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Forward Looking Statements

This Investor Presentation contains forward-looking statements within the meaning of Section 27A of the Securities Act of 1933, Section 21E of the Securities
Exchange Act of 1934 and the Private Securities Litigation Reform Act of 1995, relating to Interpace Diagnostic Group Inc.’s (“the Company”) future financial
and operating performance. The Company has attempted to identify forward looking statements by terminology including "believes," "estimates,"
"anticipates," "expects," "plans," "projects," "intends," "potential," "may," "could," "might," "will," "should," "approximately" or other words that convey
uncertainty of future events or outcomes to identify these forward-looking statements. These statements are based on current expectations, assumptions
and uncertainties involving judgments about, among other things, future economic, competitive and market conditions and future business decisions, all of
which are difficult or impossible to predict accurately and many of which are beyond the Company's control. These statements also involve known and
unknown risks, uncertainties and other factors that may cause the Company's actual results to be materially different from those expressed or implied by
any forward-looking statement. Known and unknown risks, uncertainties and other factors include, but are not limited to, the Company's ability to
adequately finance the business, its ability to restructure its liabilities and other obligations, the market's acceptance of its molecular diagnostic tests, its
ability to retain or secure reimbursement, its ability to secure additional business and generate higher profit margins through sales of its molecular
diagnostic tests, in-licensing or other means, projections of future revenues, growth, gross profit and anticipated internal rate of return on investments and
our ability to maintain our NASDAQ listing. Additionally, all forward-looking statements are subject to the risk factors detailed from time to time in the
Company'’s filings with the Securities and Exchange Commission (SEC), including without limitation, the Annual Report on Form 10-K filed with the SEC on
March 31, 2017 and the amendment on Form 10-K/A filed on April 28, 2017, the Company’s Quarterly Reports on Form 10-Q filed with the SEC on May 12,
2017, August 10, 2017, and November 13, 2017, and the Company’s Registration Statement on Form S-1 (333-218140, the “registration statement”).
Because of these and other risks, uncertainties and assumptions, undue reliance should not be placed on these forward-looking statements. In addition,
these statements speak only as of the date of hereof and, except as may be required by law, the Company undertakes no obligation to revise or update
publicly any forward-looking statements for any reason. The Company has filed the Registration Statement (including a preliminary prospectus) with the
Securities and Exchange Commission (SEC) for the offering for which this Investor Presentation relates. Before you invest, you should read the preliminary
prospectus contained in the Company’s Registration Statement and other documents the Company has filed with the SEC for more complete information
about the Company and this offering. The preliminary prospectus and the Registration Statement may be accessed through the SEC’s website at
www.sec.gov. Alternatively, the Company, any underwriter or any dealer participating in the offering will arrange to send you the preliminary prospectus if
you request it through Maxim Group LLC, 405 Lexington Ave, New York, NY 10174, Attn: Prospectus Department or by Tel: (800) 724-0761. This Investor
Presentation contains statistics and other data that has been obtained from or compiled from information made available by third parties service providers.
The Company has not independently verified such statistics or data.
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Our Mission

I”

We are a fully integrated “commercial” company
that provides molecular and diagnostic tests and
pathology services to evaluate the risk of cancer by
leveraging the latest technology in personalized
medicine for better informed clinical decisions and
improved patient management.
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Investment Highlights

NASDAQ Listed
Liquid Stock

Internal
4 Products In

The Market Reimbursement
Capabilities

Dedicated Sal .
Oigécnaiz(;tioz g: /\ INTERPACE
26 \f DIAGNOSTICS Long-term Debt

GUIDING TREATMENT. DELIVERING INNOVATION. Free

Medicare and Raised ~$20M
Private 39% YoY Since End Dec

Insurance 2016
coverage (2015 vs. 2016)

Revenue

Growth
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Inconclusive Biopsy: Uncertainty
Drives Need for Molecular Testing

. . Improved
Diagnostic  Outcomes
Biopsy

‘1’ IR Appropriate

Surgery
Indeterminate > Molecular
Results Diagnostics

=% Non-Surgical
Follow up

v ! v
Unnecessary Wrong Delayed o
Surgeries Treatment Treatment B Significant
Cost Savings

Molecular Diagnostics improve patient
outcomes and result in significant cost
savings to the healthcare system

The right treatment for the patient
at the right time
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Attractive Molecular
Business Model

De-Risked Business Model

Strong Guideline Support

Versus Drugs, Diagnostics have: (9 2014 American Thyroid Association Revised Guidelines

_ Lower Developmental Costs TR Molecular Diagnostics tests should be considered for
THYROID suspicion of malignancy or indeterminate.

- Lower Developmental Risk i)

FOUNDED 1923

Natoral 2013 NCCN Guidelines
NCCN gg:l‘:ehemwe Molecular Diagnostics recommended testing on some
Network indeterminate cytologies to minimize unnecessary surgeries

- Faster time to market

- Lower regulatory hurdles

& Drugs 2016 ASGE Guidelines

Recommendation no. 4 suggests use of PancraGen should be

K Diagnostics considered when cysts are indeterminate based on cytology

Current Pancreatic Cysts Guidelines

Sendai guidelines 2012 and ACG guidelines 2007 strongly
favor surgical resection because of the inability of first-line
tests to predict biological behavior and aggressiveness.

L

Development Development Regulatory

Costs Timelines Risk
(including
FDA review)
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nterpace Diagnostics’
Product Portfolio

MVPdX
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"PANCRAGEN (@BARREGEN' z Thy X }ThyraMIR
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THYROID ONCOGENE PANEL THYROID miRNA CLASSIFIER

Risk-Stratifies

Pancreatic
Cysts

Over 71M

Lives Covered

Integrated
Molecular

Pathology test

S300M-$370M*

Pancreatic Cysts

Risk-Stratifies
Barrett's
Esophagus

Soft Launch
Began In 2017

Integrated
Molecular
Pathology test

$1.5B-S2B*

Barrett’s Esophagus

* Total Market opportunity, Company Estimates,

NGS panel for
Thyroid Cancer

Over 250M
Lives Covered

Rules In Thyroid
Cancer

Micro-RNA
Classifier

Over 250M

Lives Covered

Rules Out
Thyroid Cancer

S350M* «—— $350M*

Thyroid Nodules

Thyroid Nodules

, C. Hur et al. Gastroenterology, (May 21, 2012).

Lung Cancer:
Metastatic vs.
Primary

Medicare
Coverage in

place

Integrated
Molecular
Pathology test

Up to SOOM*

MVP Lung
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Pricing & Reimbursement

PANCRAGEN

m PANCREATIC CANCER RISK CLASSIFIER

9y ThyGenX »ThyraMIR

THYROID miRNA CLASSIFIER

THYROID ONCOGENE PANEL

List Price $4,000 List Price $1,675 $4,000
Averaged Realized $2,600 Averaged Realized $1,100 $2,000
Revenue Revenue

v atedtnie | g lovstedtrse s
Covered Lives +71 million Covered Lives +200 million +200 million

MVPdX

List Price $4,500
Averaged Realized $2,600
Revenue

Now Billed Under

Molecular Code 81479
Covered Lives +90 million
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PANCREATIC CYSTS CANCER RISK
POWERED BY PathFinderTG®
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Pancreatic Cancer

155,870

Number of New US
Cases in 2017:
43,090

50,260
40,610 43,090
24,500 26 730
16,870 20,140 | |
Bladder Non-Hodgkin Leukemia Prostate Breast Cancer Pancreatic  Colon and Lung and
Cancer Lymphoma Cancer (Female) Cancer Rectum Bronchus
Cancer Cancer

® The Third Leading U.S. Cancer Killer @ 5-year survival rate 7.2%

https://seer.cancer.gov/statfacts/more.html
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PancraGEN®
Integrated Molecular Pathology

: Fluid Molecular Pathologist

Results published in leading Gl journal, Endoscopy

PancraGen P value for PancraGer®
% [95% Cl] vs. Sendai 2012 model
PPV 5794736801  208[162259] <0.0001

PancraGEN can identify non-progressors as well as 2012 International
Sendai Guidelines, however it’s significantly better at identifying
progressors

Eluri et al. Am J Gastroenterol 2015; 110:828-834; doi: 10.1038/ajg.2015.152 (")
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Significant Clinical Evidence

Endoscopy

INTERNATIONAL OPEN

- Sendai guidelines 2012 and ACG guidelines
Ul Gty (SRS 2007 strongly favor surgical resection because
; o _ of the inability of first-line tests to predict
SNt : - B biological behavior and aggressiveness.

o flepat

5 Clinical Validation Papers Published
4 Clinical Utility Papers Published
1 Registry Study published
5 Cost Benefit Studies Published
Budget Impact Model

1 Al-Haddad MA, Kowalski T, Siddiqui A, Mertz HR, Mallat D, Haddad N, Malhotra N, Sadowski B, Lybik MJ, Patel SN, Okoh E,
Rosenkranz L,Karasik M, Golioto M, Linder J, Catalano MF. Endoscopy. 2015 Feb;47(2):136-46. doi: 10.1055/s-0034-1390742 e e = rerary e
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PancraGEN®Adoption &
Growth

P BlueCross. ‘/‘%
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Blue Cross Blue Shield

Q
NOVITAS

- MIAEE TS €8 Multiplan
v’ 250 Physicians and Hospitals Medicare

v" Over 30,000 tests performed

/ ] ) . . ®
International Distribution Galaxy*ﬂealth Ch()lcem

Network
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THYROID ONCOGENE PANEL THYROID miRNA CLASSIFIER

ENDOCRINE ONCOLOGY R ‘
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Thyroid Cancer Incidence* 56,870 estimated new cases of thyroid
cancer in 2017.*

~o
o
i

Prevalence of This Cancer: In 2014, there were an
estimated 726,646 people living with thyroid
cancer in the United States.*

—
v
I ST T 'Y

INew Cases

NUMEBER PER
100,000 PERSONS
—
o

wn
N}

fDeaths
0 T T L) ] L\l ] ] T T L) L\l L\l T T T L) L) L) L] T T 1 |-~
1992 1995 1998 2001 2004 2007 2010 2014

YEAR
@® ~10-18M U.S. adults have Nodules”

® Estimated 525,00 thyroid Fine Needle
Aspirates (FNAs) per year in the U.S. and
growing

AAmerican Cancer Society http://www.cancernetwork.com/thyroid-cancer/thyroid-nodules-when-biopsy”

* https://seer.cancer.gov/statfacts/html/thyro.html
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inical Dilemma of Indeterminate
nyroid Nodules

—1'®
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Non Diagnostic Benign Indeterminate* Suspicious for Malignant
Malignancy

Cytopathology Diagnosis

*Indeterminate (Follicular Lesion2) includes Atypia of Undetermined Significance (AUS)/Follicular Lesion of Undetermined Significance(FLUS)
and (suspicious for) Hurthle/Follicular Neoplasm

1 Gharib H, et al. Endoc Pract 2010.

2 Wang CC, et al. Thyroid 2011. ‘4 Thy X >Tby[aMI R

THYROID ONCOGENE PANEL THYROID miRNA CLASSIFIER
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Data Comparison
with Market Leader

Combined mutation & Mutation testing Gene expression classifier with
Test performance miRNA testing alone mRNA testing”?
[95% CI] (ThyGenX + ThyraMIR)* (ThyGenX)* (Afirma®)
PPV (%) 74% [58-86] 81% [54-96] 47% [40-55] 37% [23-52] e
NPV (%) 94 %[85-98] 64 %[47-79] 93% [86-97] 94% [79-99]

ThyGenX™ and ThyraMIR™ combination testing can accurately
“Rule in” and “Rule out” the risk of malignancy

ThyraMIR™ measures the expression of 10 microRNAs and, and the combination with
ThyGenX™, yields both high NPV and high PPV

Only commercial test that can be performed from FNA and/or Cytology Slides

ThyGenX™ and ThyraMIR™ combination testing addresses a unmet clinical need for
more actionable information in the management of indeterminate thyroid nodules

*Labourier et al. JCEM 2015.

. _
AAlexander et al. NJEM 2012 9 Thy X »ThyraMIR

THYROID miRNA CLASSIFIER
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Multiple Publications Support Clinical Validity
and Utility of ThyGenX® / ThyraMIR®

The Journal of Pathology: Clinical Research
Published online January 2016 in Wiley Online Library
(wileyonlinelibrary.com). D0!: 10.1002/cjp2.38

MOICC_UIar classification _Of thYI'OId Ie5|_ons by combm_ed testmg Utility and cost-effectiveness of molecular testing in thyroid
for miRNA gene expression and somatic gene alterations nodules with indeterminate cytology

Emmanuel Labourier

Clinical Endocrinology (2016) doi: 10.1111/cen.13096

ORIGINAL ARTICLE

Dennis Wylie," Sylvie Beaudenon-Huibregtse,' Brian C. Haynes,' Thomas |. Giordano® and
Emmanuel Labourier'* BMDs, Austin, T¥, USA

Introduction

— ORIGINAL ARTICLE ary Ultrasound imaging followed by cytopathology evaluation of
t Molecular testing on biopsies from thyroid nodules fine-needle aspiration (FNA) biopsies is currently the gold stan-
hdeterminate cytology can improve patient management  dard for the diagnostic management of adult patients with thy-

enting unnecessary surgeries on benign nodules. roid nodules.” The procedure is extremely efficient with a
Molecular testing for miRNA, mRNA and DNA on fine ive The aim of the study was to determine the health  residual risk of cancer < after benign diagnosis and >98%
- = - - e benefits and cost-effectiveness of molecular testing in  after malignant diagnosis.™ This performance facilitates optimal
needle aspiration improves the preoperative with AUSIFLUS or ENISEN cytology. preopersive patient mansgement by avoiding unneessary dsg-
diagnosis of thyroid nodules with indeterminate
THYROID THYROID CANCER AND NODULES
Emmanuel Labourier'*, Alexander Shifrin?, Anne E. Busseniers®, M Volume 24, Number 10, 2014
Moni L. Manganelli®, Bernard Andruss’, Denni lie', and © Mary Ann Lisbert, Inc.
onique L. Manganelli®, Berna uss', Dennis Wylie', a DOI: 10.1089/thy.2013.0640

Sylvie Beaudenon-Huibregtse’

"Asuragen Inc., Austin, TX; %Jersey Shore University Medical Center, Center for Thyr
Adrenal Diseases, Neptune, NJ; *Metropolitan Fine Needle Aspiration Service, WA, D|

; Yroi ndocrine Center of Florida, Sarasota, FL; ®San Diego, iZ u i i

MD; “Thyroid & Endocrine Center of Florida, Sarasota, FL; *San Diego, CA Centralized Molecular Testing for Oncogenic Gene
_ . . . B Mutations Complements the Local Cytopathologic

Context: Molecular testing for oncogenic mutations or gene expression in fine| . N .

(FNAs) from thyroid nodules with indeterminate cytology identifies a subset Dlagnosls Of Thyrold Nodules

nant lesions with high predictive value.

Objective: Evaluate a novel diagnostic algorithm combining mutation detect|
pression to improve the diagnostic yield of molecular cytology. Sylvie Beaudenon-Huibregtse,' Erik K. Alexander? Richard B. Guttler.® Jerome M. Hershman,*®
Varsha Babu,* Thomas C. Blevins,® Paul Moore,” Bernard Andruss, and Emmanuel Labourier’

»y ThyGenX' »ThyraMIR

THYROID ONCOGENE PANEL THYROID miRNA CLASSIFIER
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(| UnitedHealthcare

82 KAISER
PERMANENTE.

& Oxford Health Pans

Q

v" 400 Physicians and Hospitals

v Over 15,000 tests performed ISQYT!I{?‘SS
v' LabCorp Partnership I

v International Distribution ‘

EmblemHealth

K Aetna
o BlueC ‘
BlueShield

.“:\.“:’.
‘.)0(.‘
Cigna.

GEISINGER

HEALTH SYSTEM

REDEFINING BOUNDARIES

Carehrst 2@

.l'sm

v Corporation of America l

Laborators
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ESOPHAGEAL CANCER RISK CLASSIFIER

BARRETT’S ESOPHAGUS RISK OF

PROGRESSION TO CANCER
POWERED BY PathFinderTG®
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©

" What is Barrett’s Esophagus?

® Gastroesophageal reflux very common (10-20% US adults)

® 6% progress to Barrett's Esophagus (~3.3 million adults)

® Barrett's Esophagus precedes esophageal cancer (EAC)
infrequently (1-3%)

® Ablation (Barrx) has emerged as a treatment and prevention
strategy

@ Current tests cannot predict which patients will progress to
Esophageal Cancer — one of the most lethal cancers —
creating a high unmet need for a molecular diagnostic test
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@ BARREGEN'

ESOPHAGEAL CANCER RISK CLASSIFIER

Avoid .
. Help monitor
Aid In unnecessary & .
. . patients
strategies to expensive :
during
prevent cancer ($30K) .
. . surveillance
by ablation recurring

ablation

Reduce overall
cost of care

BarreGEN can allow for more personalized management of Barrett’s patients

@BARREGEN

EEEEEEEEEEEEEEEEEEEEEEEEEEEE
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BarreGEN®for
Barrett’s Esophagus

~“3.3M ) $1.5-S2B

Adults Potential

!

~850,000
Endoscopic screens Annually

ications and Outcomes of Gastrointestinal Endoscopy, 2009
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Multiple Publications Support Clinical
Validity and Utility of BarreGEN®

THIEME |
‘; J Original article .

Endoscopic ablation is a cost-effective cancer
preventative therapy in patients with Barrett’s
esophagus who have elevated genomic instability

828  ORIGINAL CONTRIBUTIONS nature publishing group

The Presence of Genetic Mutations at Key Loci Predicts
- Progression to Esophageal Adenocarcinoma in Barrett's
o Esophagus

1 2.3 3 3
Bt PR L e L SR SR e Swathi Eluri, MD!, William R. Brugge, MD?, Ebubekir S. Daglitar, MD?, Sara A. Jackson, PhD?, Mindi A. Styn, PhO?,
tions M. Callenberg, PhD?, Derek C. Welch, MD?, Todd M. Barr, MD?, Lucas C. Duits, MD?, Jacques J. Bergman, MD, PhD® and
Institu blas J. Shaheen, MD, MPH'
nature publishing group PRAC GUIDELINES
CTIVES:  Risk stratification in Barrett's (BE) is ing. We the ability of a panel of genetic
markers to predict progression to high-grade dysplasia (HGD) or h | ad i (EAC).
40DS: In this trol study, we a of genetic instability, the mutational load (ML), in
predicting progression to HGD or EAC. Cases had nondysplastic BE or low-grade dysplasia (LGD) at
ACG Clinical Guideline: Diagnosis and Management of baseline and developed HGDVEAC 21 year later. Controls were matched 2:1, had nondysplastic BE or
LGD, and no progression at follow-up. F fixed, paraffi tissue was microdissected
B arrett ’s ESO p h agu S for the epithelium. Loss of heterozygosity (LOH) and microsatellite instability (MSI) were assessed.
ML was calculated from ds in 10 ic loci. High-clonality LOH mutations were
. ) N assigned a value of 1, | lonality ions were assigned a value of 0.5, and MSI 0.75 at the
Nicholas . Shaheen, MD, MPH, FACG', Gary W. Falk, MD, MS, FACG?, Prasad G. Iyer, MD, MSc, FACG® and first loci, and 0.5 for additional loci. These values were summed to the ML. Receiver operator

Lauren Gerson, MD, MSc, FACG* i
characteristic (ROC) curves were created.

Barrett’s esophagus (BE) is among the most iti by the g gist. In this
document. the American College of gy its gui for the best i in caring for these
These gui to ing of high-risk i for BE; routine

is Ilmlbed to men wnh reﬂux symptoms and multiple other risk factors Acknowledglng recent data on the low risk
of progr i BE, intervals are attenuated in
this i { wrﬂr ic BE should i survelllance ‘no more frequently than
every 3- 5 years. Neither routine use of biomarker panels nor d end

is at this time. i ive therapy is recommended for patients

with BE and high-grade dysplasia, as well as T1a esophageal adenocarcinoma. Based on recent level 1 evidence,
endoscopic ablative therapy is also recommended for patients with BE and low-grade

surveillance i to be an ive. Given the i of BE after

we suggest postablation endoscopic surveillance intervals. Although many of the recommendations provided are
based on weak evi or expert opini this p! a for the care of the patient
with BE.

SUPPLEMENTARY MATERIAL is linked to the online version of the paper at http:/iwww.nature.com/ajg

@BARREGEN

ESOPHAGEAL CANCER RISK CLASSIFIER
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METASTASIS VS. NEW PRIMARY CANCER - LUNG
POWERED BY PathFinderTG®




AMERICAN
LUNG
ASSOCIATION,|

‘ 222,500 Newly Diagnosed Cases/Year
‘ No. 1 Leading Cause of Death in Men & Women

‘ No. 2 New Cancer Incidence in Both Men & Women ?w
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Lung Cancer Statistics

155,870

Number of New
US Cases in 2017:
222,500

50,260
40,610 43,090
24,500 26,730
16,870 20,140 | \
Bladder Non-Hodgkin Leukemia Prostate Breast Pancreatic  Colon and Lung and
Cancer Lymphoma Cancer Cancer Cancer Rectum Bronchus
(Female) Cancer Cancer
® Leading U.S. Cancer Killer @® 5-year survival rate 18.1%

https://seer.cancer.gov/statfacts/more.html
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MVPdx (Lung Cancer

Mutational Analysis _

C I i n ic a I I n d ic a ti ons Recurrence/Metastasis vs. new Primary Cancer

Clinical Indications:
Mutations of tumor suppressor genes and/or oncogenes are frequently identified

° 4 : H in human cancers. These mutations often appear before detectable morphological
co m pa re the m Utatl ona I ﬁ nge rprl nt Of two or mo re changes. Identification of the mutational profile may be a useful indicator to:
. . . * Compare the mutational fingerprint of two or more sites of cancer to determine
Ca ncer SItes to d ete rm | ne recu rrence/m eta Sta SIS or whether the neoplastic deposits are representative of a recurrence/metastasis of

cancer or a new primary (independent) cancer.

Define the primary site of formation in relationship to multiple sites of metastatic
spread.

new primary (independent) cancer

- Define Primary site of formation in relationship to
multiple metastatic spread

Differentiate multicentric carcinoma versus intra-organ spread of one cancer.

Differentiate local recurrence of cancer versus new primary cancer formation.

Define the presence or absence of cancer in atypical cytology by comparing the
mutational fingerprint with that of known previous cancer.

- Differentiate multi-centric carcinoma versus intra- Methodology:
organ spread of one cancer Dolymerase chain reoction (PCR) / rogment based analy for ocs of haterozygosiy

(LOH) using a panel of microsatellite markers in proximity to 16 tumor suppressor
genes including P16, PTEN, TP53, VHL, DPC4, and OGG1.

- Differentiate local reoccurrence versus intra- : ;
. Ordering Instructions:
(0] rga Nn cancer fo rmation Testing can be initiated only upon receipt of a signed, completed PathFinderTG Test

Requisition. All available imaging or clinical data, such as cytology or histopathology
reports, should be submitted. Clinical data will be included in the integrated report.
Contact Client Services at 1-800-495-9885 for details.
Turnaround Time:
Ten to fourteen business days after receipt of specimen or fluid and a signed,
completed test requisition.
Specimens:

* Histopathology slides - Formalin fixed, paraffin embedded (FFPE) tissues

* Cytology slides

 Paraffin blocks

* Based on Current Medicare Reimbursement




MVPdx

Lung

DIAGNOSTICS

O GUIDING TREATMENT. DELIVERING INNOVATION.

/' INTERPACE
<

600+ Tests Performed To Date

DIAGNOSTICS

J>O INTERPACE

REQUISITION FOR
METASTASIS VS PRIMARY TUMOR

COMPARATIVE MUTATIONAL PROFILE OF MULTIPLE TUMORS

terpacediagnostics.com

For additional information, please contact Client Services

CLINICAL REPORTS

TEST REPORTS SUBMITTED FOR THIS CASE:
[ PATHOLOGYREPORT [ OTHER
[ CYTOLOGY REPORT

SUBMITTING DIAGNOSIS
ICD CODES (REQUIRED):

THE DIAGNOSIS CODE(S) PROVIOED SHOULD ALWAYS BE BASED UPON
SUPPORTEL DICAL

0 WITHIN THE PATIENT'S ME!
TESTING CANNOT BE DONE UNLESS 1CD CODE(S) ARE NOLUDED.

SPECIMEN INFORMATION

SPECIMEN COLLECTION SETTING

[ HOSPITAL (NPATIENT): Date of Discharge.

] HOSPITAL (QUTPATIENT) ~ [] NON-HOSPITAL AFFILIATED SETTING

1

PATIENT INFORMATION (may adhere patient label)

PATIENT NAME
oo, Frac 7
DATE OF BIRTH sex: 0 remate [0 maLe
ey
STREET ADDRESS
% STATE 2P
PHONE # SSN or MRN

] PATIENT'S DEMOGRAPHIC INFORMATION ATTACHED (FACE SHEET)
BILLING INFORMATION

O PaenT 8L AT o)
BiLLTO:

[J MEDICARE  []] PRIVATE INSURANGE  [[] ORDERING INSTITUTION
O MeoicAID [ PATIENT PRE-PAY (US check, cert. funds, etc.)

INSURANCE NAME

}O INTERPACE

DIAGNOSTICS

O uonemesmuen. oeuvems mmovanon

Patient Name: PUBLIC, JOHN Q
MRN: 00-123456
DOB - Age- Sex 01/01/1952 - 65 yrs - Male
Ordering Physician: Smith, Mark M

Specimens Received
1. Lung Paraffin Block (Ext Part 3; Collected 12/11/2016)
2. Lung Paraffin Block (Ext Part 1; Collected 10/08/2016)
3. Lung (Recut) (Ext Part 4; Collected 12/11/2016)
4. Lung (Recut) (Ext Part 2; Collected 10/08/2016)

DIAGNOSIS

entified Metastasis vs. Pi
MvP powered by PathFinderTG®

nary

Interpace Diagnostics Accession #:
Case Accessioned:

Specimen Received:

External Accession #:

Documents Received

Cytology Report

RPXX-XXXX

01/08/2017

01/02/2017

XXX-XXXX, XXX
X

e Independent
LOWER LOBE LUNG CANCER IS A NEW PRIMARY TUMOR AND INDEPENDENT T
FROM THE LEFT LOWER LOBE LUNG CANCER.

UTATIONAL PROFILE

COLLECTION DATE TIME Oam Oem| Pocyrs GROUP #
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Comparative Mutational Profiling in the
Assessment of Lung Lesions: Should It Be the

Standard of Care?

Susan D. Moffatt-Bruce, MD, PhD, Patrick Ross, MD, PhD, Marino E. Leon, MD,
Gang He, MD, Sydney D. Finkelstein, MD, Alexandru M. Vaida, MD,
O. Hans Iwenofu, MD, Wendy L. Frankel, MD, and Charles L. Hitchcock, MD, PhD

Division of Cardiothoracic Surgery, Department of Surgery, and Division of Thoracic Pathology, Department of Pathology, Ohio
State University, Columbus, Obio; and RedPath Integrated Pathology, Pitsburgh, Penneylania

Background. Discerning primary versus metastatic
lung lesions is problematic. Comparative mutational
profiling (CMP) involves genetic and point mutation
analysis of lesions to facilitate this. We sought to review
our experience in cases of two lung lesions or head and

eck cancer and lung lesions to determine whether a
significantly clinical problem existed, what standard pro-
cesses were in place to address it, and whether a new
diagnostic standard was required.

Methods. Between January 1, 2007, and October 31, 2008,
CMP was used in 24 cases of two lung lesions or a head and
neck cancer and lung lesion. Routine hematoxylin and
eosin stain examination and immunohistochemistry were
performed as appropriate. The CMP involved DNA se-
panel
of allelic imbalance markers. Metastatic cancer required
demonstration of concordant mlllzhmu .««m‘g the same
allele copy in different cancer depos

horacic surgeons are often faced with trying to dis-
cern whether lung masses are primary or metastatic
processes when a patient has two lung lesions or another
neoplastic process and a lung lesion. This differentiation
is absolutely essential to planning patient care and prog-
nosticating patient outcomes. Currently, tissue speci-
mens undergo routine staining with nd

Results. The patient mean age was 62 years; there were
13 men and 11 women. The cases involved two lung
lesions (n = 13) or a head and neck cancer and a lung
lesion (n = 11). Standard pathology examination was
unable to discriminate the lesions, and they were subse-
quently differentiated by CMP. Fifteen discordant CMP
results were interpreted as independent primaries; 9
cases were concordant, consistent with metastatic

iscerning primary versus metastatic dis-

g with lung lesions is a clinically
icant problem. Comparative al profiling
was found to be useful and reliable to assess the relat-
edness of multiple cancer lesions when routine pathol-
ogy assessment was unable to.

(Ann Thorac Surg 2010,90:388-97)
2010 by The Society of Thoracic Surgeons

varies from 0.8% to 14.5%, depending on whether it is
calculated from a cancer registry, autopsy series, or
surgical series [2]. The criteria of Martini and Melamed
3] currently being used to resolve this problem is more
subjective than objective in that it is based on tumor
morphology, location, presence or absence of carcinoma

i
eosin staining and immunohistochemistry (IHC) staining
f cytoplasmic, nuclear, and cell surface antigens to
discern the histogenesis of each lesion. However, when
these techniques are unable to differentiate between a
d a metastatic process, comparative muta-
tional profiling (CMP) is appropriate. We sought to
determine whether discerning lung masses as primary or
metastatic was a clinical problem, what standard pro-
cesses were in place to address it, and whether a new
diagnostic standard was required.

Beyreuther first described synchronous lung lesions in
1924 [1]. The actual frequency of multiple lung lesions
Accepted for publication March 16, 2010.
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insitu,
features and not on olnemve molecular genctic featurcs.
Recent data have suggested that an aggressive surgical
approach is well justified and safe for patients with truly
synchronous primary lung cancers, further emphasizing
the need for diagnostic accuracy and often a multidisci-
plinary approach to patient management [4-9].

Owing to common predisposing risk factors, lung can-
cer and head and neck cancer often coexist. Additionally,
the risk of developing a subsequent malignancy is very
high for lung cancer patients, with and without prior
primary malignancies [10]. Synchronous tumors, defined
as neoplasms that present within 6 months, and meta-
chronous tumors, defined as those presenting more than
6 months after the index tumor, must be differentiated
from metastatic processes originating from the head and
neck primary [11, 12]. The diagnostic dilemma com-

0003-4975/536.00
doi:10.1016/j.athoracsur.2010.03.059
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Utility of Genomic Analysis in
Differentiating Synchronous and
Metachronous Lung

Adenocarcinomas from Primary
Adenocarcinomas with
Intrapulmonary Metastasis?

Abstract
Di and

Volume 10 Numberxx — Month 2017 pp. 442-449 442

primary lung from nas with
intrapulmonary metastasis is essential for optimal patient management. In this study, multiple lung

adenocarcinomas occurring in the same patient were evaluated using comprehensive histopathologic evaluation
supplemented with molecular analysis. The cohort included 18 patients with a total of 52 lung adenocarcinomas.
Eleven patients had a new diagnosis of multiple adenocarcinomas in the same lobe (7 = 5) or different lobe

(n = 6). Seven patients had a history of lung cancer and developed multiple new tumors. The final diagnosis was
made in resection specimens (1 = 49), fine needle aspiration (n = 2), and biopsy (n = 1). Adenocarcinomas were

and of tumors was Alltumors save for one were subjected
to ALK gene rearrangement testing and targeted Next Generation Sequencing (NGS). Using clinical, radiologic, and
morphologic features, a confident favoring or disease was

made in 65% of patients. Cases that proved challenging included ones with more than three tumors showing

Translational Oncology (2017) 10, 442-449

Introduction
Lung cancer remains the leading cause of cancer-related death in both
men and women in the United States with an cstimated 221,000 new
diagnoses and 158,000 deaths in 2015 [1]. OFall the subtypes of lung
carcinoma, adenocarcinoma has shown a dramatic rise in incidence
worldwide and currendly accounts for approximately half of all
newly diagnosed primary lung malignancies [2-4]. Although most
patients are diagnosed with a single primary lung adenocarcinoma,
the frequency of identifying two or more adenocarcinomas at

presentation is not uncommon and has an estimated incidence
ranging from 1% to 8% [5-13]. Depending on the stage at

growth patt dlackinga unique to each tumor
were helpful in the of multiple in 72% of patients. Collectively, morphologic and
genomic data proved to be of greater value and achieved ive di in94% of patients. ofthe
genomic profiles of multiple lung the findings, enabling a more

of and ic lesions in most patients, thereby

improving staging accuracy. Targeted NGS can identify genetic alterations with therapeutic implications.
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Microsatellite alteration in multiple primary lung cancer

Cheng Shen, Xin Wang, Long Tian, Guowei Che

Department of Thoracie Surgery, West-China Hospital, Sichuan University, Chengdu 610041, Chi

Correspondence 10: Prof. Guowei Che. Department of Thoracic Surgery, West-China Hospital, Sichuan University, Chengdu 610041, China.

Email: cheguowei_hx@aliyun.com.

Abstract: Patients with pulmonary neoplasms have an increased risk for developing a second tumor of the
lung, cither at the same time or different times. It is important to determine if the sccond tumor represents
an independent primary tumor or recurrence/metastasis, because it will significantly change the management
and prognosis. Microsatellite instability (MSI) and loss of heterozygosity (LOH) represents molecular
disorders acquired by the cell during neoplastic transformation. Both are associated with genetic instabil
Functional slencing of ppressor genes may be the consequence of genomic instability, particularly
of the globally occurring LOH phenomenon. Numerous studies have confirmed the role of MSI/LOH

at both the early and the late stages of multiple primary lung cancer. This paper reviews the published
literatures focused on the role of MSI/LOH significance in multiple primary lung cancer. Additionally, a new
method based on the allelic variations at polymorphic microsatellite markers was offered that it does not rely
on collection of normal tissue, performed with minimal rumor sample, and will complement clinical criteria

for diagnostic discrimination between multiple primary cancers versus solitary metastatic discases.

Keywords: i (MSI); loss OH); p lung cancer
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Introduction from a single malignant cell that forms a neoplasm, which
metastasizes to other regions of the lung parenchyma (6)
This phenomenon has been related to the chronic exposure
of the bronchial tree to carcinogens through a so-called
“field cancerization” process (7). Distinguishing between
these two possible mechanisms for the development of
multifocal lesions has important surgical, therapeutic, and
prognostic implications.

Molecular analysis of microsatellite markers s a method
that has been used to assess clonality (8). Microsatellite
markers, or tandem simple sequence repeats (SSR),
are abundant across genomes and show high levels of
polymorphism. Genomic microsatellites, iterations of 1-6 bp
nucleotide motifs, have been detected in the genomes of
every organism analyzed so far, and are often found at
frequencies much higher than would be predicted purely
on the grounds of base composition (9). Microsatellite
progenitor cells that independently undergo different  alterations include microsatellite instability (MSI) and
genetic alterations, leading to neoplastic transformation. The  loss of heterozygosity (LOH). The relevance of genomic
second is that these tumors are of monoclonal origin, arising  imbalance is further underscored by the association between

Lung cancer is the most common cause of cancer death in
both males and females in the world. In clinical practice,
it is not common to encounter patients with multiple
anatomically isolate but histologically similar lung tumors.
The incidence of this condition has been reported to range
2% 10 2.0% in patients with primary lung cancer (1-3).

Coexisting lung cancers in a patient can be characterized
as cither synchronous or metachronous. The incidence of
synchronous lung carcinomas is variably reported between
1% and 16% (4). Metachronous primary lung cancers are
likely more common, representing 40-60% of all patients
with multiple lung cancers (5). Two different theories have
been proposed to explain the multifocality of lung tumors
by Slaughter and his colleges. The first is that multifocal
tumors arise separately from anatomically distinct malignant

© Pioneer Bioscience Publishing Company. All rights reserved wwwjthoracdis.com  Thorac Dis 2014:6(10):1499-1505
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Select Financial Information

(In US Million)

Income Statement Q3 2017 | Q32016 | Q32017 | Q3 2016
YTD YTD

Revenue §13.1 $9.4 S4.2 $3.3 $11.5 $10.0
Gross Profit S6.4 S2.5 S2.1 S1.5 S5.8 S5.1
Total Operating Expenses $12.9 $42.9 S5.2 $8.0 $8.8 $18.3
Loss from Continuing Ops (58.4) (531.1) (53.4) (57.2) (57.8) (514.7)
e | W
Cash Balance (End of Period) S0.6 $8.3 S11.7 S1.7
Accounts Payable and Accrued S12.1 $9.9 S7.0 S11.4
Expenses

Stockholders’ Equity $6.5 $13.0 $36.4 (51.5)

Source: SEC Filings, 10-K
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Patent Portfolio and
’roprietary Assets

Thyroid 2 US patents pending, 5 ex-US Patents Pending

Pancreas 5 patents Issued

Proprietary Algorithm

Barrett’s Esophagus 2 patents Pending

Extensive experience in managing extremely low quality, fixative treated clinical specimens.

Lab information management system that extracts results from database and allows efficient
integration of molecular and clinical results.

Proprietary
Proprietary Algorithm for ThyraMIR Classifier.

Proprietary extraction and micro dissection, methodology from slides, Buffer and FFPE
samples.
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Recent Accomplishments

Corporate
Revenue Growth 39% Y-O-Y
Raised over S14M in Equity

Converted S9M In Secured
Notes into Stock

Eliminated milestone payments,
liens & royalties related to 2014
RedPath Assets Acquisition

Reduced Cash Burn S20M Y-O-Y
2015 to 2016

© © © @ @ @©

®©® © ©@ @ @©

Commercial
AETNA National Contract
Cigna Coverage
Oxford Coverage
UnitedHealth Coverage
NY State Approval For ThyGenX

Launched International
Distributions

EU Patent Granted for ThyraMIR
LabCorp Co-Promotion

+ 250M Thyroid lives covered
+71M Pancreas Lives covered

Lab Services Agreement signed
with Einstein Medical Center
June 5t 2017

Lab Services Hoag Hospital, CA

Clinical

Launched new Biliary product
October 3rd, 2016

Launched AccuCEA™ Insights
August 1st, 2016

Launched PanDNA March, 2017

Launched BarreGen® Clinical
Experience Program (CEP)
September 1st, 2016, and Soft
launched BarreGen at select sites

Launched Cytopathology Services
October 1st, 2016

Launched Cytology Slides as
primary specimen Octoberlst,
2016

Launched TERT marker of
aggressiveness June 1%, 2017
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Key Drivers of Growth

Internal Drivers

Contract with Aetna & United
Healthcare (Thyroid)

Launch Lung Vertical
MVPdx

Expanding Sales Force

Launch of ThyGenX V2 and TERT
Marker of Aggressiveness

New PancraGEN studies (Gl)

Additional Lab Services Contracts

/

External Drivers

Selective Product Acquisitions and
Alliances

Strategic Partnership For BarreGEN

Leverage New LabCorp Contract
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Significant Financial

Progress

Strong, growing revenue (39% YoY
2015 to 2016) and reimbursement

NASDAAQ listing fully compliant
Eliminated all of our secured debt and
liens and eliminated royalty &
milestone obligations from 2014
purchase of RedPath Assets

Demonstrated liquidity with our stock
trading volume

$21M cash raised in last 6 months

New Clinical and

Product Development

ThyGenX V2 development underway
Thyroid registry launched

Completed development of Lung
Vertical MVPdx

Multi-Center Thyroid study launched
Barrett’'s CEP/Soft launch underway

Multiple presentations at key Scientific
meetings planned for 2017

PancraGEN: 3 clinical utility studies
underway

Growing Commercial

Capabilities

26 Person Internal Sales
Organization

In-house billing, reimbursement and
collections expertise

Marketing and product launch
expertise

AETNA & United Health approvals
All products covered by Medicare
250+ million lives covered for Thyroid
test,71+ million lives covered for

PancraGEN test

Launched MVPdx Lung 3Q 2017
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