We manage, track and report on our ESG
initiatives goals-and-objeetives-, including in our Corporate Values & Sustainability Report or as may be required in our annual
and quarterly reports. Our efforts to accomplish and report on these topics geals-and-ebjeetives-subjects us to risks, any of which
could have a material adverse impact on our business, including specifically market perception and the market price of our
common stock. Such risks may be outside of our control and the criteria by which our ESG practices and disclosures are
assessed may change due to the evolving regulatory requirements affecting ESG standards and disclosures, which could result in
increased expectations for us with respect to ESG matters and cause us to undertake costly initiatives to satisfy such new criteria.
Our failure or perceived failure to pursue or achieve our ESG geals-and-objectives, or to maintain our ESG practices that meet
evolving stakeholder expectations or expanding legal requirements, could have a material adverse impact on our market
perception and stock price, as well as expose us to government enforcement actions and private litigation.



